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REFRACT  the 
Modern  Way 

With  the  Bausch  & Lomb  Green’s 
Refractor  shown  above,  refracting  tech- 
nique is  smooth,  rapid,  and  accurate. 
Sphere,  cylinder,  and  axis  are  on  three 
controls,  readings  made  from  three  scales. 

All  lens  powers  are  additive,  readings 
indicate  exact  powers  without  compensa- 
tion. 

Order  now  to  insure  early  delivery. 


GEORGE  W. 

SPRATT 


Phone  4-3230  21  W.  Monroe  Phoenix 

LOS  ANGELES  HUNTINGTON  PARK 
BEVERLY  HILLS  SANTA  BARBARA 
LONG  BEACH  SANTA  ANA 

PHOENIX 

OPTICAL  COMPANY 


4 


Arizona  Medicine 


January  


WHEN  INCREASED  METABOLISM 


During  periods  of  acute  febrile  disease,  dietary 
adjustment  must  be  made  to  satisfy  the  change  in 
nutritional  demands.  Protein  requirements  are 
increased  50  to  100  per  cent,  caloric  expenditure 
is  raised  because  of  increased  heat  production, 
and  vitamin  needs,  especially  those  of  the  water- 
soluble  groups,  are  greater.  Only  by  fully  meet- 
ing these  altered  requirements  can  recovery  be 
hastened,  can  convalescence  be  shortened,  and 
the  usual  state  of  lethargy  reduced  in  severity. 

Designed  to  supplement  the  diet  during  periods 


of  increased  metabolic  activity,  Ovaltine  in  milk 
is  a powerful  weapon  in  preventing  nutritional  in- 
sufficiency during  these  periods.  The  abundantly 
supplied  nutrients  of  this  palatable  food  drink  are 
quickly  assimilated  and  metabolized.  Its  delicious 
taste  makes  it  appealing  even  to  the  seriously  ill 
patient  who  usually  presents  a feeding  problem. 
Because  its  curd  tension  is  considerably  lower  than 
that  of  milk  alone,  it  leaves  the  stomach  promptly, 
rarely  produces  nausea  or  anorexia,  and  presents 
no  undue  digestive  burden  for  the  patient. 


THE  WANDER  COMPANY,  360  NORTH  MICHIGAN  AVENUE,  CHICAGO  1,  ILLINOIS 


Three  daily  servings  (1  V2  oz.)  of  Ovaltine  provide: 


Dry 

Ovaltine 

Dry 

Ovaltine 

Ovaltine 

with  milk* 

Ovaltine 

with  milk* 

PROTEIN  .... 

6.0  Gm. 

31.2  Gm. 

VITAMIN  A . . . . 

1500  I.U. 

2953  I.U. 

CARBOHYDRATE  . 

30.0  Gm. 

62.43  Gm. 

VITAMIN  D . . . . 

405  I.U. 

480  I.U. 

FAT 

2.8  Gm. 

29.34  Gm. 

THIAMINE  .... 

.9  mg. 

1.296  mg. 

CALCIUM  .... 

.25  Gm. 

1.104  Gm. 

RIBOFLAVIN  . . . 

.25  mg. 

1.278  mg. 

PHOSPHORUS  . . . 

.25  Gm. 

.903  Gm. 

NIACIN  

3.0  mg. 

5.0  mg. 

IRON 

10.5  mg. 

11.94  mg. 

COPPER  

.5  mg. 

.5  mg 

*Each  serving  made  with  8 02.  of  milk;  based  on  average  reported  values  for  milk. 


Not  for  just  ci  year 


w v 


Recognition  of  rickets  in  46.5%  of  children  between 

the  ages  of  two  and  14  years1  has  demonstrated  the 
necessity  for  vitamin  D supplementation,  not  for 

just  a year,  or  for  infancy  alone,  but  throughout  childhood 
and  adolescence — as  long  as  growth  persists. 


Upjohn  makes  available  convenient,  palatable,  high 
potency  vitamin  preparations  derived  from  natural 
sources,  in  forms  to  meet  the  varied  clinical  require- 
ments of  earliest  infancy  through  late  childhood. 

1.  Am.  J.  Dis.  Child.  66:1  (.July)  1943. 

UjJloW  VitortiiUd 


FIGHT  INFANTILE  PARALYSIS 
JANUARY  14-31 


FINE  PHARMACEUTICALS  SINCE  1886 


Kalamazoo  99,  Michigan 
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fveu,  do  cron,  /»  par  m/s  eosy 
o/y  onvco" 

’'His  condition  requires  careful  dietary  supervision  — with  Dryco 
you  can  easily  adjust  the  formula  to  meet  his  requirements.” 

Because  Dryco  offers  the  physician  wide  limits  of  formula 
flexibility,  it  is  ideally  suited  to  special  feeding . . . besides  being 
perfectly  suited  to  normal  cases.  It  may  be  prescribed  with  or 
without  added  carbohydrate  . . . and  may  be  employed  in  concen- 
trated form  also  when  indicated. 

The  high-protein,  low-fat  ratio  of  Dryco  (2.7  to  1)  assures 
optimum  protein  intake  and  minimal  gastro- intestinal  upsets 
from  fat  indigestion.  In  addition,  Dryco  contains  adequate  vita- 
mins A,  Bj,  B2,  and  D,  plus  essential  milk  minerals. 


BORDENS  PRESCRIPTION  PRODUCTS  DIVISION 
350  MADISON  AVENUE,  NEW  YORK  17,  N.  Y. 

In  Canada  Write  The  Borden  Company,  Limited,  Spadina  Crescent,  Toronto 


DRYCO  is  made  from  spray-dried,  pasteurized,  superior 
quality  whole  milk  and  skim  milk.  Provides  2500  U.S.P. 
units  vitamin  A and  400  U.S.P.  units  vitamin  D per  recon- 
stituted quart.  Supplies  3 1 'A  calories  per  tablespoon. 
Available  at  all  drug  stores  in  1 and  2V2  lb.  cans. 


USE 


THE  "CUSTOM  FORMULA'" 
INFANT  FOOD 


Growing  children  require  vitamin  D tissues  containing  considerable 
mainly  to  prevent  rickets.  They  also  amounts  of  phosphorus  . . . Milk  is 
need  vitamin  D,  though  to  a lesser  the  logical  menstruum  for  adminis- 
degree,  to  insure  optimal  develop-  tering  vitamin  D to  growing  children, 

ment  of  muscles  and  other  soft  as  well  as  to  infants,  pregnant 


women  and  lactating  mothers.  This 
suggests  the  use  of  Drisdol  in 
Propylene  Glycol,  which  diffuses 
uniformly  in  milk,  fruit  juices  and 
other  fluids. 


Wbicst' 

..ASS& 


DRISDOL 


IN  PROPYLENE  GLYCOL 

TRADEMARK  REG  U S.  PAT.  OFF  & CANADA 

Brand  of  Crystalline  Vitamin  D2  (calciferol)  from  ergosterol 

MILK  DIFFUSIBLE  VITAMIN  D 


PREPARATION 


Average  daily  dose  for  infants  2 drops,  for 
children  and  adults  4 to  6 droos.  in  milk. 


Available  in  bottles  of  5,  10  and  50  cc.  with  spe-  ^00/- 

cial  dropper  delivering  250  U.S.P.  units  per  drop. 


WINTHROP  CHEMICAL  COMPANY,  INC 

Pharmaceuticals  of  merit  for  the  physician*  New  York  13,  N.Y.*  Windsor,  Ont. 
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PENICILLIN  SCHENLEY  CONTROL 

here  . . . 


. . . insures  your  confidence 
here 


SCHENLEY  LABORATORIES,  INC. 
Producers  of  Penicillin  Schenley 
Executive  Offices: 

350  Fifth  Avenue,  New  York  City 


e^/t  the  Schenley  Laboratories, 
a system  of  control  of  vast  pro- 
portions insures  maximum 
purity,  potency,  and  pyrogen- 
freedom  for  the  end  product 
which  bears  the  label  Penicillin 
Schenley. 

Since  its  production  is  safe- 
guarded with  such  skill  and 
precision  at  every  step,  mem- 
bers of  the  medical  profession 
can  feel  the  greatest  confidence 
when  they  specify  Penicillin 
Schenley. 
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In  Estrogenic  Therapy^.  0 L E A/lij  ]H 


One  of  the  important  advantages  of  “Premarin”  lies  in  the  fact  that  it  is  exceptionally 
well  tolerated.  Although  highly  potent.  “’Premarin”  rarely  produces  unpleasant  side 
effects— a statement  which  finds  ample  corroboration  in  the  extensive  bibliography.  In 
“Premarin”  the  physician  will  find  a medium  for  estrogenic  therapy  which  is  noted 
for  its  therapeutic  effectiveness.  “Premarin"  is  derived  exclusively  from  natural  sources 
and  its  administration  is  usually  followed  by  what  is  invariably  described  by  the  patient 
as  a general  feeling  of  well-being. 

ESSENTIALLY  SAFE  • HIGIILY  POTENT  • ORALLY  ACTIVE 
NATURALLY  OCCURRING  • WATER  SOLUBLE 
WELL  TOLERATED  < IMPARTS  A FEELING  OF  WELL-BEING 

f) 

conjugated  estrogens  [ equine ] 


Premarin 

Erg.  U.  S Pat  Off 


TABLETS 

Available  in  2 potencies.  No.  866  ( the  YELLOW  tablet ) . in  bottles  of  20,  100  and  1.000  tablets. 

No.  867  Half-Strength  I the  RED  tablet),  in  bottles  of  100  and  1.000  tablets. 


AYERST,  MeKENNA  & HARRISON  LTD..  22  East  40th  Street,  New  York  10,  N.Y. 
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Ipral's  gentle,  prolonged  hypnotic  influence  is 
generally  maintained  all  nightlong — giving  the 
patient  what  closely  resembles  normal  slumber. 
Unlike  the  shorter-acting  barbiturates,  the  effect 


of  Ipral  is  not  apt  to  wear  off  suddenly.  Pre- 
scribe one  or  two  tablets  of  Ipral  Calcium  (cal- 
cium ethylisopropyl  barbiturate)  one  hour  before 
retiring.  Plain  unmarked,  unidentifiable  tablets. 


Sqjjibb 


MANUFACTURING  CHEMISTS  TO  THE 


MEDICAL  PROFESSION  SINCE  1858 


TO  THESE 


These  are  advantages  which,  for  many  years,  have 
fixed  White’s  Cod  Liver  Oil  Concentrate  in  the 
minds  of  physicians  everywhere  as  their  first 
thought  in  prescribing. 


dosage  costs 


ADVANTAGES  ADD 


Cost  to  the  patient  has  not 
“infant  antirachitic” 
still  less  than  a penny  a day. 

Three  palatable,  convenient  dosage  forms  — 
LIQUID  (for  drop  dosage  to  infants),  TABLETS 
AND  CAPSULES. 

Ethically  promoted  — not  advertised  to  the  laity. 
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A physician  asked  us  the  question  first— 

A smoker  himself,  he  asked:  “What  cigarette  do  most  doctors  smoke?” 

We  know  that  many  physicians  smoke,  that  many  of  them  prefer 
Camels;  blit  we  couldn’t  answer  the  doctor’s  query. 

We  turned  the  question  over  to  three  nationally  known  independent 
survey  groups.  For  months  these  three  groups  worked  . . . separately 
. . . each  one  employing  the  latest  scientific  fact-finding  methods. 

This  was  no  mere  “feeling  the  pulse”  poll.  No  mere  study  of  “trends.” 
This  was  a nationwide  survey  to  discover  the  actual  fact  . . . and  from 
the  statements  of  physicians  themselves. 

To  the  best  of  our  knowledge  and  belief , every  phy- 
sician in  private  practice  in  the  United  States  was 
asked:  “ What  cigarette  do  you  smoke?” 

The  findings,  based  on  the  statements  of  thousands  and  thousands  of 
physicians,  were  checked  and  re-checked. 

ACCORDING  TO  THIS  RECENT  NATIONWIDE  SITRVE 

More  doctors  smoke  Camels 
than  any  other  cigarette 

And  by  a very  convincing  margin ! 

Naturally,  as  the  makers  of  Camels,  we  are  grati- 
fied to  learn  of  this  preference.  We  know  that  no 
one  is  more  deserving  of  a few  moments  to  him- 
self than  the  busy  physician  ...  of  a few  moments 
of  relaxation  with  a cigarette  if  he  likes.  And  we 
are  glad  to  know  that  so  many  more  physicians 
find  in  Camels  the  same  added  smoking  pleasure 
that  has  made  Camels  such  an  outstanding  favor- 
ite among  all  smokers. 

Costlier  Tobaccos 
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CELLULITIS 


Serious  local  infections  such  as  cellulitis  due  to  hemo- 
lytic streptococcic  infections— with  or  without  bactere- 
mia—respond  rapidly  and  dramatically  to  Penicillin. 

Initial  dosage  of  15,000  to  20,000  units  is  advised. 
Constant  intravenous  injection  of  an  isotonic  sodium 
chloride  solution  follows,  allowing  administration  of 
5,000  to  10,000  units  every  hour,  or  120,000  to  240,000 
units  in  a twenty-four  hour  period.  If  this  method 
is  found  inadvisable,  20,000  to  40,000  units  may  be 


injected  intramuscularly  every  three  or  four  hours.* 
Bristol  Penicillin,  because  of  its  low  toxicity  and 
freedom  from  pyrogens,  its  absolute  sterility  and  stand- 
ard potency,  provides  dependable  therapeutic  action. 

For  additional  current  literature  on  the  clinical 
uses  of  this  potent  antibiotic,  refer  to  your  issues  of 
the  BRISTOL  PENICILLIN  DIGEST. 

•Keefer  C.  S.  et  al.:  New  Dosage  Forms  of  Penicillin,  J. A. M. A.  128:  1 l6l 
(Aug.  18)  1945. 


BRISTOL 

LABORATORIES 

INCORPORATED 


Other  products  of  Bristol  Laboratories  include  high-type  paren- 
teral medications  such  as  Epinephrine  Hydrochloride , Liver  In- 
jection, Estrogenic  Substance  in  Oil,  and  Phenobarbital  Sodium. 

SYRACUSE  1.  NEW  YORK 

Formerly  Ckeplin  Laboratories  Inc. 


Vol.  3,  No.  1 


A R I Z O N A M EDICT N % 


1 


Wm 


the  Pneumonias 


DURING  the  recent  past,  numerous  investigations  have  shown  that  pen- 
icillin is  the  treatment  of  choice  in  the  pneumonias  (pneumococcic, 
streptococcic,  staphylococcic).*  Penicillin  is  virtually  nontoxic,  even  in  the 
massive  dosages  at  times  required.  Its  efficacy  apparently  is  the  same  against 
sulfonamide-resistant  and  nonresistant  organisms  of  the  groups  named. 
Even  in  advanced  stages  of  the  disease,  in  the  presence  of  serious  compli- 
cations, penicillin  usually  proves  a life-saving  measure. 

Since  penicillin  has  become  available  in  quantities  that  may  well  be 
adequate  for  all  needs,  it  merits  being  the  physician's  first  thought  with 
every  pneumonia  patient. 

*Stainsby,  W.  J.;  Foss,  H.  L.,  and 
Drumheller,  J.  F.:  Clinical  Experiences 
with  Penicillin,  Pennsylvania  M.  J. 

48:119  (Nov.)  1944. 

McBryde,  A.:  Flemolvtic  Staphylococ- 
cus Pneumonia  in  Early  Infancy;  Re- 
sponse to  Penicillin  Therapy,  Am.  J. 

Dis.  Child.  68:271  (Oct.)  1944. 


Stainsbv,  W.  J.,  Chairman,  Commis- 
sion for  the  Study  of  Pneumonia  Con- 
trol of  the  Medical  Society  of  the  State 
of  Pennsylvania:  Up-to-Date  Facts  on 
Pneumonia,  Pennsylvania  M.  J.  48:266 
(Dec.)  1944. 

Larsen,  N.  P. : Observations  with  Penicil- 
lin, Ha  waiiM.J.  3: 272  (July- Aug.)  1944. 


PENICILLIN  - C.  S.  C. 

Penicillin-C.S.C.  deserves  the  physician’s  preference  not  only  in  the 
pneumonias,  but  whenever  penicillin  therapy  is  indicated.  Rigid  laboratory 
control  in  its  manufacture,  and  bacteriologic  and  biologic  assays,  safeguard 
its  potency,  sterility,  nontoxicity,  and  freedom  from  pyrogens.  The  state 
of  purification  reached  in  Penicillin-C.S.C.  is  indicated  by  the  notably 
small  amount  of  substance  required  to  present  100,000  Oxford  Units. 
Because  of  this  purity,  incidence  of  the  undesirable  reactions,  attributed 
by  many  investigators  to  inadequate  purification,  is  greatly  reduced. 


PHARMACEUTICAL  TIVISIOM 

(OMMERCIAL  SOLVENTS  CORPORATION 


17  East  42nd  Street 


York  17,  N.  Y. 


Pentcijlin-C.S.C.  stands  accepted  by  the  Council  on  Phar- 
macy and  Chemistry  of  the  American  Medical  Association. 


2 

; 





^hicilun-o.^ 

, Sodium  Salt  ,y 


J^ar‘*<3COuttCc!  9 l* 
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You’d  think  he  was  70 


With  his  "fussy"  appetite,  intestinal  upsets  and  restless  sleep,  you'd  think 
he  was  70  years  instead  of  7 weeks  old.  A change  to  'Dexin'  brand  High 
Dextrin  Carbohydrate  formulas  often  helps  restore  a normal,  healthy  appe- 
tite, and  sound,  undisturbed  sleep.  The  high  dextrin  content  of  'Dexin'  (1) 
diminishes  intestinal  fermentation  and  the  tendency  to  colic  and  diarrhea, 
and  (2)  promotes  the  formation  of  soft,  flocculent,  easily  digested  curds. 

'Dexin'  provides  formulas  that  are  well  taken  and  retained.  Palatable 
and  not  too  sweet,  'Dexin'  is  soluble  in  hot  or  cold  milk  or  other  bland 
foods.  'Dexin'  does  make  a difference.  ‘Dexin’  Reg.  Trademark 


HIGH  DEXTRIN  CARBOHYDRATE 


Composition — Dcxtrins  75%  • Maltose  24%  • Mineral  Ash  0.25%  • Moisture 
0.75%  • Available  carbohydrate  99%  • 115  calories  per  ounce  • 6 level  packed 
tablespoonfuls  equal  1 ounce  • Containers  of  twelve  ounces  and  three  pounds  • 
Accepted  by  the  Council  on  Foods  and  Nutrition,  American  Medical  Association. 

Literature  on  request 

'AC  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  9 & 11  East  41st  St.,  New  York  17,  N.  Y. 


Vol.  3,  No.  1 
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Evolution  of  the  3 rd  insulin . . . 


a new  type  of  insulin  is  available  for  the  diabetic 
— Globin  Insulin.  First  there  was  a quick-acting 
but  short-lived  form.  Next  came  a slow-acting 
but  prolonged  type.  Now  there  is  the  intermedi- 
ate-acting ‘Wellcome’  Globin  Insulin  with  Zinc. 
Activity  begins  with  moderate  promptness  yet  it 
continues  for  sixteen  or  more  hours,  sufficient  to 
cover  the  periods  of  maximum  carbohydrate  in- 
take. Activity  diminishes  by  night  so  that  noc- 
turnal reactions  are  minimal. 

A single  injection  daily  of  Wellcome’  Globin 
Insulin  with  Zinc  controls  the  hyperglycemia  of 
many  patients.  Physicians  are  rapidly  learning  to 
take  advantage  of  this  new  third  form  of  insulin 
when  prescribing  For  their  patients. 


BURROUGHS 


WELLCOME 


& 


CO.  (U.S.A.)  INC., 


‘Wellcome’ Globin  Insulin  with  Zinc  is  a clear 
solution,  comparable  to  regular  insulin  in  its 
freedom  from  allergenic  properties. 

Accepted  by  the  Council  on  Pharmacy  and 
Chemistry,  American  Medical  Association.  De- 
veloped in  the  Wellcome  Research  Laboratories, 
Tuckahoe,  New  York.  U.S.  Patent  No.  2,161,198. 
Available  in  vials  of  10  cc.,  SO  units  in  1 cc. 
and  vials  of  10  cc.,  40  units  in  1 cc.  Literature  on 
request. ‘Wellcome’  trademark  registered. 
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Dietary  Protein 
after  Surgery  and 
Other  Zrauma 


apparently  must  be  maintained  at  a level 
above  normal  in  order  to  assure  proper 
wound  healing*and  at  least  average  resist" 
ance  against  infection.**  The  feeding  of 
meat,  therefore,  in  adequate  amounts,  as 
soon  as  it  can  be  instituted,  appears  doubly 
advantageous:  the  protein  content  of 
meat  is  high  and  of  highest  biologic  value; 
the  human  digestive  tract  appears  well 
adapted  for  handling  meat  protein.** 


The  Seal  of  Acceptance  denotes  that  the  nutri- 
tional statements  made  in  this  advertisement 
are  acceptable  to  the  Council  on  Foods  and 
Nutrition  of  the  American  Medical  Association. 


*“  ...  in  a variety  of  medical  and  surgical  con- 
ditions there  may  occur  a considerable  deple- 
tion of  body  protein  owing  to  a combination  of 
factors,  of  which  the  two  most  important  are  a 
generally  diminished  protein  intake  and  an  en- 
hanced protein  catabolism.  This  situation  in- 
hibits wound  healing,  renders  the  liver  more 
liable  to  toxic  damage,  impedes  the  regenera- 
tion of  hemoglobin,  prevents  the  resumption  of 
normal  gastrointestinal  activity  and  delays  the 
full  return  of  muscular  strength.  It  is  obvious 
that  to  meet  the  situation  an  adequate  supply 
of  proteins  and  calories  must  be  made  available 
to  the  body.  . . . This  implies  at  least  150  Gm. 
of  protein  and  3500  calories,  with  as  much  as 
500  Gm.  of  protein  daily  when  trauma  has 
been  severe,  as  in  .serious  burns.”  (HOFF, 
H.  E.:  Physiology,  New  England  J.  of  Med. 
231:492  [Oct.  5]  1944.) 

**  “Cannon  . . . cites  the  evidence  which  indi- 
cates that  diminished  protein  intake  lowers  re- 
sistance to  infectious  disease,  and  corroborates 
it  by  his  own  experiments  ...  it  seems  probable 
that  the  small  intestine  is  better  adapted  for 
handling  protein  (especially  meat  protein)  than 
for  other  types  of  food.  . . .it  is  especially  well 
supplied  with  enzymes  which  attack  protein, 
and  the  digestion  of  meat  has  been  shown  to  be 
more  complete  than  that  of  foods  of  vegetable 
origins.”  (CRANDALL,  L.  A.,  Jr.:  The  Clini- 
cal Significance  of  the  Plasma  Proteins,  Mem- 
phis M.J.  XIX:  147  [Oct.]  1944.) 


AMERICAN  MEAT  INSTITUTE 
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C*IUAC}  CORPORATION  • BLOOMFIELD,  N.  J. 
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Antibiotic  Nasal  Decongestant 
containing 

Tyrothricin  0.02%  and  'Propadrine'  Hydrochloride  1.50% 


MM! 


For  prompt  relief  of  nasal  congestion  accompanying: 

Common  Cold 

B Allergic  Rhinitis 

Acute  Catarrhal  Rhinitis 
Acute  Rhinosinusitis 
Acute  Ethmoid  itis 


Supplied  in  1 -ounce  bottles  with  dropper  assembly. 
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a clinical  supply 


If  you  would  like  a supply  of  sample-size 
Benzedrine  Inhalers  — free  of  charge  and  without 
obligation — just  write  "Six  Inhalers”  on  your,  pre- 
scription blank  and  mail  to  Smith , Kline  & French 
Laboratories , Dept.  2 , 429  Arch  St.,  Phi  la.  5,  Pa. 


free! 
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Guns  arc  silent  and  grass  grows  in  the  foxholes,  but 
there  can  he  no  peace  treaty  in  the  endless  war  on 
mankind’s  immortal  enemy— Disease.  Home  comes  the 
physician  from  his  lifesaving  on  the  battlefields  ol 
man-made  death  abroad  to  march  again  beside  his  col- 
leagues who  have  so  valiantly  held  the  casemates  of 
health  at  home. 

Battle  front  and  home  front,  boulevard  and  dirt 
road,  the  mighty  facilities  of  the  medical  center  and 
the  challenge  of  practice  in  the  lonely  farmhouse— all 
are  the  front  line  trenches  in  humanity’s  continuing 
crusade  to  tame  cannibal  protoplasm.  There  is  no  dis- 
charge in  that  war. 

The  first  cry  of  pain  in  the  world  was  the  first  call 
for  a physician.  It  lias  been  answered  as  it  echoed  down 
the  centuries;  it  will  be  answered  in  the  unrolling 
years  of  the  future. 

As  this  questioning  year  of  1946  opens  with  the 
world  convalescing  from  malignant  political  disease, 
we  would  like  to  claim  the  privilege  of  welcoming  the 
thousands  of  physicians  returning  from  unparalleled 
service  on  war  fronts— of  saluting  those  who  shouldered 
such  heavy  burdens  at  home— of  expressing  the  con- 
fidence that  the  traditional  unity  of  the  profession 
armed  with  new  and  potent  weapons  will  drive  the 
front  lines  of  the  war  on  disease  ever  forward. 

We  know  that  we  are  joined  in  this  expression  by 
all  organizations  which  seek  to  play  their  roles,  large 
and  humhle,  as  institutions  of  supply  to  those  “bound 
by  the  covenant  and  oath,  according  to  the  law  ol 
medicine.”  S.  H.  (Ami*  and  Company,  Jackson,  Mich. 
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Give  patients  unequalled  protection 

« u with  Castle  Sterilizers 


WHICHEVER  Castle  Sterilizer  you 
select  you  can  be  sure  that  your  pa- 
tients will  get  the  last  word  in  scientific 
sterilizing  protection.  Each  is  designed 
for  beauty  as  well  as  use. 

The  "669"  Castle  Instrument  Sterilizer 
and  Autoclave — the  favorite  of  doctors 
with  an  expanded  practice  who  want  a 
sterilizer  to  meet  their  every  need. 

The  "666"  Castle  Autoclave  provides 
complete  hospital  sterilizing  safety, 
destroying  spores  as  well  as  bacteria. 
It  occupies  little  space,  can  be  set  on  a 
table  or  supplied  yith  a stand  (666-S). 
This  is  the  time  to  secure  equipment 
that  will  help  you  most  with  your 
present  practice  and  your  future  plans. 
Write  for  complete  details. 


IT  IS  SAFETY  that  every  doctor 
wants,  and  knows  he  should 
have.  A Castle  "669"  is  pleasing 
to  the  eye  and  ample  proof  of 
careful  technique.  True  hospital 
sterilization  under  your  own  con- 
trol . . . freshly  sterilized  goods 

and  instruments  ...  no  need  of 
asking  favors  from  the  hospital. 
The  perfect  unit  for  the  specialist 
and  general  practitioner.  CAST 
IN  BRONZE  boiler  . . . "Full-Auto- 
matic" throughout  . . . recessed  in- 
strument sterilizer  . . . large  auto- 
clave . . . spacious  double  cabinet. 


PHYSICIANS  AND  HOSPITALS  SUPPLY  CO.,  Inc. 

MINNEAPOLIS  MINNESOTA 
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/Adequate  rest  is  an  important  factor  in  the  successful 
treatment  of  upper  respiratory  infections.  Frequently, 
nasal  congestion  keeps  the  patient  irritable  and 
sleepless.  Solution  'Tuamine  Sulfate’  (2-Amino- 
heptane  Sulfate,  Lilly),  administered  by  spray  or 
dropper,  quickly  shrinks  the  nasal  mucosa,  permitting 
easy,  natural  breathing.  There  is  no  secondary 
engorgement  or  central-nervous-system  stimulation. 
Specify  Solution  'Tuamine  Sulfate,’  1 percent,  for  home 
use.  The  2 percent  solution  is  recommended  for  office 
procedures  in  which  maximum  shrinkage  is  required. 

Eli  Lilly  and  Company,  Indianapolis  6,  Indiana , U.S.A. 
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MENIN GOCOCCEMI A WITH  GANGRENE 

Report  of  the  Recovery  of  a Case  in  which  Meningococci  Were  Found 

in  Direct  Blood  Smears 

LIEUTENANT  COLONEL  LESLIE  B.  SMITH 
CAPTAIN  ELLIOT  B.  ALPERN,  CAPTAIN  JOSEPH  SHAPIRO 

and 

MAJOR  M.  M.  KISSANE 
Medical  Corps,  Army  of  the  United  States 


U^ANuRENE  of  small  areas  of  the  skin  is 
not  infrequent  in  meningococcal  infections. 
Large  areas  of  gangrene  of  the  skin  and  of 
the  extremities  have  been  reported  in  only  a 
few  cases.1 234 

Borger0  states  that  a bacteremia  so  over- 
whelming as  to  present  organisms  free  in  the 
blood  stream  in  such  numbers  that  they  can  be 
found  on  a direct  blood  smear  offers  little  hope 
of  recovery.  The  finding  of  meningococci  in 
direct  smears  of  the  peripheral  blood  has  been 
reported  in  fatal  cases4  5 w,  and  in  only  one  re- 
covered case14. 

The  case  reported  herein  survived  even 
though  large  numbers  of  meningococci  were 
demonstrated  in  direct  blood  smears.  This 
case  is  of  further  interest  because  the  skin  of 
15  per  cent  of  the  body  surface  was  gan- 
grenous, and  amputation  of  the  5th  left  little 
finger  and  of  both  legs  was  necessary  because 
of  the  gangrene. 

REPORT  OF  CASE 

A white  male  aged  20  years  was  admitted  to 
the  Station  Hospital,  Camp  Wolters,  Texas. 
3 June  1944,  complaining  of  a slight  headache 
and  severe  pains  in  his  feet. 

The  past  history  revealed  that  in  childhood 
he  had  measles,  scarlet  fever  which  was  com- 
plicated by  otitis  media,  malaria  and  “typhoid 
fever  ’ ’. 

The  present  illness  began  ten  hours  before 
admission  with  a rigor  followed  by  malaise, 
slight  frontal  headache,  generalized  muscular 
aching  and  pain  in  his  feet.  He  had  been  un- 
able to  sleep  because  of  this  pain.  He  denied 
experiencing  nausea,  vomiting,  sore  throat  or 
a stiff  neck. 

Examination  revealed  a seriously  ill,  well- 
nourished  white  male  who  was  mentally  clear. 
The  oral  temperature  was  100.2  F,  and  the 
respiratory  rate  was  twenty  per  minute.  The 
blood  pressure  was  96/54.  There  were  several 
areas  of  purpura  asd  numerous  petechiae  scat- 


tered over  the  entire  body,  which  were  more 
profuse  on  the  lower  extremities.  A few  pete- 
chiae were  present  in  the  conjunctivae  and 
nasal  mucosa.  The  pharynx  was  slightly  inject- 
ed ; the  neck  was  supple ; and  the  heart  and 
lungs  were  normal.  Neurological  examination 
revealed  no  abnormalities.  The  trunk  and  head 
were  warm  and  pink ; whereas,  the  hands  and 
feet  were  cold,  tender,  cyanotic  and  mild  edema 
was  present.  Pulsations  were  absent  in  the  dor- 
salis pedis,  posterior  tibial  and  radial  arteries ; 
while  at  the  same  time,  pulsations  were  present 
in  the  temporal  arteries.  The  remainder  of  the 
physical  findings  were  normal. 

A large  number  of  intracellular  diplococci 
were  noted  at  the  time  the  differential  blood 
count  was  done.  Additional  smears  revealed 
that  these  diplococci  contained  several  gram- 
negative  extracellular  diplococci  resembling 
meningococci.  The  leukocyte  count  was  24,300 
per  cubic  millimeter  with  65  per  cent  immature 
neutrophiles,  30  per  cent  adult  neutrophiles  and 
5 per  cent  lymphocytes.  Blood  and  throat  cul- 
tures yielded  meningococci  which  were  identi- 
fied by  agglutination  reaction. 

The  red  blood  cell  count  was  5 million  per 
cubic  millimeter.  The  hemoglobin  was  16  grams 
per  hundred  cubic  centimeter,  and  the  platelet 
count  was  200,000  per  cubic  millimeter.  The 
clotting  and  bleeding  times  were  3 ¥2  and  3 min- 
utes respectively.  The  urine  contained  albumin 
(two  plus)  ; and  the  sediment  contained  five  to 
ten  casts,  five  to  ten  white  blood  cells,  and  a 
rare  red  cell  per  high  power  field.  An  electro- 
cardiogram was  normal  except  for  a rate  of 
1 50  per  minute. 

During  the  first  two  hours  of  hospitalization 
500  cubic  centimeters  of  1/6  molar  lactate  solu- 
tion, 5 grams  of  sodium  sulfadiazine  and  1.000 
cubic  centimeters  of  5 per  cent  glucose  in  saline 
were  administered  by  venoclvsis.  The  pain  in 
the  feet  was  so  severe  that  11  milligrams  of 
morphine  sulfate  with  0.6  milligrams  of  atro- 
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pine  were  given.  During  this  two-hour  period 
the  blood  pressure  had  dropped  from  90/50  to 
78/46.  Eight  cubic  centimeters  of  adrenal  cor- 
tex were  administered  intravenously  and  2 cubic 
centimeters  intramuscularly,  followed  by  500 
cubic  centimeters  of  plasma.  Two  and  one-half 
hours  after  admission,  15,000  Oxford  units  of 
penicillin  were  administered  intramuscularly 
and  15,000  units  intravenously.  These  doses 
were  repeated  in  three  hours.  Penicillin,  15,- 
000  units,  and  adrenal  cortex,  5 cubic  centi- 
meters, were  given  every  three  hours. 

The  pain  in  the  feet  returned  with  such  sever- 
ity eight  hours  after  admission  that  it  was 
necessary  to  repeat  administration  of  morphine. 
The  petechial  rash  was  more  profuse  and  had 
begun  to  coalesce,  especially  on  the  feet.  Pulsa- 
tions of  the  dorsalis  pedis,  posterior  tibial  and 
radial  arteries  were  palpable  but  of  small  vol- 
ume. The  feet  were  warm,  tender,  very  cyno- 
tic  and  swollen.  His  breathing  became  labored 
and  oxygen  was  administered  by  means  of  a 
tent. 

Ten  hours  after  admission  the  blood  pressure 
was  70/40.  Five  hundred  cubic  centimeters  of 
plasma  were  given.  The  lowest  blood  pressure, 
60/40,  was  recorded  twelve  and  one-half  hours 
after  admission.  Two  hours  later,  500  cubic 
centimeters  of  5 per  cent  glucose  and  5 per 
cent  soda  bicarbonate  were  given  by  venoclysis. 
The  blood  pressure  rose  to  100/64.  The  pos- 
terior neck  muscles  were  first  noted  to  be  mild- 
ly rigid,  and  there  was  occasional  vomiting 
Three  hours  later  the  purpuric  areas  were  much 
larger,  the  swelling  of  the  hands  and  the  feet 
was  more  marked,  and  the  pulsations  of  all  the 
arteries  were  normal. 

During  the  first  twenty-four  hours  the  blood 
pressure  varied  between  100/50  and  60/40;  the 
pulse  varied  between  100  F and  102  F.  His 
urinary  output  was  3,000  cubic  centimeters. 
During  this  period  the  patient  was  given  135- 
000  units  of  penicillin,  7 grams  of  sulfadiazine, 
3,000  cubic  centimeters  of  saline  and  glucose. 

39  cubic  centimeters  of  adrenal  cortex,  1,000 
cubic  centimeters  of  plasma  and  oxygen. 

The  purpura  ceased  to  develop  after  the  first 
day,  at  which  time  the  skin  of  approximately 

40  per  cent  of  the  body  surface  was  involved. 
There  were  large  areas  of  extravasation  of 
blood  into  the  skill  of  the  legs  (fig.  1),  the 
thighs  (fig.2),  buttocks,  back,  arms  (fig.  3), 
and  finger  tips  (fig.  2)  as  well  as  smaller  areas 


over  the  entire  body.  The  feet  were  less  pain- 
ful, and  they  were  cooler  than  the  rest  of  the 
body. 

A spinal  paracentesis  was  done  on  the  second 
day  because  of  the  presence  of  a mild  rigidity 
of  the  posterior  neck  muscles  and  a positive 
Brudzinski  sign.  The  spinal  fluid  was  cloudy, 
and  the  pressure  was  18  millimeters  of  mer- 
cury. The  cell  count  was  1,590  per  cubic  milli- 
meter with  71  per  cent  polymorphonuclear  cells. 
Chemical  analysis  showed  56  milligrams  of  su- 
gar, 325  milligrams  of  proteins  and  4.4  milli- 
grams of  sulfadiazine  per  100  cubic  centimeter 
of  the  spinal  fluid.  The  blood  non-protein  ni- 
trogen was  54;  the  chlorides  were  379;  and  the 
sulfadiazine  concentration  was  10  milligrams 
per  100  cubic  centimeter  of  blood.  The  carbon 
dioxide  combining  power  was  64  volumes  per 
cent. 

The  treatment  during  the  second  day  consist- 
ed of  125,000  units  of  penicillin  given  intra- 
muscularly, 15,000  units  of  penicillin  given  in- 
tratheeally,  10  grams  of  sulfadiazine  given  by 
mouth,  2,000  cubic  centimeters  of  saline  and 
glucose  solutions  (intravenously)  and  44  cubic 
centimeters  of  adrenal  cortex  extract  (intra- 
muscularly). 

The  general  condition  was  good  on  the  third 
day.  Herpes  simplex  of  the  lips  was  present. 
Ice  bags  were  applied  to  the  feet  to  aid  in  the 
relief  of  the  pain.  The  toes  and  the  tip  of  the 
left  little  finger  were  blue-black  in  color  with 
diminished  temperature,  hut  the  sensations  of 
touch,  pain  and  temperature  were  only  slightly 
reduced. 

The  third  day  the  erythrocyte  count  was  3.6 
million  and  the  hemoglobin  was  11.4  grams  per 
one  hundred  cubic  centimeters.  The  leukocyte 
count  was  8,750  per  cubic  millimeter  with  75 
per  cent  polymorphonuclear  cells.  There  were 
5 grams  of  total  protein  per  one  hundred  cubic 
centimeters  of  plasma.  Therapy  of  this  day  in- 
eluded  6 grams  of  sulfadiazine  (orally).  100,000 
units  of  penicillin  (intramuscularly),  6 cubic 
centimeters  of  adrenal  cortex,  1.000  cubic  centi- 
meters of  1/6  molar  solution  of  sodium  lactate 
and  oxygen.  Eightv-nine  cubic  centimeters  of 
adrenal  cortex  were  given  during  the  first 
forty-eight  hours  before  its  use  was  discon- 
1 inued. 

Necrosis  of  the  skin  was  present  in  some  of 
the  purpuric  areas  on  the  fourth  day.  The  blood 
urea  nitrogen  was  23  milligrams  per  10  cubic 
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Figure  1. — Second  day  of  the  disease.  Figure  4. — Fifth  day  of  the  disease. 

Figure  2. — Second  day  of  the  disease.  Figure  5. — Twelfth  day  of  the  disease. 

Figure  3. — Third  day  of  the  disease.  Figure  6. — Thirty-third  day  of  the  disease. 


millimeters  of  blood.  The  spinal  fluid  contained 
1,500  cells  per  cubic  millimeter,  of  which  71  per 
cent  were  polymorphonuclear  cells.  Organisms 
were  not  found  in  the  smears  or  in  the  culture 
of  the  spinal  fluid.  Fifteen  thousand  units  of 
penicillin  were  given  intrathecally  and  100,000 
units  were  given  intramuscularly. 

The  red  cell  count  on  the  fifth  day  was  3.4 
million,  and  the  hemoglibin  was  9.5  grams  per 
100  cubic  centimeters  of  blood.  The  total  blood 
proteins  were  5.3  grams  per  100  cubic  centime- 


ters. There  was  a gradual  reduction  in  the  urea 
nitrogen  from  35  milligrams  per  100  cubic 
centimeters  of  blood  to  normal  on  the  eighth 
day. 

Sulfadiazine  was  discontinued  the  sixth  day 
because  of  an  elevation  in  temperature  up  to 
104  F and  an  erythematous  rash,  which  were 
1 bought  to  be  due  to  the  drug.  The  total  dose 
of  sulfadiazine  was  35  grams. 

During  the  next  three  weeks  there  were  inter- 
mittent attacks  of  mild  diarrhea  and  a rapid 


28 


Arizona  Medicine 


January,  1946 


loss  in  body  weight.  Four  transfusions,  total- 
ing 1,500  enbic  centimeters  of  blood,  were  given. 
The  lowest  temperature  recordings  each  day 
were  99  F to  100  F,  and  there  was  a daily  eleva- 
tion up  to  101  F to  104  F.  The  leukocyte  count 
remained  within  normal  range.  One  hundred 
thousand  units  of  penicillin  were  given  daily 
until  the  fourteenth  day  when  the  dose  was 
changed  to  50,000  units  daily. 

The  most  striking  feature  in  this  ease  was  the 
evolution  of  the  skin  lesions  which  were  ulti- 
mately responsible  for  the  sloughing  of  large 
areas  of  skin  and  gangrene  of  both  feet. 

The  petechial  and  small  purpuric  areas  pres- 
ent on  admission  became  more  numerous  and 
enlarged,  coalescing  to  involve  approximately 
40  per  cent  of  the  body  surface. 

On  the  second  day  there  were  large  areas  of 
light  and  dark  purple  discolored  skin  as  a result 
of  the  extensive  extravasation  of  blood  (figs. 
1,  2).  The  following  day,  large  areas  of  the 
skin  were  definitely  gangrenous  (fig.  4).  These 
areas  were  most  marked  in  the  areas  where  the 
intracutaneous  extravasation  of  blood  had  been 
the  most  prominent. 

The  involved  skin  became  hard  and  dry  with 
a texture  about  like  that  of  leather,  and  in 
many  rsepeots  was  similar  to  “tannic  acid  es- 
chars”, (fig  5),  which  contracted  producing 
wrinkling.  By  the  twelfth  day  it  was  obvious 
that  this  contraction  was  producing  undue 
pressure  on  the  surviving  underlying  tissues  of 
the  toes  and  in  the  left  little  finger  (fig.  5). 
Application  of  lanolin  several  times  daily  failed 
to  keep  the  gangrenous  skin  soft  or  pliable,  so 
boric  acid  and  saline  packs  were  applied  con- 
tinuously to  the  feet.  In  order  to  determine  the 
course  of  the  process,  wet  packs  were  not  ap- 
plied to  the  left  little  finger  until  several  days 
later  when  it  was  apparent  that  the  contrac- 
tion and  wrinkling  of  the  dry  dead  skin  would 
destroy  deeper  viable  tissue. 

The  skin  of  15  per  cent  of  the  body  surface 
became  gangrenous.  The  hard  black  crusts  of 
varying  sizes  on  the  arms,  buttocks  and  legs 
gradually  peeled  off  leaving  healthy  appear- 
ing ulcers.  On  the  eighteenth  day  a small 
amount  of  green  pus  with  a foul  odor  began 
to  exude  from  under  the  gangrenous  skin  on  the 
dorsum  of  the  feet.  This  pus  contained  mixed 
organisms  with  bacillus  pyocyaneus  and  anae- 
robic streptococci  predominating.  One  cubic 
centimeter  of  tetanus  antitoxin  and  20,000  units 


of  gas  gangrene  antitoxin  were  given.  On  the 
twenty -second  day  azochloramide  was  used  in 
the  wet  dressing  in  an  attempt  to  reduce  the 
foul  odor.  On  the  twenty-fifth  day  it  was 
obvious  that  amputation  would  have  to  be  done 
because  of  the  gangrene  of  the  distal  one-half 
of  the  feet. 

The  patient  was  admitted  to  Lawson  General 
Hospital  on  11  August,  1944  for  surgical  treat- 
ment. The  necrotic  areas  extended  n p to  the 
proximal  third  of  each  leg  (fig  6),  but  the  knee 
joint  areas  were  not  involved.  The  necrosis 
extended  through  the  deep  layers  of  the  skin, 
varying  in  depth  from  superficial  to  deep. 
The  bones  of  the  feet  were  exposed.  Necrotic 
areas  were  present  on  the  antero-lateral  aspect 
of  each  thigh,  both  buttocks,  the  distal  portion 
of  each  fore-arm,  the  arm  just  superior  to  the 
elbow,  the  5th  finger  of  each  hand,  the  distal 
portion  of  each  thumb,  and  the  little  finger  of 
the  left  hand.  The  red  blood  cell  count  was 
4,800,000  and  the  leukocyte  count  was  5,350  per 
cubic  millimeter;  the  hemoglobin  was  85  per 
cent;  the  clotting  time  was  21/2  minutes;  the 
bleeding  time  was  IV2  minutes;  and  the  urine 
was  normal.  The  total  blood  proteins  were  8.4 
grams  per  cent  with  an  A/G  ratio  of  3. 7/4.7. 

'fhe  first  guillotine  amputation  through  the 
middle  third  of  the  left  leg  was  accomplished 
on  16  August,  1944.  The  small  areas  of  skin  re- 
maining on  the  amputated  portion  were  re- 
moved  with  a Blair  knife  and  used  to  cover  the 
remaining  denuded  areas  of  the  stump  and  the 
lateral  aspect  of  the  thigh. 

On  28  August,  1944  the  total  blood  proteins 
were  6.7  grams  per  cent,  and  the  A/G  ratio 
was  now  4. 4/2. 3 grams  per  cent.  On  31  August, 
1944  the  total  proteins  were  7.2;  the  A/G  ratio 
was  3,700,000  and  the  leukocyte  count  was 
3,950  per  cubic  millimeter;  and  the  hemoglobin 
68  per  cent. 

A guillotine  amputation,  mid-leg  level  of  the 
right  leg  was  done  on  27  September,  1944.  A 
blood  transfusion  was  given  following  the  op- 
eration. At  the  time  the  surgery  was  being 
done  it  was  noted  that  there  was  less  than  the 
normal  amount  of  bleeding  from  the  skin  ves- 
sels however,  deeper  vessels  of  the  limb  ap- 
peared normal  in  every  respect.  The  stumps 
healed  rapidly,  and  there  was  approximately  a 
100  per  cent  take  of  the  skin  grafts  which  had 
been  secured  from  the  amputated  portions  of 
the  leg.  Throughout  this  period  the  patient 
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was  on  a high-caloric,  high-vitamin  intake ; and 
there  was  an  increase  of  body  weight. 

I mring  the  latter  part  of  October,  1944,  the 
patient  developed  moderate  pyuria  and  hema- 
turia. Investigation  revealed  bilateral  renal 
lithiasis  measuring  1 centimeter  in  diameter  in 
the  pelvis  of  each  kidney.  Intermittent  bouts 
of  fever,  ranging  to  103.2  F resulted.  This  was 
treated  with  moderate  doses  of  sulfadiazine. 
On  27  November  1941  the  red  blood  cell  count 
was  elevated  to  4,600,000  and  tbe  leukocyte 
count  was  elevated  to  7,000  per  cubic  millime- 
ter with  hemoglobin  of  93  per  cent.  The  urine 
presistently  showed  white  blood  cells  in  varying 
amounts  and  an  occasional  trace  of  albumin. 

On  18  April  1945  a plastic  revision  of  the 
right  stump  was  carried  out.  The  postoperative 
course  was  uneventful,  and  on  1 June  1945, 
a prosthesis  was  ordered.  On  30  May  1945  the 
patient  developed  rather  severe  left  urethral 
colic  and  subsequently  passed  a calculus.  Roent- 
genograms revealed  the  absence  of  the  stone 
formerly  present  in  the  left  kidney. 

A plastic  revision  of  the  left  stump  was  com- 
pleted on  21  June  1945.  These  revisions  re- 
sulted in  satisfactory  stumps.  The  areas  where 
skin  was  grafted  on  the  thighs  did  not  require 
further  surgery.  The  5th  finger  of  the  left 
hand  was  amputeted  at  the  middle  third  of 
the  middle  phalanx. 

DISCUSSION 

It  is  our  opinion  that  this  is  the  first  report 
of  the  survival  of  a case  of  meningococcemia  in 
which  numerous  meningococci  were  demonstrat- 
ed in  the  routine  direct  blood  smears.  Hayes 
and  Whalen14  report  the  survival  of  a case  in 
which  the1  pathologist  demonstrated  meningo- 
cocci in  the  blood  smear  after  repeated  exam- 
inations. 

Necrosis  of  small  areas  of  skin  in  the  centers 
of  the  petechial  and  purpuric  lesions  of  menin- 
gococcal infections  occur  frequently,  14  per 
cent  of  our  series,  but  large  areas  of  gangrene 
of  the  skin  are  only  occasionally  seen1  2 3 5 7. 
Various  authors1  2 7 8 have  expressed  theories  as 
to  pathogenesis  of  the  skin  lesions,  vet  the  actual 
pathological  physiology  and  pathology  remains 
unknown.  Bernstein2  believes  that  these  lesions 
are  due  to  peripheral  thrombosis,  embolic  or 
autochthonous,  or  < peripheral  vasospasm  from 
an  exotoxin.  These  emboli  may  be  composed  of 
bacteria9.  Other  factors  which  may  interfere 
with  the  blood  supply  are  edema,  perivascular 


hemorrhage,  intracellular  infiltration  of  cells, 
and  slowed  circulation  resulting  from  the  low 
blood  pressure  incident  to  the  shock.  Another 
factor  which  played  a role  in  this  case  was  the 
spasm  of  larger  blood  vessels  (dorsalis  pedis, 
posterior  tibials  and  the  radials)  which  persist- 
ed for  several  hours.  If  we  were  to  meet  the 
latter  condition  in  another  case,  we  Avoulcl  try 
to  relieve  the  vasospasm  by  paravertebral 
blocking  of  the  lumbar  sympathetic  nerves. 

The  treatment  of  severe  meningococcal  in- 
fection has  been  recently  summarized  by 
Thomas1.  The  treatment  of  “Waterhouse-Fri- 
derichsen Syndrome”  has  beeen  reviewed1"11. 
The  present  concept  of  the  treatment  of  men- 
ingococcal infections  includes  the  use  of  sul- 
fonamides, orally  and  intravenously ; penicillin, 
intramuscularly,  intravenously,  intrathecally, 
intrapericardially12  and  into  joint  cavities;  pa- 
rental fluids  including  sodium  lactate;  plasma 
and  adrenal  cortex.  It  is  our  opinion,  gained 
from  the  management  of  shock  in  eleven  cases 
of  fulminating  meningococcemia  that  adrenal 
cortex,  plasma  or  whole  blood,  and  saline  are  of 
value  in,  the  treatment  of  the  “medical  shock”. 
Tbe  use  of  adrenal  cortex  is  still  only  empirical. 
In  our  case  we  believe  that  the  early  use  of 
penicillin  played  some  role  in  the  recovery  in 
that-  the  sulfonamides  are  known  to  have  some 
latent  period  before  its  action  is  effective13. 
The  ultimate  clinical  response  to  penicillin  has 
been  reported15  to  be  slower  than  to  the  sul- 
fonamides. Hence,  it  is  believed  that  both  drugs 
should  be  used  early  in  severe  cases  with  sul- 
fadiazine, if  tolerated,  continued  after  the  crit- 
ical phase  has  passed. 

SUMMARY 

The  recovery  of  a case  of  fulminating  men- 
ingoccemia  with  severe  and  unusual  complica- 
tions is  reported. 

The  bacteremia  of  this  case  was  so  severe  that 
many  meningococci  were  present  in  direct 
smears  of  the  peripheral  blood. 

The  early  treatment  of  this  case  included  the 
intravenous  administration  of  penicillin,  sulfa- 
diazine, adrenal  cortex,  saline,  glucose  solution 
and  plasma.  The  sulfadiazine  was  also  given 
orally  and  the  adrenal  cortex  and  penicillin 
were  given  intramuscularly. 

The  complications  in  this  case  were  moderate 
shock ; angiospasm  of  the  dorsalis  pedis,  pos- 
terior tibia  1 arteries;  extensive  purpura  with 
intracutaneous  hemorrhages;  gangrene  of  15 
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per  cent  of  the  skin  and  extensive  gangrene  of 
the  left  little  finger  and  the  feet. 

The  extensive  gangrene  in  this  case  necessi- 
tated the  grafting  of  skin  to  several  large  areas 
and  the  surgical  amputation  of  the  distal  one- 
half  of  the  left  little  finger  and  both  legs. 
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DISSEMINATED  LUPUS  ERYTHEMATOSUS 

By  LOUIS  G.  JEKEL,  M.  1). 

Phoenix,  Arizona 


T^\  ISSEMINATEI ) lupus  erythematosus  is  a 
disease  with  which,  because  of  the  presence 
of  skin  lesions,  dermatologists  have  long  been 
well  acquainted  and  in  which,  because  of  the  in- 
volvement of  many  organs,  the  internists  have 
developed  an  increasing  interest  within  the  last 
10  to  15  years.  The  disease  was  first  described 
by  Kaposi  in  1872  and  until  recent  years  was 
thought  to  be  a rare  condition.  However,  more 
cases  of  this,  disease  are  being  diagnosed  nowa- 
days than  in  years  gone  by,  perhaps  because  the 
condition  has  received  more  recognition  and  the 
diagnosis  is  not  missed  as  often  as  in  the  past. 

As  has  been  stated,  disseminated  lupus  ery- 
thematosus is  a disease  which  may  involve  any 
or  all  parts  of  the  body  and  is  not  confined  to 
the  skin.  The  cause  of  the  disease  is  not  known. 
The  symptoms,  physical  findings  and  laboratory 
data  may  vary  from  case  to  case,  but  the  over- 
all picture  is  apt  to  be  rather  characteristic. 
An  upper  respiratory  infection  may  seem  to 
initiate  some  cases,  whereas  others  seem  to  be 
precipitated  by  sunburn  so  that  photosensitiv- 
ity is  thought  to  be  a factor  of  importance. 
The  patient  is  nearly  always  a young  woman 
in  the  second  or  third  decade  of  life  who  has  led 
an  active  existence  up  to  the  onset  of  the  ill- 
ness. Only  10%  to  20%  of  the  victims  of  this 
disease  are  men. 

Presented  before  Maricopa  County  Medical  Society  November 
5,  1945. 


Unusual  fatigue  and  weakness  overtake  the 
patient  in  an  insidious  manner.  Then  it  is 
usually  discovered  that  the  patient  has  bouts 
of  fever.  Exacerbations  and  remissions  are  the 
rule.  Pains  in  the  joints  occur  frequently  and 
rheumatic  fever  is,  of  course,  brought  to  mind. 
Pleuritic  pains  are  not  uncommon.  Abdominal 
pain,  nausea,  vomiting,  and  diarrhea  are  fre- 
quent symptoms. 

When  the  patient  is  examined  an  eruption 
is  usually  present  even  in  the  very  early  stag- 
es. Less  frequently  the  eruption  appears  dur- 
ing a later  stage  of  the  disease,  and  in  rare 
instances  the  eruption  may  never  appear.  The 
eruption  usually  first  presents  itself  on  the  face, 
especially  over  the  nose  and  in  the  so-called 
“butterfly  area".  It  is  an  erythema,  the  form 
of  the  lesions  varying  and  therefore  being  clas- 
sified in  the  erythema  multiforme  group.  The 
lesions  are  also  commonly  seen  on  the  fingers 
and  hands  and  less  frequently  about  the  elbows, 
knees,  ankles,  and  other  areas.  The:  skin  le- 
sions frequently  take  on  a hemorrhagic  char- 
acter when  the  disease  enters  its  more  severe 
and  terminal  stages. 

Physical  examination  may  reveal  also  a poly- 
serositis with  fluid  in  the  joints,  peritoneal, 
pleural  and  pericardial  cavities.  Sometimes  a 
temporary  dry  pleurisy  or  pericarditis  is  de- 
tected. Heart  murmurs  may  indicate  the  pres- 
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ence  of  an  endocarditis  or  valvulitis.  Exam- 
ination of  the  eye  grounds  usually  reveals  rath- 
er characteristic  perivascular  hemorrhages,  fluf- 
fy exudates,  and  eireumpapillary  edema. 

Laboratory  data  are  very  helpful  in  estab- 
lishing the  diagnosis.  Outstandingly  important 
is  a leukopenia  which  can  be  detected  in  every 
case  at  one  time  or  another.  The  differential 
leucocyte  count  is  normal.  Anemia,  mild  to  se- 
vere, is  present.  The  erythrocyte  sedimentation 
rate  is  moderately  to  greatly  increased.  The 
urine  may  be  normal  early  in  the  course  of  the 
disease;  sooner  or  later  erythrocytes  and  albu- 
min and  casts  are  usually  found.  A transient 
positive  Wassermann  reaction  sometimes  oc- 
curs. The  electrocardiogram  is  usually  normal 
but  sometimes  indicates  toxic  myocarditis.  The 
serum  protein  is  apt  to  be  low  due  to  the  loss 
of  serum  albumin.  Therefore  the  albumin- 
globulin  ratio  may  be  slightly  abnormal. 

The  pathological  findings  are  rather  charac- 
teristic. Tt  is  noteworthy  that  endothelial-lined 
structures  are  attacked,  that  is  the  capillaries, 
small  arteries  and  veins,  the  endorcadium,  and 
the  synovial  and  serous  membranes.  The  vascu- 
lar lesions  include  (1)  a simple  dilatation  of 
the  capillary  beds,  (21  proliferative  lesions  of 
the  endothelium  with  thrombi  which  often  block 
the  lumens  of  the  vessels  and  (3)  degenerative 
and  necrotizing  lesions  which  are  especially 
conspicuous  in  the  kidneys.  The  renal  glomeruli 
frequently  show  a characteristic  peculiar  hya- 
line thickening  of  the  subendothelial  layers  of 
the  capillary  walls  which  appear  thick  and  rigid 
as  though  composed  of  a heavy  wire — the  so- 
called  “wire-loop”  lesion,  which  is  an  important 
criterion  for  the  pathological  diagnosis.  An  en- 
docarditis is  often  present.  It  may  be  similar  to 
the  usual  types  of  bacterial  endocarditis  or  it 
may  show  coarse  verrucous  vegetations  of  the 


type  described  by  Libman  and  Sacks.  Aschoff 
bodies  are  not  found  in  the  myocardium.  Peri- 
patient.  The  sulfonamide  drugs  and  penicillin 
carditis  and  plueritis  are  frequently  present 
anti  a terminal  bronchopneumonia  is  common. 

In  the  differential  diagnosis  many  other 
vague  disorders  must  be  considered.  Among 
these  are  rheumatic  fever,  sub-acute  bacterial 
endocarditis,  tuberculosis,  typhoid  fever,  un- 
dulant  fever,  and  periarteritis  nodosa,  to  men- 
tion only  a few. 

The  prognosis  is  nearly  hopeless.  Nearly  all 
of  these  patients  are  dead  within  five  year’s 
after  the  diagnosis  is  made. 

The  treatment  is  designed  to  support  the 
patient.  The  sulfonamide  drugs  and  penicillin 
have  been  found  to  be  useless  in  this  condition, 
except  to  prevent  secondary  infections.  The 
diet  should  be  unrestricted,  and  high  in  pro- 
teins, calories,  and  vitamins.  The  loss  of  al- 
bumin through  the  kidneys  explains  the  need 
for  extra  protein.  The  vitamin  B deficiencies 
which  accompany  prolonged  febrile  diseases 
make  replacement  of  this  substance  necessary. 
The  patients  often  present  a low  blood  level  of 
vitamin  C,  and  in  those  cases  extra  amounts  of 
this  substance  must  be  administered.  Salicy- 
lates are  very  useful  to  help  maintain  a sense 
of  well-being,  and  to  reduce  the  fever.  Transfu- 
sions of  whole  blood  help  to  overcome  the  an- 
emia, and  whole  blood  and  plasma  help  to  re- 
duce the  edema  and  effusions.  Administration 
of  preparations  of  serum  albumin  intravenous- 
ly should  likewise  be  useful  for  this  same  pur- 
pose. In  the  presence  of  a failing  heart  all  in- 
travenous, and  parenteral  fluids  must  be  given 
with  great  caution  and  very  slowly.  Adequate 
nursing  care  completes  the  therapeutic  program 
designed  to  prolong  the  lives  of  these  unfortu- 
nate persons. 


THE  FROG*  TEST  IN  THE  DIAGNOSIS 
OF  EARLY  PREGNANCY 

Bv  JOSEPH  A.  OLIVER* 
and 

MAURICE  E.  MILLER* 


* I HIE  South  African  clawed  frog,  XENOPUS 
LAEVIS1,  has  been  used  as  a test  animal 
for  several  years  and  is  rapidly  replacing  the 
rabbit  in  the  diagnosis  of  pregnancy  by  means 

* Prom  the  PHYSICIANS  CLINICAL  LABORATORY,  Tucson, 
Arizona. 


of  a qualitative  test  for  the  presence  or  absence 
of  gonadotropic  hormones  in  the  urine.  After 
trying  several  methods  of  urinary  hormone  con- 
centration, we  finally  found  that  a Scott’s2 
method  was  superior  to  all  others  in  accuracy, 
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ease  of  preparation  of  the  reagents  and  the  fact 
that  concentrates  so  prepared  were  less  toxic  to 
the  animals.  This  method  is  also  more  rapid  be- 
cause it  is  not  necessary  at  any  time  to  dry  the 
precipitates  of  volatile  solutions  such  as  are 
employed  in  other  concentration  methods.  In 
over  three  hundred  tests,  using  our  modifica- 
tion of  Scott 's  method,  we  obtained  an  accuracy 
of  J9.2%  without  the  loss  of  a single  test  ani- 
mal, due  to  faulty  technique  or  toxicity  of 
the  concentrate. 

EQUIPMENT 

Galvanized  tanks  24x16x16  inches,  staggered 
in  sets  of  three  in  suitable  racks  are  ideal  con- 
tainers for  the  test  animals.  The  tanks  have  a 
short  drain  tube  of  one-half  inch  galvanized 
pipe  at  one  end  onto  which  is  threaded  a metal 
cap.  The  interior  of  the  drain  hole  is  fitted  with 
a cork  and  the  water  is  kept  at  seventy  degrees 
Fahrenheit  or  average  room  temperature,  at  a 
depth  of  four  inches. 

The  entire  top  of  the  tank  is  covered  with  a 
one-half  inch  wire  mesh  hinged  frame  which 
affords  complete  ventilation.  The  water  is 
changed  daily  in  the  tanks  by  attaching  a short 
piece  of  garden  hose  to  the  drain  tube  on  the 
outside  and  removing  the  cork  on  the  interior, 
thus  draining  the  tanks  by  gravity.  At  the 
same  time  a brush  is  used  to  wash  down  the 
sides  of  the  tanks.  Our  experience  has  shown 
that  each  tank  of  this  size  will  accomidate 
from  fifteen  to  twenty  frogs,  depending  upon 
the  size  of  the  animals.  As  the  frogs  mature 
and  increase  in  size  they  are  frequently  rear- 
ranged so  that  one  tank  contains  large  animals, 
one  tank  medium  animals  and  the  third  tank 
the  smallest  animals.  In  addition,  several  two 
and  one-half  gallon  glass  aquaria  are  kept  on 
hand  and  used  as  test  tanks.  When  a positive 
test  occurs  and  there  are  eggs  on  the  bottom  of 
the  glass  aquaria,  they  may  be  removed  easily 
as  follows.  After  the  test  animal  is  removed 
and  put  back  into  the  metal  tank  the  wire  mesh 
on  the  bottom  of  the  glass  aquarium  is  turned 
over  so  that  it  lies  flat  as  possible  on  the  bot- 
tom. A strong  solution  of  chlorox  is  poured 
into  the  glass  tank  and  gently  swished  around 
for  a few  minutes.  Ova,  sloughed  skin  and  fecal 
material  are  easily  dissolved.  The  tank  is  then 
rinsed  thoroughly  through  several  changes  of 
tap  water  and  dried.  Some  workers  prefer  to 
burn  the  ova  off  the  wire  grate,  using  a Bunsen 
burner.  We  have  tried  this  method  and  while 


satisfactory,  it  is  not  so  quick  or  thorough  as 
the  clorox  method.  The  use  of  clorox  also  dis- 
infects the  test  tanks. 

IDENTIFICATION 

We  have  tried  several  methods  of  isolation 
and  identification  of  the  XENOPUS  LAEVIS 
in  order  to  obviate  the  necessity  of  keeping  each 
animal  in  its  own  separate  tank.  We  tried  num- 
bered tags  attached  to  the  hind  leg  by  means  of 
a short  cord,  and  engraved  surgical  sutures 
attached  to  the  web  of  the  hind  foot.  We  di- 
vided the  large  metal  tanks  into  several  single 
compartments,  but  these  were  too  small  to 
house  the  animals  properly.  All  these  methods 
failed  completely.  The  method  we  now  use  and 
which  lias  been  employed  successfully  is  as 
follows : 

Each  animal  is  given  a number  or  symbol. 
This  number  or  symbol  is  then  tattooed  on  the 
light-colored  ventral  surface  of  the  upper  hind 
leg  by  means  of  an  electrical  tattooing  appa- 
ratus, the  same  kind  of  machine  as  is  used  by 
seafaring  men  the  world  over.  The  initial  tat- 
too is  legible  four  or  five  weeks,  after  which  a 
second  identical  tattoo  is  done  over  the  original 
number  or  symbol  if  necessary.  The  second 
tattooing  has  so  far  been  permanent,  and  legible 
for  a period  of  two  years.  We  tried  both  red 
and  black  ink,  and  found  the  black  tattooing  ink 
to  be  more  permanent  and  more  easily  read. 
With  this  method  of  identification  of  test  ani- 
mals it  is  possible  to  store  them  in  metal  tanks 
in  groups  without  any  possible  confusion  as  to 
their  identity.  When  a frog  is  desired  for  test- 
ing she  is  identified  by  her  number,  scooped  up 
in  a small  net  and  removed  to  a two  and  a half 
gallon  glass  aquarium.  The  day  after  the  test 
is  completed  she  is  returned  to  the  large  metal 
tank. 

Some  workers  suggest  that  the  test  animal 
he  fed  twice  a week,  while  others  feed  them 
every  day.  We  have  tried  both  methods  and 
find  that  ground  beef  heart  used  interchange- 
ably with  ground  beef  liver  and  given  twice  a 
week  will  keep  the  frogs  well  nourished.  Tt  is 
best  to  place  fresh  water  in  the  tanks  prior  to 
each  feeding  and  change  the  water  again  after 
feeding,  giving  them  approximately  twelve 
hours  oi'  over  night  to  eat  as  much  as  they  need. 
If  no  food  remains  after  this  period  of  time, 
the  ration  should  be  increased  the  next  feed- 
ing. We  change  the  water  daily  in  the  large 
metal  tanks. 
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COLLECTION  OF  SPECIMEN 
We  have  made  it  a point  to  ascertain  from 
the  patient  the  number  of  days  since  the  last 
menstrual  period.  We  have  found  that  a mini- 
mum of  fourteen  days  past  a missed  period  will 
insure  a higher  accuracy  in  the  test.  We  have 
on  occasions  run  the  test  when  there  has  been 
no  missed  period,  but  have  done  so  only  at  the 
specific  request  of  the  physician.  In  these  in- 
stances, however,  we  make  it  clear  to  the  doc- 
tor and  the  patient  that  the  accuracy  cannot 
be  relied  upon  unless  the  test  is  positive.  If  the 
test  is  negative,  it  should  be  repeated  when  the 
patient  is  fourteen  days  past  the  missed  period. 
The  patient  is  instructed  to  restrict  her  fluid 
intake  to  the  absolute  minimum  from  three  P.M. 
of  the  day  before  the  specimen  is  collected  un- 
til the  following  morning.  A minimum  amount 
of  eighty  cubic  centimeters  of  urine  is  brought 
to  the  laboratory  in  a clean  (but  not  necessar 
ily  sterile)  bottle.  It  is  best  to  instruct  the  pa- 
tient to  refrain  from  taking  any  medication  for 
a period  of  forty-eight  hours  prior  to  collection 
of  the  specimen  and  under  no  circumstances 
should  a test  be  run  on  a specimen  from  a pa- 
tient who  is  known  to  have  Lad  injections  of 
any  gonadotropic  hormones  less  than  seven  days 
prior  to  collecting  the  specimen  for  testing.  The 
urine  specimen  should  preferably  have  a spe- 
cific gravity  of  1.017  or  higher,  although  we 
have  had  positive  tests  on  specimens  with  a spe- 
cific gravity  much  lower. 

PREPARATION  OF  THE  CONCENTRATE 
REAGENTS : 

P.ROM-PHENOL  BLUE  INDICATOR: 
Dissolve  400  mg.  of  the  powdered  dye  in  15cc 
of  N/20  Sodium  Hydroxide  and  dilute  to  lOOcc 
with  water. 

20%  KAOLIN 

Suspend  20  gins  of  pure  Kaolin  in  lOOcc  of 
distilled  water. 

20%  HYDROCHLORIC  ACID 
5%  HYDROCHLORIC  ACID 
DEXTROSE,  C.  P. 

SQUIBB ’S  NITRAZINE  PAPER 
Place  80cc  of  filtered  urine  in  a 250cc  cylin- 
der, add  80cc  of  distilled  water  and  0.8cc  of 
brom-phenol  blue  indicator.  The  contents  of  the 
cylinder  are  thoroughly  mixed  by  inversion  and 
adjusted  to  a pH  of  4 with  20%  hydrochloric 
acid.  The  hydrochloric  acid  is  added  a drop  at 
a time  and  the  contents  of  the  cylinder  mixed 


by  inversion  after  the  addition  of  each  di'op. 
When  the  proper  pH  is  reached  the  color  chang- 
es from  purple' to  a faint  blue-green.  It  is  im- 
portant not  to  add  an  excess  of  acid,  bringing 
the  pH  below  4.  This  can  be  noted  if  the  speci- 
men assumes  a bright  yellow  to  amber  color 
without  a definite  green  tint  on  the  outer  por- 
tion of  the  cylinder.  The  color  changes  upon 
the  addition  of  20%  hydrochloric  acid  must  be 
be  viewed  by  transmitted  light  passing  through 
the  cylinder  at  eye  level  and  it  has  been  our 
experience  that  this  is  best  done  in  front  of  a 
window  with  the  shade  completely  up,  holding 
the  cylinder  horizontally.  It  will  be  noted  that 
although  the  specimen,  when  at  a proper  pH 
viewed  through  transmitted  light  has  a bluish- 
green  color,  it  has  by  reflected  light,  a definite 
bluish -purple  color. 

When  the  proper  pH  is  reached,  8cc  of  a 20 % 
Kaolin  suspension  are  added  and  the  contents 
of  the  cylinder  thoroughly  mixed  by  several  in- 
versions. The/  cylinder  is  left  to  stand  until 
the  Kaolin  falls  to  the  lOcc  mark.  The  super- 
natant fluid  is  then  drawn  off  and  discarded  by 
means  of  a Chapman  suction  pump,  leaving  ap- 
proximately lee  to  resuspend  the  Kaolin  by 
slight  shaking  of  the  cylinder.  This  suspension 
is  then  poured  rapidly  into  a 15cc  test  tube  and 
the  cylinder  drained  against  the  side  of  the 
tube  for  one  minute.  The  suspension  is  centri- 
fuged at  a rate  of  fifteen  hundred  revolutions 
per  minute  for  sixty  to  ninety  seconds.  The  su- 
pernatant fluid  is  then  poured  off  and  dis- 
carded by  inverting  the  test  tube  completely. 
To  the  packed  Kaolin  in  the  test  tube  are  add- 
ed 2cc  of  N/10  Sodium  Hydroxide  and  the  con- 
tents of  the  test  tube  thoroughly  mixed  and 
macerated  with  a seven  millimeter  glass  rod 
having  a smooth  rounded  end.  Care  should  be 
taken  to  emulsify  the  Kaolin  thoroughly  with 
the  Sodium  Hydroxide.  The  tube  is  again  cen- 
trifuged at  twenty-five  hundred  revolutions 
pei1  minute  for  three  to  five  minutes  and  the 
supernatant  fluid  drained  into  a test  tube 
100x13mm.  The  packed  Kaolin  is  now  discard- 
ed and  the  concentrate  is  adjusted  to  a Ph  of 
5.5  - 6.5  by  the  addition  of  5%  Hydrochloric 
acid,  using  Nitrazine  paper  as  an  indicator. 
0.5  gms.  of  pure  anhydrous  dextrose  is  then 
added  to  the  concentrate.  Solution  is  hastened 
by  warming  the  tube  in  the  hands  and  stirring 
its  contents  with  a wooden  applicator. 
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INOCULATION  OF  THE  ANIMAL 

It  is  advisable,  when  removing  the  frogs  from 
die  rest  tanks,  to  dry  off  the  animals  with  a 
owel,  thus  enabling  the  operator  to  handle 
them  easier,  and  eliminate  the  wearing  of  cot- 
ton gloves.  Inoculation  is  best  done  by  two 
workers,  one  to  hold  the  frog  immobile  while 
the  other  makes  the  injection.  If  the  second 
person  is  not  available  to  hold  the  frog,  she 
can  be  placed  in  a towel  Avith  her  head  com- 
pletely covered  and  the  hind  legs  and  dorsal 
posterior  exposed.  In  this  position  it  is  rela- 
tively easy  for  a single  operator  to  make  the 
injection.  As  long  as  the  frog’s  head  is  well 
covered  with  a towel,  she  will  make  no  effort 
to  jump  when  the  injection  is  made.  One  cubic 
centimeter  of'  the  concentrated  specimen  is  in- 
oculated into  the  dorsal  lymph  space  about  one- 
half  inch  above  the  cloaca!  folds.  Inoculation 
is  made  at  right  angles  to  the  mid-dorsal  lines 
using  a 26  guage  3/8  inch  needle  on  a two 
cubic  centimetetr  syringe.  Inoculation  is  made 
just  under  the  skin  and  the  needle  should  be 
seen  clearly  during  the  inoculation.  The  ani- 
mal is  now  put  into  the  test  tank  or  glass  aqua- 
rium jar  with  water  at  the  three  inch  level,  con- 
taining' a piece  of  half-inch  galvanized  mesh 
wire,  one-half  inch  above  the  bottom  to  prevent 
the  frog  from  eating  the  eggs  if  oviposition  oc- 
curs. The  frogs  remain  in  the  test  tanks  until 
the  following  morning  when  the  results  are 
noted.  If  the  test  is  negative,  another  frog  is 
inoculated,  using  the  remaining  l.Occ  of  con- 
centrate which  has  been  kept  in  the  refriger- 
ator. It,  is  necessary  to  warm  this  second  por- 
tion to  room  temperature  before  inoculating  it 
into  the  second  frog.  If  after  eighteen  hours  no 
eggs  are  extruded  by  the  second  frog,  the  test 
is  reported  as  negative. 

In  our  record  book  we  keep  one  sheet  for 
each  frog.  The  sheet  is  ruled  into  five  columns 
which  are  headed  as  follows: 

Patient’s  Doctor  Date  Inoculated  Reaction  Date 
Name  Can  Be 

Used 

Again 

This  way  a complete  record  of  each  animal 
is  always  at  hand  and  can  be  readily  checked. 
The  frogs  giving  a negative  test  are  given  a rest 
of  ten  days  and  then  may  be  used  again.  All 
frogs  that  extrude  ova  are  rested  thirty  days 
before  using  them  again. 

Regardless  of  the  source  of  supply  we  have 
always  found  it  necessary  to  test  the  animals 
with  a known  positive  urine  from  an  early 


pregnancy  in  order  to  eliminate  those  animals 
that  do  not  react,  irrespective  of  previous  tests 
made  by  the  jobber. 

RESULTS  OBTAINED  IN  OVER  THREE 
HUNDRED  TESTS 
Correct  Positive:  156 
Correct  Negative:  195 
Incorrect  Positive:  0 
Incorrect  Negative:  3 
Number  of  Tests  Run  : 354 
Percentage  of  Accuracy:  99.2% 

In  this  series  of  tests,  all  patients  were  four- 
teen days  or  more  over-due  in  their  menses. 

ANALYSIS  OF  FALSE  REACTIONS 

CASE  1:  Two  frogs  were  inoculated,  both 

with  negative  results.  Two  rabbits  were  inocu- 
lated by  another  laboratory,  two  days  prior  to 
our  work,  with  both  tests  reported  as  negative. 
Subsequent  clinical  examination  showed  the 
patient  was  in  the  first  trimester  of  pregnancy 
at  the  time  the  four  tests  were  run.  We  are  at 
a loss  to  explain  four  false  negative  tests,  on 
any  other  grounds  than  that  the  patient  did  not 
excrete  enough  gonadotropic  hormones  in  the 
urine  to  give  positive  tests  on  either  rabbits  or 
frogs. 

CASE  2:  In  this  case  only  one  animal  was 

used  because  of  insufficient  amount  of  urine 
specimen.  The  test  was  negative.  After  ten 
days,  the  physician  requested  another  test.  We 
decided  to  use  the  same  frog  again.  The  sec- 
ond test  was  negative.  Another  frog  was1  inocu- 
lated on  the  same  day  and  extruded  several 
hundred  eggs.  The  first  frog  was  undoubtedly 
ill  though  she  appeared  healthy  at  the  time  of 
the  inoculation.  This  frog  was  rested  for  a 
period  of  two  months  and  again  inoculated  with 
urine  from  a known  pregnancy  with  positive 
results. 

CASE  3:  Two  frogs  were  inoculated,  both 

giving  negative  results.  Several  days  later  the 
physician  reported  that  the  patient  had  aborted. 

SUMMARY 

It  is  evident  from  the  foregoing  cases  that 
two  frogs  must  be  used  in  order  to  obtain  a 
high  percentage  of  accuracy.  Had  there  been  a 
sufficient  amount  of  urine  in  Case  2,  it  would 
not  have  been  necessary  to  repeat  the  test  at 
a later  date.  Further,  by  using  two  test  ani- 
mals for  each  specimen  submitted  one  can  read- 
ily check  on  Ihe  animals  giving  false  negative 
tests.  These  animals  should  be  rested  for  at 
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least  two  months,  keeping-  them  well  nourished 
and  thus  returning  them  to  a state  of  good 
health,  when  they  will  give  reliable  results.  We 
have  found  that  this  technic  is  relatively  sim- 
ple, time  saving  and  highly  accurate.  This  mod- 
ification has  the  advantage  of  speed  over  any 
other  recognized  test  used  in  this  laboratory. 
The  test  is  highly  accurate.  The  concentrate  so 
prepared  is  non-toxic  and  animals  inoculated 
with  it  slough  no  skin  or  mucus  as  they  often 


do  with  concentrates  prepared  with  other  meth- 
ods. The  cost  of  material  used  in  this  method 
is  considerably  lower  than  in  all  other  methods 
tried. 

1.  For  more  detailed  intfromation  concerning  the  biology 
of  the  XENOPUS  LAEVIS,  the  reader  is  referred  to  the  ex- 
cellent treatise  "The  South  African  Frog  (XENOPUS  LAE- 
VIS) in  Pregnancy  Diagnosis"  by  Weisman  and  Coates,  New 
York  City,  New  York  and  “Use  of  XENOPUS  LAEVIS  for 
Pregnancy  Testing"  by  Louis  C.  .Herring,  American  Journal 
Medical  Tech.,  Vol.  10:  No.  3;  May  '44. 

2.  Scott,  L.  D.  The  concentration  and  Detoxification  ol 
Human  Urine  for  Biological  Pregnancy  Diagnosis  (Use  of 
XENOPUS  LAEVIS).  Bri.  J.  Exper.  Path.  21:  3320:  1940. 


THE  BLUE  CROSS,  THE  HOSPITAL,  THE  PHYSICIAN 

NORMAN  A.  ROSS,  M.  D. 

President,  Board  of  Directors,  Arizona  Blue  Cross 


The  Blue  Cross 

TOURING  a recent  staff  meeting  at  St.  Jos- 
^ eph’s  Hospital,  Phoenix,  Sister  Mary 
Encharia,  Superintendent,  spoke  about  t h e 
work  being  done  by  the  Arizona  Blue  Cross 
and  urged  the  support  of  the  physicians.  The 
comments  elicited  bv  this  talk  indicated  that 
some  have  not.  realized  the  intent  and  purpose 
of  the  Blue  Cross  nor  the  job  that  is  being- 
done  in  Arizona.  This  is  probably  a state-wide 
situation,  hence  a little  additional  comment  on 
the  Arizona  Blue  Cross  may  bring  all  to  rea- 
lize what  a going  concern  this  hospital  service 
iu  Arizona  is  proving  to  be. 

Blue  Cross  Hospital  Service  is  a national 
plan  for  providing  hospital  care  at  the  lowest 
possible  cost  on  a strictly  non-profit  basis.  The 
plan  is  open  to  employed  persons  who  pay  into 
it  a monthly  subscription  fee  and  receive,  in 
return,  not  money  but  the  hospital  care  set 
forth  by  the  service  as  benefits.  Blue  Cross 
differs  from  other  hospital  coverage  in  this  re- 
spect, there  being  a guarantee  of  service  rather 
than  an  insurance.  The  method  of  operation 
is  simple — the  Board  of  Directors  lay  out  the 
system  of  benefits  and  rates,  set  up  an  admin- 
istration, and  govern  the  disbursement  of 
funds.  An  Executive  Director  is  employed 
with  a staff  to  carry  out  the  program.  There 
is  no  profit  to  the  Board,  directly  or  indirect- 
ly ; no  bonuses  or  commissions  to  either  board 
or  employees. 

Arizona  has  had  this  popular  Blue  Cross 
Hospital  Service  Plan  since  November,  1944. 
Previous  to  that  time,  the  Associated  Hospital 
Service  was  organized  in  1939  and  after  a 
“spurt”  of  business  remained  dormant  until  it 


stepped  forward  and  received  Blue  Cross  en- 
dorsement and  approval  by  reducing  the  rates 
to  subscribers  and  increasing  the  benefits.  The 
plan  is  incorporated  as  the  Associated  Hospital 
Service  of  Arizona  under  the  recently  enacted 
Medical  and  Hospital  Service  measure,  enact- 
ment of  which  was  secured  by  our  medical 
association  in  view  of  inaugurating  a medical 
service  plan  comparable  in  benefits  and  rates 
to  the  Blue  Cross  Hospital  Service.  By  receiv- 
ing approval  and  endorsement  from  the  Na- 
tional Blue  Cross,  the  local  service  has  the  con- 
stant guidance  of  that  body  and  is  kept  fully 
informed  as  to  Blue  Cross  activities  and  ad- 
vancements the  country  over.  The  local  Blue 
Cross,  in  turn,  is  obligated  to  submit  financial 
reports  and  full  administrative  data  to  the 
national  body  at  frequent  intervals  in  order  to 
hold  the  approval  granted.  It  must  at  all  times 
be  shown  that  rates  remain  down  and  benefits 
up  so  far  as  the  subscriber  is  concerned. 

Arizona  Blue  Cross  has  proved  that  people, 
here  as  elsewhere,  like  to  budget  for  their  hos- 
pital care  and  “prepay”  the  necessary  costs 
of  hospitalization  for  the  individual  and  his 
family.  This  is  not  merely  an  idea  but  an  es- 
tablished fact,  for  the  Arizona  Blue  Cross  has 
enrolled  over  300  groups  through  which  20,000 
people  have  been  able  to  remove  the  uncer- 
tainty of  costs  of  necessary  hospitalization. 
This  has  been  accomplished  in  Arizona  since 
November,  1944 — and  we  expect  this  growth 
to  continue  at  this  same  rate  if  not  increased. 

The  Hospital 

Blue  Cross  is  a triad  so  far  as  its  service  is 
concerned  for  through  its  ministrations  the 
subscriber,  the  hospital  and  the  physician  are 
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served.  Sister  Mary  Eucharia  pointed  out  that 
Blue  Cross  is  the  only  hospitalization  plan  in 
the  state  sponsored  and  guaranteed  by  the  hos- 
pitals. It  was  further  pointed  out  that  Arizona 
Blue  Cross  is  an  institutional  member  of  the 
American  Hospital  Association  and  is  fully  ap- 
proved to  enter  into  contracts  with  participat- 
ing hospitals.  The  subscriber  receives  the  hos- 
pital care  and  the  hospital  receives  its  payment 
directly  from  Blue  Cross  funds  accrued  from 
subscription  fees.  In  its  first  year  of  operation 
the  Arizona  Blue  Cross  paid  more  than  $43,- 
000.00  to  the  hospitals  for  its  subscribers. 
Blue  Cross  has  heretofore  been  welcomed  by 
hospital  administrators  as  a method  for  regu- 
larizing hospital  income  and  as  a means  for 
alleviating  the  hospital's  most  distasteful  prob- 
lem— that  of  collecting  charges  for  hospital 
services  rendered. 

The  Subscriber 

The  patient  who  enters  the  hospital  with  a 
Blue  Cross  card  is  usually  a better  patient  by 
reason  of  the  fact  that  his  convalescence  is  not 
retarded  by  worry  over  accruing  hospital  costs, 
'the  subscriber-patient,  or  member  of  his  fam- 
ily, merely  presents  his  Blue  Cross  card  show- 
ing that  his  hospital  care  is  prepaid  then  turns 
over  in  bed  and  forgets  the  cost  and  attendant 
worries  over  the  same  and  concentrates  on  the 
business  of  recovery.  The  patient  never  sees 
the  bill  and  knows  that  the  hospital  is  going 
to  do  its  best  by  him  because  payment  of  his 
bill  is  assured  by  the  Blue  Gross. 

The  Physician 

The  attending  physician  benefits  by  Blue 
Cross  prepaid  hospital  service  also  for  it  re- 
lieves him  of  the  oft  times  delicate  problem  of 
answering  the  patient’s  anxious  queries  as  to 
hospital  costs  and  financial  arrangements  for 
the  payment,  of  the  same.  When  the  physician 
tells  a Blue  Cross  patient  that  hospitalization 
is  necessary  the  patient  readily  says,  “That  is 
all  right  with  me,  Doctor,  I have  Blue  Cross 
coverage.”  Payment  of  his  hospital  bill,  thru 
the  small  and  reasonable  subscription  fee  he 
has  been  paying,  assures  the  patient  of  care 
and  the  hospital  of  its  money.  This  leaves  the 
physician  free  to  treat  his  patient  for  his  ills 
rather  than  for  financial  worries. 

End  Results 

It  is  obvious  that  with  benefits  accruing  to 
the  subscriber,  the  hospital  and  the  physician, 
Arizona  Blue  Cross  merits  the  support  of  all 


concerned.  The  eighty-five  other  Blue  Cross 
Plans  scattered  over  this  country  render  the 
same  sound  service  and  their  growth  is  indica- 
tive of  the  popularity  of  the  hospital  service 
rendered.  Arizona  is  up  front  in  all  these  as- 
pects, and  has  provided  a way  to  remove  the 
economic  hazard  of  hospitalization  for  those 
people  who  have  long  desired  a voluntary  and 
contributory  plan  by  which  they  may  defray 
their  hospital  costs  without  jeopardy  to  then- 
scale  of  living.  It  is  a comfort  to  the  sub- 
scriber, the  hospital  and  to  the  physician  when 
a patient  is  in  a position  to  say,  “I  have  Blue 
Cross.”  With  the  concentrated  interest  and 
cooperation  of  all  concerned,  some  50,000  Ari- 
zonans will  he  able  to  voice  those  words  by 
the  end  of  1946. 


THE  EYE-BANK 

More  than  half  a hundred  hospitals  in  nine 
states  are  already  cooperating  with  The  Eye- 
Bank  for  Sight  Restoration,  Inc.  in  a nation- 
wide effort  to  help  restore  or  remedy  the  vision 
of  America’s  estimated  15,000  persons  blinded 
because  of  corneal  affections,  it  was  announced 
today  by  Mrs.  Henry  Breckinridge,  executive 
director  of  the  Eye  Bank,  210  East  64th  Street, 
New  York. 

In  Greater  New  York  alone,  32  hospitals  are 
associated  in  the  movement  to  make  available 
for  distribution  healthy  corneal  tissue  for  those 
whose  sight  may  be  restored  through  corneal 
graft  operations  by  which  ocular  opacity  is  over- 
come, the  announcement  stated. 

In  addition,  8 hospitals  in  other  New  York 
states  cities,  together  with  6 in  New  Jersey,  3 
in  Connecticut  and  one  each  in  six  other  states 
have  become  actively  affiliated  with  the  move- 
ment. 

Organized  only  last  Feburary,  the  Eye  Bank 
was  established  for  the  collection,  preservation 
and  distribution  of  healthy  corneas  which  may 
be  obtained  only  from  persons  either  living  or 
immediately  after  death.  Inasmuch  as  corneas 
may  be  preserved  and  utilized  for  transplanting 
to  the  eyes  of  others  for  only  72  hours,  speedy 
collection  and  distribution  is  essential  as  soon 
as  they  are  obtained.  Whenever  cooperating 
hospitals  have  eves  available,  the  Red  Cross 
Motor  Corps  rushes  them  to  the  Eye  Bank  for 
distribution  to  persons  requiring  the  corneal 
graft  operation. 
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In  addition  to  extending  this  activity  to  effort  to  obtain  support  for  its  work  though 
hospitals  throughout  the  United  States,  the  Eye  solicitations  for  membership  and  donations  of 
Bank  is  presently  engaged  in  a nation-wide  eyes  after  death. 
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Cditorial i 

Mr.  Westbrook  Pegler 

The  following  paragraph  is  taken  from  Mr. 
Pegler ’s  syndicated  article,  appearing  in  nu- 
merous papers,  on  the  subject  of  “Greed  of 
Contractors  in  Housing  Situation.” 

Quote : 

“I  CAN  AFFIRM  that  the  best  electrician 
in  the  United  States  could  be  stumped  by  the 
crooks  composing  all  of  such  examining 
boards  (he  had  been  speaking  of  the  Califor- 
nia licensing  board  for  electrical  contract- 
ors), because  they  may  ask  such  questions  as 
“How  High  is  up”  and  there  is  no  reviewing 
authority  to  smash  an  outright  conspiracy  to 
exclude  new  contractors.  In  a similar  situa- 
tion a state  law  compels  doctors  entering 
Arizona  from  other  states  to  take  a stiff  ex- 
amination in  stuff  that  most  fresh  medical 
students  could  pass,  but  which  most  doctors 
forget  after  a few  years,  and  thereby  excludes 
good  men  from  competing  with  the  established 
medical  gang  in  a state  which  has  probably 
the  greatest  need  of  additional  doctors,  and 
good  ones,  and  whose  present  complement  are 
on  the  average  about  the  worst  in  the  country. 
Some  doctors  now  on  the  ground  thoroughly 
agree  that  these  estimates  of  the  situation  are 
correct  and  most  of  the  victims  of  the  racket 


in  the  coming  year  will  be  the  sick  war 
veterans.  ’ ’ 

Unquote. 

Here  we  have  a variety  of  “homo  sapiens” 
more  commonly  designated  as  an  arm-chair 
strategist,  alias  newspaper  columnist  working 
hard  on  that  much  heralded  and  “pointed-to- 
with-pride”  American  heritage,  the  freedom  of 
the  press. 

These  gentlemen  of  the  press,  without  the 
knowledge  of  a single  fact,  armed  only  with  a 
typewriter,  can  solve  any  and  all  of  our  social, 
economical,  or  financial  problems.  They  can 
balance  the  National  Budget,  win  every  mili- 
tary battle  without  the  loss  of  A single  casualty, 
and  in  fact  have  the  answers  to  all  questions, 
before  the  questions  are  even  asked.  Is  it  any 
wonder  that  the  realist  Russians  turn  thumbs 
down  when  they  try  to  crash  anything  that 
goes  on  in  the  Soviet  Country? 

Freedom  of  the  press  in  this  country  is  a 
beautiful  thought.  But  in  reality  it  is  the  privi- 
lege of  a few  thousand  who  happen  to  own  a 
newspaper  to  express  themselves,  while  a hun- 
dred and  thirty  some  odd  millions  who  do  not 
treasure  such  a possession  live  on  in  mute  si- 
lence. The  late  President  Roosevelt  had  a name 
for  these  champions  of  the  public,  excrescences. 


Sn  iMnmirtam 

In  the  passing  of  Dr.  Victor  Strong  Ran- 
dolph of  Phoenix  on  November  6,  1945  at  the 
age  of  52,  Arizona  has  lost,  a leading  chest  spe- 
cialist and  pioneer  in  thoracic  surgery. 

Dr.  Randolph  was  born  in  Chicago,  Illinois; 
graduated  from  Milton  College,  Wisconsin  in 
1918  and  received  his  medical  degree  from  the 
University  of  California  in  1923.  He  came  to 
Arizona  in  the  spring  of  1925  to  engage  in  the 
specialty  of  Diseases  of  the  Chest,  the  line  of 
work  he  followed  until  his  death. 

In  preparation  for  the  role  surgery  was  to 
play  in  the  treatment  of  chest  diseases,  Dr.  Ran- 
dolph went  to  Vienna  and  other  medical  centers 
in  Europe  in  1928,  where  he  took  special  train- 
ing in  surgery  of  the  chest  and  thereafter  was 
in  the  vanguard  in  the  great  advances  made  in 
that  type  of  treatment. 
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DR.  VICTOR  STRONG  RANDOLPH 


His  interests  were  legion  as  evidenced  by  the 
fact  that  he  had  a position  of  leadership  in 
many  different  lines  of  activity.  In  1940  he 
was  President  of  the  Phoenix  Rotary  Club. 
The  medical  societies  to  which  he  belonged  were 
numerous.  Among  them  were  the  Maricopa 
County  Medical  Society,  Arizona  State  Medical 
Society,  Fellow  of  the  American  Medical  As- 
sociation, Fellow  of  the  American  College  of 
Chest  Physicians,  Fellow  American  College  of 
Surgeons,  American  Society  for  Thoracic  Sur- 
gery, and  the  American  Heart  Association.  Tn 
many  of  these  organizations  he  occupied  a po- 
sition of  responsibility. 

Treating  tuberculosis  being  his  chief  activity, 
it  seemed  natural  that  he  should  take  a position 
of  leadership  in  the  Arizona  Anti-Tuberculosis 
Association.  He  was  President  from  1941  until 
his  death.  He  was  also  a former  Chief  of  Staff 
at  St.  Joseph's  Hospital  in  Phoenix,  a member 
of  the  Good  Samaritan  Hospital  Staff,  and 
Chief  of  Staff  at  St.  Luke’s  Home  at  the  time 
of  his  death. 

During  his  college  days  he  joined  the  Alpha 
Kappa  Lambda  Fraternity  and  the  Nu  Sigma 
Nu  Medical  Fratetrnity.  At  the  time  of  his 
death  he  was  a member  of  the  American  Legion, 
the  Phoenix  Country  Club,  and  the  Arizona 
Club. 


lie  had  a keen  interest  in  Education  and  was 
a member  of  the  Phoenix  School  Board  from 
19$®  to  1944,  serving  as  clerk  a portion  of 
that  time. 

Dr.  Randolph  won  the  respect  of  a wide  cir- 
cle of  friends,  to  which  was  added  a deep  affec- 
tion on  the  part  of  those  who  knew  him  best. 
His  ability  to  get  along  with  people  was  evi- 
denced by  the  fact  that  the  medical  connection 
which  he  made  on  coming  to  Phoenix  21  years 
ago  still  existed  at  his  death. 

Although  not  a,  prolific  writer  on  medical 
subjects,  he  did  present  a goodly  number  of 
well-prepared  papers  on  subjects  which  he  knew 
so  well.  He  was  a scientist  of  no  mean  ability 
and  was  always  in  the  foreground  in  the  field 
of  his  chosen  work. 

Surviving  him  are  his  wife,  Claire  Tatum 
Randolph  whom  he  married  at  Dallas,  Texas 
in  1926;  a son  Victor  Strong  Randolph,  Jr., 
and  a daughter  Caroline  Elizabeth  Randolph, 
as  well  as  a sister,  Mrs.  E.  W.  Vincent  of  Chip- 
pewa Falls,  Wisconsin  and  a brother  and  as- 
sociate in  the  practice  of  medicine,  Dr.  Howell 
Randolph  of  Phoenix. 

There  are  so  many  things  which  should  be 
said  about  a busy  life  like  Dr.  Randolph’s  that 
one  is  at  a loss  to  know  what  to  choose — but  of 
them  all  one  can  truly  say — well  done. 

FRED  G.  HOLMES,  M.  D. 


Veterans  Administration 

Public  Relations  Office 
The  Veterans  Administration  will  be  able  to 
offer  more  attractive  opportunities  to  doctors, 
dentists,  and  nurses  interested  in  helping  care 
for  veterans  with  President  Truman’s  signing 
today  of  II.  R.  4717,  a bill  to  establish  a VA 
Department  of  Medicine  and  Surgery. 

VA  officials  estimate  they  need  approximate- 
ly 1,125  doctors,  1,200  nurses  and  100  dentists 
to  fill  present  vacancies.  Additional  positions 
will  open  as  Army  and  Navy  personnel  at  VA 
establishments  are  released  from  active  duty. 

The  new  act  sets  up  a Department  of  Medi- 
cine and  Surgery  under  a Chief  Medical  Di- 
rector to  replace  the  present  VA  medical  set-up 
under  the  Civil  Service.  This  ast  will  bring 
professional  personnel  into  an  organization 
comparable  with  the  Army  and  Navy  Medical 
Corps  and  the  U.  S.  Public  Health  Service.  VA 
officials  hope  that  higher  salaries  and  better 
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professional  advantages  will  attract  a sizeable 
percentage  of  the  thousands  of  high  grade  doc- 
tors, dentists  and  nurses  being’  released  from 
the  armed  services. 

So  acute  has  the  shortage  of  personnel  become 
in  VA  hospitals  and  homes  that  some  activities 
have  had  to  be  curtailed  and  the  transfer  of 
seven  Army  hospitals  earmarked  for  transfer  to 
VA  has  been  hampered. 

The  new  medical  department  set-up  will  per- 
mit VA  to  employ  applicants  promptly  to  meet 
the  present  emergency  situation  as  well  as  to 
evaluate  and  grade  all  doctors,  dentists  and 
nurses  on  the  basis  of  their  professionad  quali- 
fications. 

Among  the  major  provisions  of  the  new  act, 
besides  setting  up  a medical  department  outside 
Civil  Service,  are  the  following: 

(1)  Specialists  certified  by  VA  will  be  paid 
25  per  cent  more  salary  up  to  a ceiling  limit  of 
$11,000  a year. 

(2)  Residencies  will  be  set  up  in  VA  hospi- 
tals where  younger  doctors  may  study  to  qual- 
ify as  specialists.  This  will  mean  that  veterans 
will  be  able  to  obtain  the  most  up-to-date  medi- 
cal treatment — the  same  kind  as  if  they  were 
admitted  to  hospitals  connected  with  the  na- 
tion’s leading  medical  schools  and  centers. 

(3)  Promotions  will  be  made  on  recom- 
mendations of  special  V A boards  which,  in  gen- 
eral. compare  with  the  “selection  boards’”  op- 
erating in  the  Army  and  Navy  for  higher  rank- 
ing- officers. 

(4)  Through  the  establishment  of  appoint- 
ment, promotion  and  disciplinary  boards,  the 
legislation  will  permit  VA  to  have  complete 
supervision  of'  its  own  professional  employees, 
based  upon  their  professional  competence. 

In  order  to  overcome  the  acute  personnel 
shortage,  Major  General  Paul  R.  Hawley,  Act- 
ing VA  Surgeon  General,  who  is  expected  to 
become  Chief  Medical  Director  under  the  new 
set-up,  will  need  additional  professional  work- 
ers if  he  is  to  carry  out  his  plans  to  give  VA 
one  of  the  most  progressive  medical  programs 
in  the  nation. 

In  the  effort  to  provide  the  veterans  with  the 
best  service  obtainable,  outstanding  authori- 
ties in  specialized  medical  fields  have  been  ap- 
pointed to  assist  Genera]  Hawley  in  establish- 
ing high  standards  of  care  for  disabled  vet- 
erans. These  physicians  are  serving  as  con- 


sultants. In  addition  to  advising  VA,  they  will 
nominate  leaders  in  their  respective  medical 
and  surgical  specialties  who  will  be  consultants 
in  the  13  Branch  areas  of  the  United  States  to 
supervise  in  carrying  out  professional  policies. 

Close  association  with  lay  medical  associa- 
tions and  teaching  centers  will  assure  modern 
scientific  medicine  in  VA  establishments,  offi- 
cials pointed  out.  Employees  in  the  medical 
department  will  work  with  these  outstanding- 
specialists. 

“Service  with  the  VA  offers  professional  op- 
portunities comparable  with  the  best,  not  only 
for  qualified  specialists  but  also  for  those  who 
seek  a future  in  an  organization  that  is  com- 
mitted to  the  highest  principles  in  American 
medicine,”  General  Hawley  said. 

The  Administrator  of  Veterans  Affairs,  Gen- 
eral Omar  N.  Bradley,  will  establish  the  regu- 
lations which  will  replace  the  Civil  Sei’vice 
rules  which  formerly  governed  VA  profes- 
sional personnel.  The  program  now  coming  in- 
to operation  was  first  advocated  by  VA  execu- 
tives in  1922. 

Both  Generals  Bradley  and  Hawley  have  ad- 
vocated the  change  to  a medical  department  as 
a means  of  obtaining  the  best  doctors,  dentists 
and  nurses  to  treat  veterans.  They  advocated 
extra  pay  for  specialists,  the  establishment  of 
residencies  in  VA  hospitals,  and  the  right  of 
complete  supervision  over  employment  and  sep- 
aration of  this  class  of  VA  employees  on  a basis 
of  professional  competence.  The  new  act  in- 
cludes all  three  of  these  features. 

The  act  approved  by  President  Truman  es- 
tablishes the  following  divisions  under  the  Chief 
Medical  Director : 

(1)  Office  of  Chief  Medical  Director.  The 
director  will  be  paid  a salary  of  $12,000  a year. 
A Deputy  Medical  Director  will  receive  $11,500 
and  Assistant  Medical  Directors — not  to  exceed 
eight  in  number — will  be  paid  $11,000  each. 

(2)  Medical  Service. 

(3)  Dental  Service. 

(4)  Nursing  Service.  The  Director  of  Nurs- 
ing Service  will  receive  $8,000  annually  and  a 
Deputy  Director,  $7,000. 

(5)  Auxiliary  Service.  A chief  pharmacist, 
chief  dietitian,  chief  physical  therapist,  and  a 
chief  occupational  therapist  in  the  Auxiliary 
Service  will  be  paid  $6,000  annually.  While  the 
heads  of  the  technical  groups  are  appointed  by 
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the  Administrator  outside  of  Civil  Service,  the 
technicians  working  under  them  will  continue 
to  he  chosen  through  existing  Civil  Service  reg- 
ulations. The  act  provides  that  the  salary  range 
for  hospital  attendants  shall  be  $1,572  mini- 
mum to  $1,902  maximum.  The  former  pay  scale 
provided  for  two  grades  at  approximately  these 
same  salaries. 

Appointments  of  key  executives  will  be  for 
a four  year  term,  subject  to  removal  by  the  Ad- 
ministrator for  cause.  Re-appointment  will  be 
for  the  same  term. 

Doctors,  dentists,  nurses  and  technicians  now 
employed  by  the  VA  will  be  continued  on  their 
present  jobs  pending  determination  of  their 
qualifications  for  appointment  in  the  new  medi- 
cal department. 

Another  provision  of  the  act  which  will  per- 
mit professional  improvement  of  VA  medical 
personnel  will  allow  up  to  five  per  cent  of  such 
employees  to  study  or  do  research  work  for 
periods  of  time  up  to  90  days.  This  will  enable 
doctors,  dentists,  nurses  and  technicians  to  at- 
tend recognized  schools  or  work  with  the  U.  S. 
Public  Health  Service  or  other  research  groups. 
Officials  pointed  out  that  this  would  enable 
workers  to  keep  abreast  with  the  very  latest  de- 
velopments in  their  respective  fields. 

Although  they  are  not  subject  to  selection  or 
promotion  by  Civil  Sercice,  the  members  of  the 
new  VA  Department  of  Medicine  and  Surgery 
will  be  under  the  Civil  Service  Retirement  Act 
of  1920  and  will  receive  its  benefits. 

Other  hospital  employees  in  VA  hospitals  not 
covered  by  the  new  act  will  continue  to  be  ap- 
pointed through  the  Civil  Service  channels 
which  formerly  governed  their  selection  and 
promotions. 

Initial  appointments  in  the  higher  grades, 
VA  officials  explained,  may  be  made  for  those 
qualified  because  of  graduate  training  and  pro- 
fessional experience. 

The  grades  and  annual  full-pay  ranges  of  the 
positions  established  by  the  new  legislation  are 
as  follows : 

MEDICAL  SERVICE 

Chief  grade,  $8,750  minimum  to  $9,800  maxi- 
mum 

Senior  grade,  $7,715  minimum  to  $8,225  maxi- 
mum 

Intermediate  grade,  $6,230  minimum  to  $7,070 
maximum 
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Full  grade,  $5,180  minimum  to  $6,020  maxi- 
mum 

Associate  grade,  $4,300  minimum  to  $5,180 
maximum 

Junior  grade,  $3,640  minimum  to  $4,300 
maximum. 

DENTAL  SERVICE 

Senior  grade,  $7,175  minimum  to  $8,225  max- 
imum 

Intermediate  grade,  $6,230  minimum  to  $7,070 
maximum 

'All  grade,  $5,180  minimum  to  $6,020  maxi 
mum 

Associate  grade,  $4,300  minimum  to  $5,180 
maximum 

Junior  grade,  3,640  to  $4,300  maximum. 
NURSING  SERVICE 

Assistant  Director,  $5,180  minimum  to  $6,020 
maximum 

Senior  grade,  $4,300  minimum  to  $5,180  max- 
imum 

Full  grade,  $3,640  minimum  to  $4,300  maxi- 
mum 

Associate  grade,  $2,980  minimum  to  $3,640 
maximum 

Junior  grade,  $2,320  minimum  to  $2,980 
maximum. 


Office  of  the  Surgeon  General 

Technical  Informaton  Division  Washington,  D.  C.  News  Notes. 

WORK  OF  MEDICAL  DEPARTMENT  IN 
WORLD  WAR  II 

In  his  Biennial  Report  to  The  Secretary  of 
War,  General  George  C.  Marshall,  Chief  of  Staff 
of  the  United  States  Army,  paid  tribute  to  the 
Medical  Department  for  its  outstanding  work 
in  World  War  II,  as  follows: 

“The  remarkable  reduction  in  the  percentage 
of  the  deaths  from  battle  wounds  is  one  of  the 
most  direct  and  startling  evidences  of  the  great 
work  of  the  Army  medical  service.  In  the  last 
two  years  Army  hospitals  treated  9,000,000 
patients;  another  2,000,000  were  treated  in 
quarters  and  more  than  80,000,000  cases  passed 
through  the  dispensaries  and  received  outpatient 
treatment.  This  tremendous  task  was  accomp- 
lished by  45,000  Army  doctors  assisted  by  a 
like  number  of  nurses  and  by  more  than  one- 
half  million  enlisted  men,  including  battalion- 
aid  men,  whose  courage  and  devotion  to  duty 
under  fire!  has  been  as  great  as  that  of  the 
fighting  men  they  assisted. 
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‘ 1 One  of  the  great  achievements  of  the  Medical 
Department  was  the  development  of  penicillin 
therapy  which  has  already  saved  the  lives  of 
thousands.  Two  years  ago  penicillin,  because 
of  an  extraordinarily  complicated  manufactur- 
ing process  was  so  scarce  the  small  amounts 
available  were  priceless.  Since  then  mass  pro- 
duction techniques  have  been  developed  and  the 
Army  is  now  using  2,000,000  ampules  a month. 

"Despite  the  fact  that  United  States  troops 
lived  and  fought  in  some  of  the  most  disease- 
infested  areas  of  the  world,  the  death  rate  from 
non-battle  causes  in  the  Army  in  the  last  two 
years  was  approximately  that  of  the  correspond- 
ing age  group  in  civil  life  — about  3 per  1,000 
per  year.  The  greater  exposure  of  troops  was 
counter-balanced  by  the  general  immunization 
from  such  diseases  as  typhoid,  typhus,  cholera, 
tetanus,  smallpox,  and  yellow  fever,  and, 
obviously,  by  the  fact  that  men  in  the  Army 
were  selected  for  their  physical  fitness. 

“The  comparison  of  the  non-battle  death  rate 
in  this  and  other  Avars  is  impressive.  During 
the  Mexican  War,  10  per  cent  of  officers  and 
enlisted  men  died  each  year  of  disease;  the 
rate  Avas  reduced  to  7.2  per  cent  of  Union  troops 
in  the  Civil  War;  to  1.6  per  cent  in  the  Spanish 
War  and  the  Philippine  Insurrection;  to  1.3 
per  cent  in  World  War  I;  and  to  0.6  per  cent 
of  the  troops  in  this  war. 

“Insect-borne  disease  had  a great  influence 
on  the  course  of  operations  throughout  military 
history.  Our  campaign  on  the  remote  Pacific 
Islands  would  have  been  far  more  difficult 
than  they  were  except  for  the  most  rigid 
sanitary  dicipline  and  the  development  of  highly 
effective  insecticides  and  repellents.  The  most 
powerful  weapon  against  disease-bearing  lice, 
mosquitoes,  flies,  fleas  and  other  insects  Avas  a 
new  chemical  compound  known  as  DDT.  In 
December  1943  and  early  1944,  a serious  typhus 
epidemic  developed  in  Naples.  The  incidence 
had  reached  50  cases  a day.  DDT  dusting 
stations  were  set  up  and  by  March  more  than 
a million  and  a quarter  persons  had  been  proces- 
sed through  them.  These  measures  and  an 
extensive  vaccination  program  brought  the 
epidemic  under  control  within  a month.  Shortly 
after  the  invasion  of  Saipan  an  epidemic  of 
dengue  fever  developed  among  the  troops.  After 
evtensive  aerial  spraying  of  DDT  in  mosquito- 
breeding  areas,  the  number  of  new  cases  a day 
fell  more  than  80  per  cent  in  tAvo  weeks.  The 


danger  of  scrub  typhus  in  the  Pacific  Islands 
and  in  Burma  and  China  was  reduced  meas- 
urably by  the  impregnation  of  clothing  with 
dimethyl  phthalate. 

“The  treatment  of  battle  neurosis  progressed 
steadily  so  that  between  40  and  60  per  cent  of 
men  who  broke  down  in  battle  returned  to  com- 
bat. and  another  20  to  30  per  cent  returned  to 
limited  duties.  In  the  early  stages  of  the  war 
less  than  10  per  cent  of  these  men  were  re- 
claimed for  any  duty. 

“The  development  of  methods  of  handling 
whole  blood  on  the  battlefield  Avas  a great  con- 
tribution to  battle  surgery.  Though  very  useful, 
plasma  is  not  nearly  as  effective  in  combating 
shock  and  preparing  wounds  for  surgery  as 
whole  blood.  Blood  banks  were  established  in 
every  theatre  and  additional  quanitdes  Avere 
shipped  by  air  from  the  United  States,  as  a 
result  of  the  contribution  of  thousands  of 
patriotic  Americans.  An  expendable  refriger- 
ator Avas  developed,  to  preserve  blood  in  the 
advance  surgical  stations  for  a period  of  use- 
fulness of  21  days. 

“So  that  no  casualty  is  discharged  from  the 
Army  until  he  has  received  full  benefits  of  the 
finest  hospital  care  this  Nation  can  provide, 
the  medical  service  has  established  a recondition- 
ing program.  Its  purpose  is  to  restore  to  fullest 
possible  physical  and  mental  health  any  soldier 
who  has  been  or  fallen  ill  in  the  service  of  his 
country. 

' ‘ To  insure  that  men  are  properly  prepared 
for  return  to  civilian  life  the  Army  established 
25  special  convalescent  centers.  At  these  centers 
men  receive  not  only  highly  specialized  medical 
treatment,  but  have  full  opportunity  to  select 
any  vocational  training  or  recreational  activity, 
or  both,  they  may  desire.  Men,  for  example, 
who  haAre  been  disabled  by  loss  of  arm  or  legs 
are  fitted  with  artificial  limbs  and  taught  to 
use  them  skillfully  in  their  former  civilian 
occupation  or  any  neAV  one  they  may  select. 
Extreme  care  is  taken  to  insure  that  men 
suffering  from  mental  and  nervous  disorders 
resulting  from  combat  are  not  returned  to  civil 
life  until  they  haAre  been  given  every  possible 
treatment  and  regained  their  psychological 
balance.  ’ ’ 


GENERAL  MAC  ARTHUR  PAYS  TRIBUTE 
TO  MEDICAL  SERVICE 
General  Douglas  MacArthur,  in  an  article  in 
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a recent  issue  of  The  Journal  of  Military 
Medicine  in  The  Pacific,  made  the  following- 
remarks  concerning  the  part  played  by  the 
medical  services  in  World  War  II  : 

“War  through  the  ages  has  demanded  in 
large  degree  the  help  of  those  who  practice 
the  art  of  healing.  Never  has  such  need  been 
greater  than  in  the  Pacific.  Early  in  the 
campaign  disease  presented  its  most  serious 
threats.  Vigorous  action  has  eliminated  much 
of  that  hazard.  The  application  of  old  prin- 
ciples and  newly  devised  measures  on  a magni- 
fied scale  has  assured  our  advance  against  the 
hazards  of  nature. 

“Almost  impenetrable  terrain  and  vast  dis- 
tances have  not  prevented  our  doctors  from 
pressing  close  to  the  enemy  lines  to  give  the 
wounded  immediate  care.  Air  evacuation 
reached  its  highest  development  in  transport- 
ing casualties  from  the  field  to  hospitals  far 
in  the  rear.  New  drugs  have  accomplished 
miracles  in  treatment.  And  in  consequence  the 
command  has  maintained  in  a gratifying  state 
of  health  with  the  rate  of  recovery  of  the  sick 
and  wounded  unsurpassed. 

“The  Journal  of  Military  Medicine  in  the 
Pacific  is  a commendable  endeavor  to  dissemi- 
nate valuable  information  and  has  my  approval 
and  best  wishes  for  success.  Without  health — 
physical,  mental  and  spiritual — there  can  be 
nothing. 

GENERAL  SOMERVELL  REPORTS  ON 
ME DICAL  DE PA RTMENT 

In  his  annual  report  to  the  Under  Secretary 
of  War  and  the  Chief  of  Staff,  General  Brelion 
Somervell,  Commanding  General,  Army  Service 
Forces,  made  the  following  remarks  concerning 
the  Army  Medical  Department  : 

“The  American  Army  is  the  healthiest  army 
in  history. 

“Unbelievable  strides  have  been  made  by 
Army  doctors  even  as  the  war  progressed,  not 
only  in  surgery  and  care  of  the  sick  but  in 
preventive  medicine. 

“Bold  and  successful  use  of  sulfanamides  and 
penicillin  reduced  the  fatality  rate  of  meningitis 
from  38  per  cent  in  the  first  World  War  to 
three  per  cent  in  1944,  pneumonia  from  24  per 
cent  to  0.7  per  cent,  dysentery  from  1.5  to  only 
one  recorded  death.  Deaths  from  malaria  have 
dropped  to  an  astounding  low.  In  1917-1919 


there  were  0.2  deaths  per  hundred  cases  . . . 
today  the  number  is  0.06  per  hundred. 

“Great  advances  were  made  in  the  fiscal  year 
in  the  uses  of  whole  blood  and  penicillin.  In 
North  Africa  the  Army  doctors  discovered  that 
blood  plasma,  although  it  did  have  a remarkably 
beneficial  effect,  could  not  substitute  for  whole 
blood  in  cases  of  the  most  severe  shock.  Blood 
banks  set  up  in  the  United  States  sent  206,000 
pints  of  whole  blood  to  overseas  theaters  in  nine 
months. 

“Penicillin,  for  all  its  value,  orignally  had 
shown  a tendency  to  disappear  from  the  blood 
stream  after  a few  hours.  In  order  to  retain 
its  effect,  Army  doctors  worked  out  a method 
of  suspending  it  in  beeswax  and  peanut  oil. 
Given  hypodermically  in  this  combination, 
penicillin  remained  in  the  blood  for  as  long  as 
twenty  hours  and  destroyed  disease  germs. 

“New  methods  of  surgical  care  were  perfect- 
ed in  the  fiscal  year.  ‘Phasing’  of  treatment 
was  introduced.  Care  of  the  wounded  was 
divided  into  three  distinct  phases.  The  first 
phase  took  place  on  the  battle  front,  where 
surgeons  and  first  aid  crews  gave  emergency 
treatment.  Patients  then  were  evacuated,  more 
swiftly  than  ever  before,  to  hospitals  in  the 
Communications  Zone.  Much  of  this  evacuation 
was  done  by  air.  It  was  not  unusual  for  men 
who  could  be  moved  to  undergo  their  emergency 
treatment  within  the  sound  of  guns  and  eight 
or  few  hours  later  be  in  bed  in  hospitals  five 
hundred  miles  behind  the  lines.  There  the 
second  phase  . . . “reparative  surgery’’  was 
undertaken.  Again  men  were  evacuated  swiftly 
as  soon  as  they  were  able  to  be  moved  safely  to 
hospitals  in  the  United  States.  Here  the  final 
phase  of  surgical  reconstruction  and  rehabilita- 
tion was  undertaken. 

“The  results  are  apparent  in  the  lowest  mor- 
tality rate  in  the  history  of  any  army  in  the 
world  . . . 4.3  per  cent  of  the  wounded. 

“DDT,  the  magic  chemical  produced  in  vqst 
quantities  for  the  Army,  halted  many  plagues 
among  civilian  populations  and  prevented 
plagues  in  the  Army  by  destroying  insects  and 
vermine.  The  entire  population  of  Naples 
underwent  DDT  treatment,  their  clothing  and 
bedding  being  sprayed,  and  dangerous  epidemics 
were  halted  before  they  had  a chance  to  spread. 

“Inspection  of  foodstuffs  is  another  duty  of 
the  Medical  Department.  Thirty-three  million 
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pounds  of  food  were  inspected  daily  at  home 
and  overseas. 

“Forward  steps  in  the  neuropsychiarty 
treatment  resulted  in  the  return  to  duty  in 
the  theatre  of  operations  of  90  per  cent  of  the 
cases  of  battle  fatigue.  Forty  to  sixty  per  cent 
were  able  to  return  to  combat  units.  Before 
the  introduction  of  the  new  treatment,  which 
occurs  immediately  behind  the  front,  only  ten 
per  cent  returned.” 


GENERAL  KIRK  SPEAKS  ON  WORLD 
WAR  IT  CASUALTIES 
Sixty -three  per  cent  of  the  wounds  received 
in  World  War  II  were  those  of  the  upper  and 
lower'  extremities,  with  the  lower  extremities 
the  heaviest  proportion,  according  to  Major 
General  Norman  T.  Kirk,  Surgeon  General  of 
the  Army,  who  spoke  recently  before  the  Mil- 
waukee Association  of  Commerce. 

“There  were  207,754  men  of  the  United  States 
Army  killed  in  action  and  571,490  wounded,” 
General  Kirk  stated.  “Of  those  wounded, 
363,322  returned  to  duty  after  hospitalization 
and  25,145  died.  These  figures  indicate  that 
the  rate  of  those  wounded  who  died  was  nearly 
twice  as  great  in  World  War  I.” 

Of  the  15,000  amputees  of  World  War  IT, 
14,000  needed  artificial  limbs,  7,000  of  whom 
still  remain  in  general  hospitals.  The  balance 
either  returned  to  civilian  life  or  remained  on 
duty  as  instructors  for  other  amputees,  the 
General  continued.  There  have  been  two 
quadruple  amputations  and  nine  triple  ampu- 
tations recorded  in  World  War  IT.  Of  the 
14,000  needing  prostheses,  95  per  cent  have 
lost  one  arm  or  leg,  and  five  per  cent  have 
suffered  two  major  amputations. 

Outlining  the  Army’s  job  in  medical  care  and 
rehabilitation  of  the  wounded,  General  Kirk 
also  stressed  the  part  of  the  American  public 
in  helping  the  returned  veteran,  and  concluded, 
“Too  many  men  in  the  last  war  became  social 
derelicts  because  too  little  responsibility  was 
assumed  by  business  and  industry  in  placement 
of  the  individual  in  a job  commensurate  with 
disabilities.  Those  men  have  won  the  war,  now 
let  us  help  them  win  the  peace.” 


Attend  the 

ANNUAL  MEETING 

Phoenix,  Arizona,  May  1-2-3 


THE  JOURNAL  OF  VENEREAL 
DISEASE  INFORMATION 

The  Frequency  of  Positive  Serologic  Tests 
for  Syphilis  in  Relation  to  Occupation  and 
Marital  Status  Among  Men  of  Draft  Age. 
Lida  J.  Usilton,  Paul  T.  Bruy  ere,  and  Martha 
C.  Bruyere.  Journal  of  Venereal  Disease  In- 
formation, Washington,  26:216-222,  Oct.  1945. 

An  analysis  based  on  information  concerning 
occupation  and  martial  status  for  a random 
sample  of  men  examined  for  Selective  Service 
showed  that  the  prevalence  of  syphilis  varies 
widely  among  different  occupational  groups. 
It  also  showed  that  in  any  occupation  group 
the  prevalence  of  syphilis  is  substantially  higher 
among  single  white  men  than  among  married 
white  men  but  the  differences  between  single 
and  married  groups  among  nonwhites  was  small. 

The  analysis  was  based  on  the  results  of 
serologic  tests  for  syphilis  performed  on  531,236 
Selective  Service  registrants  who  constituted  a 
20  percent  sample  of  the  men  examined  from 
January  1,  through  May  31,  1945.  Blood  tests 
were  tabulated  according  to  age,  race,  maritial 
status,  and  11  broad  occupational  groups. 

The  prevalence  of  syphilis  among  single  white 
men  ranged  from  one  or  two  per  thousand  for 
17-year-old  men  in  each  occupational  group  to 
approximately  30  per  thousand  for  the  37-year- 
old  men  in  the  professional  group,  50  per 
thousand  for  propietors,  45  per  thousand  for 
clehical,  45  per  thousand  for  salesmen,  80 
per  thousand  for  craftsmen,  80  per  thousand 
for  operatives,  85  per  thousand  for  service 
workers,  and  90  per  thousand  for  laborers. 

The  prevalence  rates  for  married  white  men 
were  25  to  50  percent  lower  than  for  single 
white  men  in  corresponding  occupational  groups. 
In  general  among  the  white  men,  the  differences 
between  the  syphilis  rate  of  single  and  married 
men  were  much  greater  than  were  the  differ- 
ences between  occupational  groups,  and  these 
differences  were  least  in  those  occupational 
groups  having  the  highest  syphilis  rates. 

Among  Negro  men  a tendency  for  higher 
prevalence  rates  among  the  less  skilled  occu- 
pational groups  was  apparent  but  not  statistic- 
ally significant,  and  no  statistically  significant 
difference  between  married  or  single  groups 
could  be  demonstrated. 

The  rates  for  the  several  occupational  groups 
of  Negro  men  ranged  from  about  20  per  1,000 
among  17-vear-old  single  Negros  in  the  more 
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highly  skilled  occupational  groups  to  more  than 
JO  per  1,000  among  37 -year-old  Negro  men  in 
unskilled  groups. 

Prevalence  rates  for  students  were  lower  than 
for  other  groups  on  the  whole.  Rates  for  men 
other  than  married  or  single  were  compared,  as 
a group,  and  the  comparison  showed  that  white 
men  in  this  group  had  significantly  higher 
rates  than  either  the  single  or  the  married  men 
in  corresponding  age  groups. 

The  author  conclude  that  undoubtedly  there 
is  a correlation  between  occupation  and  the 
prevalence  of  syphilis,  but  that  this  does  not 
imply  a casual  relationship;  except  among  the 
highly  trained  and  the  completely  unskilled, 
cultural  patterns  probably  have  far  greater 
weight,  which  may  in  part  explain  the  dif- 
ferences that  are  constantly  observed  in  the 
prevalence  rates  among  different  races. 

The  authors  suggest  further  and  more  detail- 
ed studies  to  augment  this  analysis  since  the 
sample  is  fairly  small,  the  population  is  limited 
to  men  subject  to  draft,  and  the  occupational 
groups  are  broad  and  in  several  respects  un- 
satisfactory for  study  in  this  particular  field. 


THE  USE  OF  SULFONAMIDES  IN 
BURN  THERAPY 

That  the  sulfonamides  should  be  used  in  the 
treatment  of  burns  was!  inevitable,  for  the  ever 
present  danger  of  infection  made  their  trial 
necessary.  Their  value  seems  assured,  but  the 
procedure  by  which  they  are  best  used  has  not 
been  established.  Sulfadiazine  spray  has  already 
been  discussed.  Powders  have  caused  mechani- 
cal difficulties  (caking)  and  have  not  been  ideal 
for  sprinkling  over  extensive  weeping  wounds. 
Further,  the  size  of  the  raw  area  could  in  cer- 
tain instances  allow  massive  absorption.  More 
recently,  however,  there  have  been  attempts  to 
vary  the  size  of  the  sulfonamide  particles  and 
more  success  in  this  technic  may  result. 

Various  dosage  forms  have  been  advocated. 
A dispersion  in  a water  soluble  jelly  was  pro- 
posed for  use  on  the  hands,  face  and  genitalia 
and  as  a first  aid  application.  Robson  and  Wal- 
lace recommended  a complex  glycerin-sulfona- 
mide paste.  Heggie,  Gerrard  and  Heggie  re- 
ported a number  of  sulfonamide  emulsions.  Sul- 
fonamide has  been  incorporated  into  a tannic 
acid  jelly  and  mixed  with  liquid  petrolatum. 
Allen  and  his  co-workers  believed  a sulfathiazole 
ointment  using  a water  in  oil  base  to  be  of 
value.  They  advocated  its  use  in  the  pressure 
dressing  procedure  of  Kock  in  place  of  petrola- 
tum. Colebrook  proposed  sprinkling  sulfanila- 


mide over  the  burned  area  and  covering  it  with 
petrolatum  gauze  and  warm  saline  dressings. 
The  use  of  dry  sulfonamides  as  a local  measure 
with  saline  baths  or  hot  wet  dressings  ami  the 
“tulle  gras”  procedure  has  been  reported. 

Not  one  of  these  methods  for  local  applica- 
tion has  supplanted  in  full  the  procedures  dis- 
cussed elsewhere  in  this  report.  The  choice 
depends  on  individual  experience  and  prefer- 
ence and  adaptability  to  the  local  measures  used. 
When  used  locally  as  a powder,  sulfanilmide 
is  preferred  by  many,  while  sulfathiazole  and 
sulfadiazine  jellies  and  ointments  have  their 
advocates.  The  only  one  to  be  reported  as  form- 
ing an  eschar  is  sulfadiazine.  Regardless  of 
these  reports,  more  recent  observations  have 
shown  that  the  ideal  ointment  or  emulsion  has 
yet  to  be  devised.  If  these  drugs  are  used  lo- 
cally, especially  in  such  wide,  denuded  areas  as 
occur  in  burns,  the  same  precautions  must  be 
taken  as  are  followed  when  the  drugs  are  given 
by  mouth.  The  blood  picture  and  urin  output 
are  to  be  followed  routinely. 

Some  investigators  have  advocated  the  rou- 
tine use  of  one  of  the  sulfonamides  by  mouth  in 
all  burn  cases.  While  there  might  seem  to  be 
some  advantages  accruing  from  this  procedure, 
it  has  been  criticized  on  the  basis  that  nausea 
and  vomiting  are  frequent  and  would  further 
add  to  the  hemoconcentration  now  recognized  to 
occur  in  burns.  Further,  these  drugs  may  ag- 
gravate or  precipitate  real  or  incipient  liver 
damage.  If  oral  administration  is  ordered,  sul- 
fadiazine and  sulfathiazile  have  been  the  drugs 
of  choice. 

FIRST  AID 

If  only  reddening  of  the  skin  has  resulted 
from  the  burn  and  the  superficial  (first  degree) 
nature  of  the  lesion  can  be  definitely  ascer- 
tained, tbe  application  of  a soothing  ointment 
may  be  allowed.  When  blistering  or  tissue  de- 
struction have  occurred  and  hospital  facilities 
are  close  at  hand,  most  authorities  are  agreed 
that  no  local  medication  other  than  a covering 
of  sterile  dressings  should  be  applied  or,  lack- 
ing that,  a clean  cloth  of  any  nature. 

If  the  burn  is  extensive  (which  some  have 
estimated  as  20  per  cent  of  the  body  surface), 
anti-shock  treatment  is  imperative  and  should 
include  tbe  administration  of  morphine  and  an 
avoidance  of  everything  which  might  cause 
fluid  or  plasma  loss  or  exudation.  If  hospital 
admission  is  delayed,  the  first  intravenous 
plasma  (solution  of  crystalloid  substances  such 
as  dextrose  or  sodium  chloride  may  be  actually 
harmful)  should  be  begun  if  at  all  practical; 
500  cc.  may  be  given  without  waiting  for  blood 
studies.  Greasy  applications  are  avoided  by 
many  on  the  grounds  that  they  produce  only 
moderate  alleviation  of  pain  (a  function  better 
performed  by  morphine)  and  add  to  the  dif- 
ficulties of  properly  cleansing  the  burned  area. 
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Oils  and  greases  make  necessary  vigorous  hand- 
ling and  the  use  of  fat  solvents,  procedures 
which  may  precipitate  or  increase  shock. 
Further,  the  presence  of  grease  makes  difficult 
the  formation  of  an  eschar.  On  receiving  an 
emergency  call  the  physician  may  advantage- 
ously warn  his  informant  or  the  victim’s  help- 
ful neighbor  to  put  nothing  on  the  wound  before 
his  arrival  and,  on  learning  of  the  severity  ot 
the  case,  have  the  hospital  informed  that  an 
emergency  room  will  be  urgently  needed. 

Tf  the  patient  connot  be  transfered  to  a 
hospital  for  several  hours  (twelve  to  twenty 
four)  some  form  of  local  dressing  may  be 
necessary.  Such  dressings  should  aim  at  pre- 
venting external  loss  of  fluid,  relieving  pain 
and  preventing  further  contamination.  What- 
ever the  individual  preferance  for  local  applica- 
tion, shock  treatment  is  even  more  imperative 
under  these  conditions  than  if  a hospital  is 
readily  available. 

SUMMARY  AND  CONCLUSIONS 
A review  of  the  literature  brings  out  two 
basic  principles  which  serve  as  guides  to  the 
proper  local  care  of  a burn.  First,  properly 
applied,  many  of  the  more  established  local 
measures  may  give  good  results  if  the  systemic 
care  of  the  patient  is  adequate.  Second,  gentle 
cleansing  and  no  unnecessary  debridement  of 
the  burned  area  is  essential  for  the  successful 
application  of  any  of  the  local  methods  of  burn 
therapy.  Under  certain  conditions,  as  a life 
saving'  measure  or  the  necessity  of  handling 
large  number  of  cases  in  a short  time,  the 
preliminary  cleansing  may  have  to  be  shortened. 
If  infection  occurs,  prolonged  healing  time  and 
poor  functional  results  may  ensue. 

A pronounced  change  in  medical  opinion  re- 
garding" the  use  of  tannic  acid  and  othei 
tanning  agents  has  become  apparent.  The 
possibility  of  disastrous  results  following  the 
formation  of  an  eschar  should  always  be  kept 
in  mind  when  the  burn  area  is  on  the  face, 
hands  or  genitalia.  If  escliarotics  are  used, 
those  producing  a thin,  tough,  flexible  eschar 
rapidly  are  preferred  by  some,  although  those 
producing  similar  eschars  more  slowly  may 
possess  certain  advantages,  which  will  result  in 
their  selection  in  many  cases. 

Far  those  areas  an  escharotis  is  contraindicat- 
ed, or  for  infected  burns,  a number  of  variations 
of  the  saline  bath  are  available.  Of  these,  the 
continuous  saline  bath,  the  Runyan  envelope  and 
the  tulle  gras  dressing  have  their  advocates. 
They  are  usually  used  with  the  local  applica- 
tion of  a bacteriostatic  agent,  as  one  of  the 
sulfonamides,  electroytic  sodium  hypochlorite  or 
Dakin’s  solution. 

The  use  of  the  pressure  dressing  as  advocated 
by  Kock  reveals  interesting  possibilities  and  its 
use  has  become  very  popular. 


The  use  of  growth  stimulating  agents  has  not 
been  adequately  studied,  and  much  work  re- 
mains to  be  done  in  this  field.  None  have  been 
accepted  by  the  council  on  pharmacy  and 
chemistry. 

The  widespread  use  of  the  sulfonamides,  both 
locally  and  orally,  marks  a definate  trend  in 
the  treatment  of  burns;  they  offer  promise  for 
the  prevention  and  treatment  of  infection. 
However,  prolonged  use  of  these  agents  may 
cause  sensitization.  This  is  a danger  that  should 
be  kept  in  mind  by  all  physicians.  In  con- 
cluding this  discussion  it  is  well  to  point  out 
that  no  method  which  has  been  presented  to 
date  makes  the  proper  cause  of  burns  anything 
but  tedious  and  time  consuming  procedure,  the 
results  of  which  are  frequently  disappointing. 
The  alternatives  are  clear:  High  mortality  and, 
morbidity,  loss  of  function  and  disfiguration 
for  the  patient.  The  responsibility  of  any  in- 
dividual or  group  attending  a burned  patient 
is  obvious.  Further,  one  of  the  commonest . errors 
in  the  treatment  of  burns  is  understanding  the 
extent  and  seriousness.  All  burns  should  be 
regarded  as  potentially  serious  wounds. 

In  no  instance  should  local  treatment  replace 
the  prevention  and  treatment  of  shock,  prophy- 
laxis; against  tetanus  and  possibly  gas  bacillus 
infection  and  proper  surgical  procedures  when 
indicated. 

The  comparative  evaluation  of  the  various 
treatments  proposed  for  burns  would  be  made 
more  accurate  if  proper  records  always  were 
kept  and  published.  Boyce  has  stressed  the  in- 
adequacy of  most  records.  Harkins  has  posed 
four  pertinent  problems : 1 . What  is  the  longest 

possible  interval  after  a burn  that  tanning 
therapy  can  be'  applied  under  optimum  con- 
ditions? 2.  What  percentage  of  plasma  does 
tanning  prevent?  3.  Assuming  that  the  main 
purpose  of  the  tanning  method  is  to  conserve 
plasma,  if  plenty  of  plasma  is  available,  is 
tanning  still  advisable  ? 4.  Is  tannic  acid 

toxic?  At  least  one  other  may  be  proposed: 
What  is  the  best  means  of  hastening  the  slough- 
ing stage  of  deep  burns,  promote  maximum 
healing  and  still  prevent  infection?  Similar 
questions  proposed  by  many  authorities  empha- 
size that  more  critical  observations,  well  doc- 
umented and  controlled,  are  needed.  In  report- 
ing results  care  should  be  taken  to  record  the 
site,  extent  and  depth  of  the  burn,  the  incidence, 
degree  and  location  of  infection,  the  physiologic 
state  of  the  patient  as  indicated  by  blood  and 
urine  studies  and  kidney  and  liver  function 
test,  the  nutritional  state!  of  the  patient  and 
his  age.  The  effectiveness  of  newer  antiseptic 
agents  and  their  effect  on  the  patient  should 
be  determined.  Statistical  evaluation  would  be 
desirable,  and  the  utilization  of  proper  controls 
should  not  be  forgotten  in  investigational  work. 

— Reprinted  from  the  A.  M.  A.  COUNCIL  ON  PHARMACY  AND 
CHEMISTRY  REPORTS,  1944 
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THE  ROLE  OF  TRAUMA  IN  ACUTE 
CORONARY  THROMBOSIS 

A Clinical  Study  of  200  Cases. 

GEORGE  A.  RACE,  M D.,  NEW  YORK  CITY 

(From  th?  First  Medical  Division,  City  Hospital,  Welfare 
Island.  Department  of  Hospitals) 

There  is  much  controversy  at  present  regarding 
the  role  of  trauma  as  a causative  factor  in  acute 
coronary  thrombosis.  There  have  been  many  re- 
ports in  the  literature,  such  as  that  of  Fitzhugh  and 
Hamilton,1  in  which  a sudden,  dramatic,  indirect 
injury  was  followed  immediately  by  the  typical 
syndrome  of  squeezing  substernal  pain  with  radia- 
tion to  the  shoulders  and  down  the  arms,  dyspnea, 
cyanosis,  lowered  blood  pressure,  and  the  general 
picture  of  shock.  It  was,  therefore,  concluded  that 
the  trauma  had  a direct  cauvative  significance  in 
relation  to  the  acute  coronary  attack.  There  have 
been  many  reports  from  authors  with  an  opposite 
point  of  view.  They  state,  with  impressive  series 
of  cases,  that  the  role  trauma  plays  in  the  causation 
of  acute  coronary  thrombosis  is  insignificant.  One 
group.  Master,  Dack  and  Jaffe,2  in  a series  of  more 
than  1,000  attacks,  found  only  2 per  cent  definitely 
associated  with  severe  exertion  or  trauma.  And 
there  have  been  middle-of-the-roaders,  such  as 
Phipps,2  who  found  that  exertion  was  intimately 
connected  with  acute  coronary  closure  in  40  per- 
cent of  a series  of  437  cases. 

Lack  of  agreement  on  terminology  and  definitions 
is  certainly  responsible  for  much  of  the  discrepancy. 
For  example,  one  author  will  distinguish  between 
walking,  moderate  activity,  and  ordinary  mild  ac- 
tivity. Another  will  divide  his  headings  between 
severe  physical  stress  and  moderate  or  usual  exer- 
tion. One  author  will  include  under  severe  stress 
exercise,  surgery,  and  general  infection,  whereas  an- 
other writer  will  separate  the  latter  two  categories 
and  not  consider  them  as  severe  trauma  at  all.  An- 
other cause  for  disagreement  is  the  difficult  question 
of  compensation  cases.  Some  writers  feel  that  the 
history  of  patients  with  a personal  axe  to  grind  will 
be  colored  by  their  own  desire  and  become,  there- 
fore, unreliable.  These  writers  do  not  include  com- 
pensation cases  in  their  reports.  Other  men,  al- 
though recognizing  the  possibility  of  tainted  testi- 
mony, feel  that  the  picture  is  not  a complete  one  so 
lcng  as  there  is  an  arbitrary  selection  of  cases. 

This  report  compares  a series  of  200  cases  of  acute 
coronary  thrombosis.  They  have  been  taken  from 
the  records  of  City  Hospitals  between  the  years  of 
1938  and  March,  1945,  inclusive.  Of  the  200  pa- 
tients, 141  were  men  and  59  were  women.  Their 
average  age  was  63.4  yars.  The  youngest  patient 
was  a man  27  years  old  and  the  oldest  was  a 
man  89  years  old. 

The  diagnosis  of  each  case  was  definately  proved 
either  by  electrocardiogram  or  by  autopsy,  or  by 
both.  One  hundred  twenty-nine  cases  were  con- 
firmed by  autopsy  and  89  cases  by  electrocardio- 
gram. There  were  34  cases  of  acute  coronary  oc- 
clusion, proved  by  autopsy,  in  which  the  electro- 
cardiograms showed  no  evidence  of  the  acute  lesion. 


The  electrocardiographic  reports  in  these  cases 
spoke  of  disease  of  the  ventricular  muscle,  over- 
digitalization or  some  other  toxic  factor,  or  myocar- 
dial damage 

In  order  to  eliminate  unnecessary  and  confusing 
categories,  we  have  divided  the  circumstances  under 
which  the  acute  coronary  thrombosis  developed  into 
five  main  groups:  (1)  sleep,  rest,  or  other  inactive 
states;  <2>  mild  to  noderate  but  usual  activity  ;<  o - 
unusual  or  severe  exertion;  (4)  direct  physical  in- 
jury to  the  chest;  <5>  no  definate  history  of  trauma 
either  solicited  or  volunteered 

Sixty-two  cases  developed  while  the  patients  were 
sleeping,  at  rest,  or  in  an  otherwise  inactive  state. 
Of  these  62  cases,  49  were  in  bed,  7 were  sitting  in  a 
chair,  and  6 were  standing. 

There  were  25  cases  which  developed  while  the 
patient  was  engaged  in  an  activity  which  was  mild 
and  not  unusual  for  him.  Five  patients  developed 
acute  attacks  immediately  after  eating.  A hospital 
employee  and  a housewife  were  stricken  while  mop- 
ping floors.  Ten  attacks  occured  while  the  patients 
were  walking.  And  other  attacks  followed  such  ac- 
tivities as  shaving,  bathing,  and  cleaning  a rug. 

There  were  5 cases  in  which  the  onset  of  the 
acute  attack  was  intimately  related  to  a severe  and 
unusual  exertion.  The  first  of  these  cases  was  that 
of  a 51-year-old  mechanic  who,  after  lifting  a 100- 
pound  shelf  and  carrying  it  several  feet,  suddenly 
coughed,  developing  dyspnea  and  cyanosis,  became 
nauseated,  and  vomited.  He  was  brought  to  the 
ho:pital  and  an  electrocardiogram  confirmed  the 
diagnosis  of  acute  coronary  occlusion.  The  second 
case  was  of  a 49-year-old  man  whose  occupation 
is  unknown.  The  chart  states  that  he  was  "lifting 
something”  when  he  was  suddenly  seized  with 
severe  substernal  and  epigastric  pain.  The  diag- 
nosis was  confirmed  by  electrocardiograms.  The 
third  case  was  of  a 62-year-old  handyman.  Follow- 
ing the  lifting  of  a heavy  motor,  he  developed  pain 
in  the  upper  abdomen  radiating  to  the  back.  He 
became  nauseated,  cold  and  clammy  and  was 
brought  to  the  hospital,  where  the  diagnosis  of 
acute  coronary  occlusion  was  established  by  an 
electrocardiogram.  This  patient  died  and  an 
autopsy  revealed  massive  anterior  and  posterior 
myocardial  infractions  with  a rupture  of  the  in- 
terventricular septum.  In  the  fouth  case,  the 
trauma  was  more  remote.  The  patient  was  a 70- 
year-old  W.P.A.  inspector  who,  ten  days  before 
admission  to  the  hospital,  had  walked  two  miles. 
During  the  exertion,  which  was  unusual  for  him, 
he  experienced  a severe  attack  of  precordial  pain. 
Four  days  later  he  developed  a more  severe  pro- 
longed precordial  pain  which  continued  for  several 
days  and  finally  caused  him  to  seek  admission  to 
the  hospital.  The  diagnosis  of  acute  coronary  oc- 
clusion was  established  by  electrocardiograms.  The 
fifth  patient  was  a 44-year-old  man  who  worked 
on  a moving  van. 

While  he  was  carrying  a heavy  object,  he  was 
suddenly  seized  with  a choking  sensation,  became 
dyspneic,  and  broke  out  in  a sweat.  The  diagnosis 
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of  acute  coronary  closure  was  made  by  electro- 
cardiogram. 

In  the  series  of  200  cases,  there  was  not  a single 
instance  in  which  the  acute  coronary  occlusion  was 
due  in  any  way  to  a direct  blow  to  the  chest  wall. 

In  108  cases,  no  definate  history  of  trauma  was 
either  solicited  or  volunteered.  It  was  felt  that  in 
this  group  the  lack  of  positive  evidence  of  severe 
trauma  was  not  sufficient  basis  for  assuming  that 
such  truma  did  not  occur  Possibly,  investigation 
concerning  this  point  was  not  sufficiently  through. 
Since  more  than  half  of  these  cases,  taken  from  a 
large,  active,  general  hospital,  had  inadequate  his- 
tories, it  was  thought  that  the  use  of  the  following 
standard  list  of  questions  might  be  of  value: 

1.  Was  there  an  acute  attack? 

2.  What  were  the  symptoms  of  the  acute  at- 
tack? 

3.  How  long  did  the  symptoms  last? 

4.  What  medication  was  used  for  the  attack? 

5.  What  time  did  the  attack  occur? 

6.  What  was  the  patient  doing  at  the  time  of 
the  onset  of  the  attack? 

7.  Was  the  attack  associated  with  a recent 
heavy  meal? 

8.  Had  there  been  any  severe  exertion  by  the 
patient  over  the  previous  forty-eight  hours? 

10.  Had  there  been  any  direct  recent  injury  to 
the  chest  wall? 

11.  Does  the  patient  consider  himself  nervous? 

12.  Had  the  patient  had  any  severe  emotional 
disturbances  over  the  previous  forty-eight  hours? 

13.  Did  any  complications  arise  concomitant  with 
the  attack? 

14.  What  were  the  pre-existing  medical  compli- 
cations? 

15.  Will  the  patient  receive  compensation  bene- 
fits from  this  hospital  sojourn? 

It  should  be  stated  that  in  not  one  of  the  200 
cases  was  there  a question  of  compensation.  This 
particular  difficulty,  therefore,  was  obviated. 

A suprisingly  large  number  of  cases  did  not  have 
an  acute  episode.  In  130  cases  the  infarction  was 
associated  with  the  acute  picture  but  in  70  of  the 
cases  the  acute  symptoms  were  lacking.  In  54  of 
these  70  cases  the  diagnosis  was  established  only 
by  autopsy;  in  11  cases  the  electrocardiogram  gave 
the  diagnosis;  and  in  5 cases  the  electrocardio- 
graphic evidence  was  borne  out  by  the  autopsy 
findings. 

SUMMARY 

1.  Two  hundred  cases  of  acute  coronary  occlu- 
sion are  reviewed.  In  no  case  was  compensation  in- 
volved There  were  141  men  and  89  women,  whose 
average  age  was  63.4  years. 

2.  Sixty-two  cases  developed  while  the  patients 
were  sleeping,  at  rest,  or  in  an  otherwise  inactive 
state;  25  cases  developed  while  the  patients  were 
engaged  in  an  activity  which  was  mild  to  moderate, 
and  not  unusual  for  them;  5 cases  were  intimately 
associated  with  severe  exertion ; in  no  case  was 


there  direct  injury  to  the  chest;  and  in  108  cases 
no  definite  history  of  trauma  or  exertion  was 
solicited  or  volunteered. 

3.  In  130  cases  the  coronary  closure  constituted 
an  acute  episode;  in  70  cases  the  attack  was  silent. 

4.  For  cases  of  suspected  acute  coronary  occlu- 
sion, a standard  list  of  questions  is  presented.  It 
is  hoped  that  its  use  may  lead  to  more  accurate 
history  taking  and  more  rapid  diagnosis. 

5.  The  discrepancies  of  existing  classifications 
of  activity  are  noted  and  a simpler  nomenclature 
is  suggested. 

Thanks  are  due  to  Dr.  Walter  Bensel  for  his  kind  encour- 
agement and  helpful  criticism  in  the  preparation  of  this 
paper. 
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THE  SPECIALIST  AND  THE  VOLUNTARY 
MEDICAL  SERVICE  PLAN  MOVEMENT 
The  voluntary  medical  service  plan  movement 
as  sponsored  and  operated  by  organized  medicine 
as  an  alternative  for  compulsory  sickness  insurance, 
is  based  upon  the  tenet  that  physicians’  fees  should 
be  adjusted  to  the  ability  of  the  individual  to  pay 
for  medical  services.  This  tenet  is  recognized  by 
all  physicians,  general  practitioners  and  specialists. 

The  subscription  rate  of  each  Plan  is  designed 
to  produce  an  income  to  the  Plan  which  will 
support  fees  consistent  with  those  payable  by 
persons  with  below-average  income,  and  the  con- 
tract of  each  Plan  contains  some  provision  to 
allow  for  payment  by  the  subscriber  of  an  ad- 
ditional amount  to  the  physician  for  services 
rendered  persons  with  above  average  income 
Our  services  as  specialists  are  necessary  in  main- 
taining high  standards  of  medical  care  rendered 
through  these  Plans,  yet  it  is  not  actually  possible 
at  this  time  for  Plans  operating  on  an  insurance 
basis  to  pay  a specialist  a larger  fee  than  that 
payable  to  a general  practitioner  for  a specific 
service. 

This  effort  to  protect  the  future  welfare  of 
medicine  as  a private  enterprise  means  as  much, 
and  perhaps  more,  to  the  specialist  group  than  to 
the  general  pracitioners.  The  development  of  the 
demand  for;  specialists’  services  has  constituted  an 
important  factor  in  the  increase  in  he  cost  of 
medical  care.  Proposed  national  legislation  would 
fix  the  fee  for  specialists’  services,  regardless  of 
the  income  of  the  patient.  My  plea,  therefore,  is 
that  members  of  the  specialty  groups  give  full 
support  to  the  voluntary  medical  service  plan 
movement,  assured  that  as  these  Plans  gain  ex- 
perience they  will  be  better  adjusted  to  our  needs 
than  will  any  government  controlled  program. 

Henry  C.  Barkhorn,  M.  D. 
Reprinted  from  the  Journal  of  the  Medical 
Society  of  New  Jersey. 
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MANY  LIMB  INFECTIONS  CURED  WITH 
PENICILLIN  INJECTIONS 

Three  New  York  doctors  report  excellant  results 

in  24  cases;  inter-arterial  methods  advised  in 

war  injuries. 

Successful  treatment  of  serious  limb  infections 
by  administration  of  penicillin  directly  into  the 
arteries  is*  reported  in  The  Journal  oj  the  American 
Medical  Association  for  July  14.  Three  New  York 
physicians,  S.  Thomas  Glasser.  John  Herrlin  Jr. 
and  Boris  Pollock  present  what  they  believe  to  be 
the  first  series  of  cases  in  which  penicillin  was 
administered  by  the  intra-arterial  route. 

“The  excellent  results  obtained  are  noteworthy," 
the  authors  say.  “These  findings  assume  addsd 
importance  at  this  time  because  70  per  cent  of 
war  casualties  are  associated  with  wounds  in  the 
extremities.  An  even  higher  percentage  of  trau- 
matic lesions  (wounds  or  injuries)  of  the  ex- 
tremities are  observed  in  war  industries.  Since 
these  injuries  are  frequently  complicated  by  in- 
fection, a peliminary  report  on  the  utilization  of 
penicillin  by  the  arterial  route  would  seem  to  be 
timely.” 

The  main  advantage  of  this  method  of  admini- 
stering penicillin  lies  in  the  fact  that  the  drug, 
injected  directly  into  the  artery,  is  carried  by  the 
main  blood  flow  immediately  toward  the  limb  and 
the  infected  tissues.  Also  the  arterial  method 
results  in  higher  concentration  of  penicillin  in  the 
blood  A drug  introduced  by  any  other  route,  such 
as  by  mouth,  local  application,  or  injection  into 
a vein  or  muscle,  in  diluted  before  it  reaches  the 
infected  areas  On  the  other  hand,  the  intra- 
arterial method  involves  the  least  amount  of 
dilution  of  the  drug,  which  means  that  the  tissues 
supplied  by  the  artery  which  was  injected  will 
receive  a higher  concentration  of  penicillin  than 
by  other  means 

Furthermore,  the  authors  point  out,  in  the 
presence  of  inflammation  due  to  infection,  fluids 
are  passed  through  the  capillaries — the  minute 
blood  vessels — much  more  easily,  thus  allowing 
for  greater  filtration  of  the  drug,  which  is  deposit- 
ed in  greater  concentation  at  the  site  of  the  in- 
fection and  consequently  is  released  slowly  to  the 
general  circulation  The  fixation  of  the  drug  in 
the  infected  area  is  even  more  effective  if  a 
tourniquet  (constricting  band)  is  applied  above  the 
point  of  injection  for  ten  minutes. 

The  method  was  tried  in  24  cases  of  severe  types 
of  infection,  with  emphasis  placed  on  infection 
occuring  in  arms  and  legs  as  a complication  of 
of  hardening  of  the  artries  with  or  without  diabetes. 
The  results  obtained  were  described  as  excellent. 
The  doctors  found  that  in  the  absence  of  pus 
formation  or  dead  tissue  a single  injection  usually 
is  sufficient  for  definate  improvement  or  cure. 
The  relief  of  pain  is  striking,  and  many  patients 
have  been  saved  from  major  amputation.  Also  in 
cases  where  amputation  was  necessary  the  stump 


could  be  sewed  together  successfully  even  in  the 
presence  of  infection. 

The  authors  state  that  their  experience  prompts 
them  “to  suggest  the  use  of  this  method  for  war 
wounds.  We  believe  that  many  lives  and  limbs 
could  be  saved  by  the  utilization  of  the  arterial 
route.” 

Reprinted  from  the  A.  M.  A.  News. 


THE  PRINCIPLES  OF  MEDICAL  ETHICS 
AND  RETURNING  MEDICAL  OFFICERS 

The  Principles  of  Medical  Ethics  of  the  American 
Medical  Association  contains  two  paragraphs  of 
particular  signifiances  at  this  time.  An  intelligent 
interpretation  of  these  paragraphs  should  guide 
every  physician  who  remained  in  private  practice 
during  the  war  period. 

A Colleagues’  Patient. 

Section  7.  When  a physician  is  requested  by 
a colleague  to  care  for  a patient  during  his  tem- 
porary absence,  or  when,  because  of  an  emergency, 
he  is  asked  to  see  a patient  of  a colleague,  the 
physician  should  treat  the  patient  in  the  same 
manner  and  with  the  same  delicacy  as  he  would 
have  one  of  his  own  patients  cared  for  under 
similar  circumstances.  The  patient  should  be  re- 
turned to  the  care  of  the  attending  physician  as 
soon  as  possible. 

Relinquishing  Patient  to  Regular  Attendant. 

Section  8.  When  a physician  is  called  to  the 
patient  of  another  physician  during  the  enforced 
absence  of  that  physician,  the  patient  should  be 
relinquished  on  the  return  of  the  latter. 


ANNUAL  MEETINGS 
The  American  College  of  Physicians  will 
resume  its  Annual  Meetings  in  1946  and  has 
now  definitely  chosen  Philadelphia,  May  13-17, 
inclusive.  Headquarters  will  be  at  the  Philadel- 
phia Municipal  Auditorium,  34th  Street  below 
Spruce. 

The  Meeting  will  he  conducted  under  the 
Presidency  of  Dr.  Ernest  E.  Irons,  Chicago, 
Illinois,  and  the  General  Chairmanship  of  Dr. 
George  Morris  Piersol,  Philadelphia,  Pennsyl- 
vania. 


ANNUAL  CONTEST 

The  American  Association  of  Obstetricians, 
Gynecologists  and  Abdominal  Surgeons  Foun- 
dation announces  that  the  annual  prize  contest 
will  be  conducted  again  this  year. 

For  information  address — 

Dr.  James  R.  Bloss,  Secretary 
418  Eleventh  Street 
Huntington  1,  West  Va. 
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PHOENIX,  ARIZONA 
MAY  1-2-3,  1946 

WESTWARD  HO  HOTEL— HEADQUARTERS 


£1140/21 

The  Faculty  of  the  Baylor  University  College  of  Medicine  will  present 
a complete  Scientific  Program;  speakers  and  topics  will  be  released  in  the 
near  future. 

THURSDAY  AFTERNOON,  MAY  2nd 
FRIDAY  FORENOON  AND  AFTERNOON,  MAY  3rd 
Scientific  Round  Table  Luncheons — FRIDAY 


Banquet  and  Dinner-Dance,  Hotel  Westward  Ho 
THURSDAY  NIGHT,  8:30  P.M.,  MAY  2nd 
Golf— SATURDAY,  MAY  4th 


COUNCIL— THURSDAY,  MAY  2nd,  9:30  A M. 
HOUSE  OF  DELEGATES— FRIDAY,  MAY  3rd,  7:30  P.M. 
Additional  Called  Sessions  for  Both  Bodies 
The  Chest  Physicians  Will  Convene  on  MAY  1st 

• 


MAKE  YOUR  HOTEL  RESERVATIONS  NOW 
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President  i Heitage 

WELCOME  HOME,  VETERAN  PHYSICIANS! 

It  is  a pleasure,  indeed,  to  welcome  back  to  practice  those  members  of 
our  Association  who  have  spent  the  last  four  or  five  years  in  the  various 
branches  of  the  armed  services.  Small  communities,  as  well  as  the  larger 
ones,  are  welcoming  the  return  of  their  home-town  physicians  who  have  been 
in  service — some  since  1940.  The  secretary’s  office  has  sent  out  cards  to  those 
known  to  have  returned,  the  list  being  printed  below.  If  your  name  is  not 
included,  please  notify  the  Association  office  at  once  of  your  return.  By  coun- 
ties, members  returned  from  the  ermed  services  are: 


COCHISE:  Drs.: — C.  C.  Piepergerdes 
and  Joseph  Saba  of  Bisbee;  Dr. 
Arthur  G.  Nugent  of  Douglas. 

COCONINO:  Drs. — C.  C.  Creighton  and 

D.  W.  Kittredge,  Jr.  of  Flagstaff. 

GILA:  Dr.  John  C.  Aarni  of  Hayden. 

GRAHAM:  Dr.  F.  W.  Knight  of  Safford. 

GREENLEE:  Dr.  Karl  Fife  of  Duncan, 
re-locating  at  Lordsburg,  New  Mex- 
ico. 

MARICOPA:  Drs. — Joseph  Bank.  Clyde 
J.  Barker,  Jr.,  Thos.  H.  Bate,  O.  L. 
Bendheim,  Preston  T.  Brown,  Chas. 

E.  Borah,  D.  J.  Condon,  Carlos  C. 
Craig,  Angus  J.  DePinto,  Palmer 
Dysart,  A.  J.  Fillmore,  Joseph  M. 
Greer,  R.  S.  Haines,  Norman  D. 
Hall,  Benjamin  Herzberg,  Z.  A. 
Hurianek,  R.  W.  Hussong,  V.  J.  Jef- 
fery, H.  D.  Ketcherside,  Leslie  R. 
Kober,  Joseph  S.  Lentz,  M.  W.  Mer- 
rill, E.  Payne  Palmer,  Jr.,  Paul  V. 
Palmer,  Donald  A.  Poison,  H.  M. 
Purcell,  Philip  E.  Rice,  Reed  Shupe. 
Leslie  B.  Smith,  Robt.  M.  Stump, 
Chas.  W Suit,  Jr.,  Lloyd  K.  Swasey, 


Kent  H.  Thayer,  Geo.  C.  Truman, 
Chas.  E.  VanEpps,  C.  B.  Warren- 
burg,  Henry  G Williams,  O.  O.  Wil- 
liams. M.  W.  Westervelt,  Thos.  W. 
Woodman. 

PIMA:  Drs.: — H.  H.  Brainard,  H.  D. 
Cogswell,  Max  Costin,  Clyde  E. 
Flood,  J.  Donald  Francis,  R.  E. 
Hastings,  R.  A.  Hicks,  W.  Paul  Hol- 
brook, Harold  W.  Kohl,  J.  B.  Little- 
field. Meyer  M.  Mandel,  John  S. 
Mikell,  M.  R.  Palmer,  Chas.  N.  Sar- 
lin,  Wm.  G.  Shultz,  B.  P.  Storts, 
Harry  E.  Thompson,  Hugh  C. 
Thompson,  Jr.,  Wm.  G.  Ure. 

PINAL:  Drs.:— J.  T.  O’Neil,  B.  L.  Stew- 
ard, W.  P.  Tucker. 

YAVAPAI:  Drs.: — E.  A.  Born,  E.  B.  Jol- 
ley, Jos.  P.  McNally,  Harry  T. 
Southworth,  C.  E.  Yount,  Jr. 

YUMA:  Drs. — -John  F.  Stanley. 

IN  MEMORIAM : Drs.:— Lyle  Condell  of 
Safford  and  Manning  Gunter  of 
Globe. 

Dr.  Arthur  Wilkinson  of  Phoenix, 
Arizona  born,  not  yet  in  private 
practice,  also  gave  his  life  to  his 
country  early  in  the  war. 
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THE  CONSTIPATION  OF  PREGNANCY 


The  constipation 
frequently  encountered 
during  pregnancy, 
due  to  pressure  of  the 
fetus  on  the  pelvic 
bowel,  lack  of 
exercise,  and  restricted 
diet,  is  alleviated  by 
Metamucil. 

The  Smoothage  of  Metamucil  M[TAMUCll ^ 

trademark  of  G.  D.  Sear/e 

encourages  easy,  gentle  evacuation.  It  & Co.,  Chicago  so,  Illinois 

does  not  interfere  with  the 
absorption  of  vitamins  or  other  food  factors. 

"Smoothage"  describes  the  gentle,  nonirritating 
action  of  Metamucil — the  highly  refined  mucilloid  of  a seed  of  the  psyllium  group, 
Plantago  ovata  (50%),  combined  with  dextrose  (50%). 

R IL 

RESEARCH  IN  THE  SERVICE  OF  MEDICINE 
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DELEGATES  IN  DYNAMIC  MEETING 

Leaving  Chicago  last  month,  many  a physi- 
cian carried  with  him  the  impression  that  lie 
had  attended  one  of  ttie  most  vital,  construc- 
tive meetings  ever  held  by  the  House  of  Dele- 
gates. Getting  right  to  the  point,  the  House 
had  formulated  and  approved  new  policies 
which  marked  a vast  forward  step  for  organ- 
ized medicine. 

The  most  important  and  far-reaching  action 
was  the  unanimous  adoption  of  a proposal  to 
create  a national  medical  plan  designed  to 
provide  voluntary  sickness  insurance  for  all 
Americans  at  a cost  within  their  means. 

(Se e Report  of  Arizona  Delegate,  Dr.  Jesse 
D.  Ham'r,  in  next  issue  of  Arizona  Medicine.) 


Stall  Aieetincf* 

MARICOPA  COUNTY  MEDICAL  SOCIETY 
October  1,  1945 
Toxemias  of  Pregnancy 

1.  Obstretrical  Aspects — Dr.  L.  Clark 
McVay. 

2.  Medical  Aspects — Dr.  Ben  P.  Frissell. 

3.  Urological  Aspects — Dr.  M.  L.  Day. 

November  5,  1945 

1.  Disseminated  Lupus  Erythematosus — Dr. 
Louis  G.  Jekel. 

2.  Medical  Service  Plans — Mrs  Kitty  Cole- 
man. 

ST.  JOSEPH’S  HOSPITAL.  PHOENIX 
October  5,  1945 

1.  Case  of  Ruptured  Spleen — Dr.  K.  S. 
Harris. 

2.  Case  of  Osteomyelitis  of  the  Spine — Dr. 
M.  W.  Merrill. 

3.  Case  of  Spinal  Cord  Tumor — Dr.  E. 
Wade. 

November  8,  1945 

1.  Perforated  Meckel’s  Diverticulum — Dr. 
K.  S.  Harris. 

2.  Case  of  Sickle  Cell  Anemia — Dr.  Ian 
Stevenson. 

3.  Septicemia— Dr.  R.  T.  Phillips. 

December  7,  1945 

1.  Case  of  Mesenteric  Hernia — Dr.  M.  Cohen. 


2.  Case  of  Diaphragmatic  Hernia — Dr.  J. 
Wepfer. 

3.  Basal  Cell  Carcinoma  in  an  18-year-old 
girl-  Dr.  L.  Jekel. 

GOOD  SAMARITAN  HOSPITAL. 
PHOENIX 
August  27,  1945 

1.  Report  of  Two  Cases  of  Uremia  resulting 
in  death — Dr.  J.  D.  Hamer. 

November  26,  1945 

1.  Neurological  Complications  of  Serum 
Sickness — Dr.  J.  D.  Hamer. 

ST.  MARY'S  HOSPITAL 
STAFF  CONFERENCE 
October  16,  1945 

1.  Interesting  Diagnostic  problem  with  high 
eosinophil  count — Dr.  R.  A.  Wilson,  Dr. 
S.  J.  Grauman. 

2.  Resume  of  several  cases  of  high  eosinophil 
counts — Dr.  Robert  Weber. 

November  20,  1945 

1.  Dysgerminoma  of  the  ovary — Dr.  M. 
Semoff. 

2.  Thecal  Cell  Tumor  of  ovary— Dr.  R.  W 
Rudolph. 

3.  Arrhenoblastoma  of  the  ovary — Dr.  IT. 
C.  James. 

December  18,  1945 

1.  Relief  of  Ulcer  Pain  by  Removal  of 
Fractured  Xiphoid — Dr.  H.  Kosanke. 

2.  Operative  Management  of  Fractured 
Hips,  one  with  saddle  thrombosis — Dr.  G.  Dixon. 


PIMA  COUNTY  MEDICAL  SOCIETY 
November  10,  1945 
SYMPOSIUM 

“THE  PRACTICAL  USE  OF  PENICILLIN” 

1.  Nose  and  Throat — Dr.  E.  II.  Brown. 

2.  Diseases  of  Chest — Dr.  E.  J.  Nagoda. 

3.  Subacute  Bacterial  Endocarditis — Dr.  C. 
S.  Kibler. 

4.  Meningitis — Dr.  C.  M.  Witzberger. 

5.  Venereal  Disease — Dr.  Boils  Zemsky. 

6.  Pelvic  Diseases — Dr.  H.  C.  James. 

7.  Abdominal  Surgery — Dr.  R.  W.  Rudolph. 
8%  Infection  of  Bones — Dr.  J.  B.  Littlefield. 

December  8,  1945 

1.  Urological  Problems  Encountered  in  the 
Air  Force — Dr.  W.  G.  Shultz. 

2.  Coeliac  Syndrome — Dr.  Vivian  Tappan. 
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The  tamper-proof  metal  seal  is  an  impor- 
tant guardian  of  the  contents  of  every 
Vacoliter.  Intact,  it  proves  that  your  Vaco- 
liter  of  Baxter  Solution  has  not  been  opened 
previously.  The  metal  name  disc  is  a con- 
venient, sure  identification  of  the  solution 
prescribed. 

Such  safeguards,  and  Baxters  simple, 
convenient  technique,  contribute  to  a 
trouble-free  parenteral  program.  No 
other  method  is  used  by  so  many  hospitals. 


Tamper-Proof  Seal 
and  Identification  Disc 


B>  n Baxter,  Jnc. 

RESEARCH  AND  PRODUCTION  LABORATORIES 


DISTRIBUTORS. 


Bischoff's Oakland 

The  Denver  Fire  Clay  Co.  . Denver-Salt  Lake  City-El  Paso 

Great  Falls  Drug  Co Great  Falls 

McKesson  & Robbins Billings 

Missoula  Drug  Company Missoula 


Ohio  Chemical  Sc  Manufacturing  Co San  Francisco 

Shaw  Supply  Co.,  Inc Tacoma-Sealtle 

Shaw  Surgical  Co Portland 

Southwestern  Surgical  Supply  Co Phoenix 

Spokane  Surgical  Supply  Company Spokane 
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Woman  i ^Auxiliary 

STATE  AUXILIARY  OFFICERS  AND 
COMMITTEE  CHAIRMEN 

OFFICERS  1945-46 

PRESIDENT  Mrs.  Paul  Henry  Case,  Phoenix 

Route  2 Box  216  C 

PRESIDENT-ELECT  . Mrs.  Hervey  Faris,  Tucson 

30  Palomar  Dr. 

FIRST  VICE-PRESIDENT  Mrs.  Royal  Rudolph,  Tucson 

El  Encanto  Estates 

SECOND  VICE-PRESIDENT..  Mrs  Joy  A Omer,  Tucson 

2648  East  7th  Street 

RECORDING  SECRETARY  . Mrs  James  R.  Moore,  Phoenix 
305  West  Granada  Rd. 

CORRESPONDING  SECRETARY  Mrs.  Louis  G.  Jekel,  Phoenix 
Route  2 Box  216  D 

TREASURER  Mrs.  E Henry  Running,  Phoenix 


321  West  Palm  Lane 

DIRECTORS:  Mrs.  Harlan  P.  Mills Phoenix 

121  West  Granada  Road 

Mrs.  Edward  M.  Hayden..  Tucson 

314  Country  Club  Drive 

Mrs.  James  H.  Allen.. Prescott 

829  Crest  Ave. 


Cancer  Project.  Mrs.  Raymond  F.  Oyler.  Tucson 

El  Encanto  Apt.  No.  54 

Legislation.  -Mrs.  C.  E.  Patterson,  Tucson 

3 Paseo  Redondo 

Public  Relations Mrs.  George  L.  Dixon,  Tucson 

2716  East  Fourth  Street 

Publicity..  . Mrs.  T.  A.  Hartgraves,  Phoenix 

54  West  Holly 

Bulletin  Mrs.  L.  Clark  McVay.  Phoenix 

1106  West  Portland 

Hygeia. Mrs.  Ludwig  Lindberg,  Tucson 

1916  E.  5th  Street 

Historian Mrs.  George  B.  Irvine,  Tempe 

1100  Mill  Ave. 

War  Service  Mrs.  Dudley  Fournier  Phoenix 

1619  Palmcroft.  Drive 

ADVISORY  BOARD:  Dr,  G.  Robert  Barfoot 

Dr.  W.  Claude  Davis 
Dr.  Florence  Yount 

IIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIMIIIIMIIIIIIIIIIIIIIIIIIIMIIIIIIIIIIMIIIIMIHII 

NEWS  ARTICLE 

Meinb'rs  At  Lare/e  of  the  Woman’s  Auxiliary 
to  the  Arizona  State  Medical  Association 
Sponsor  the  Cancer  Project  in  Their  Own 
Localities 

Mrs.  C.  W.  Seclirist  of  Flagstaff 
Mrs.  ( R.  Swackhamer  of  Superior 
Mrs.  Cyril  Cron  of  Miami 
Mrs.  Nelson  1).  Bray  ton  of  Miami 
If  there  are  any  of  the  physician ’s  wives 
who  would  wish  to  work  on  this  project,  they 
are  cordially  invited  to  do  so,  as  this  is  a state 
project  of  the  Woman’s  Auxiliary. 

State  Chairman,  Cancer  Committee — 

Mrs.  Benjamin  Ilerzberg,  Phoenix 
Cancer  Committee  Chairman 

Maricopa  County — Mrs.  Lee  Foster,  Phoenix 
Yavapai  County — Mrs.  James  A.  Allen, 
Prescott 

Pima  County — Mrs.  Raymond  F.  Oyler, 
Tucson 

Advisory  Board — 

Mrs.  J.  Madison  Greer,  Phoenix. 


Medicine 


directory 

ARIZONA  STATE  MEDICAL  ASSOCIATION 

Organized  1892 

423  HEARD  BUILDING,  PHOENIX,  ARIZONA 


OFFICERS  AND  COUNCIL 

Charles  P.  Austin,  M.  D.  (1949  . Morenci 

President 

George  O.  Bassett,  M.  D.  (1950) Prescott 

President-Elect 

John  W.  Pennington,  M.  D.  (1946  ....  Phoenix 

Vice-President 

Frank  J.  Milloy,  M.  D.  (1946) ....  Phoenix 

Secretary 

C.  E.  Yount.  M.  D.  (1946) Prescott 

Treasurer 

F.  W.  Butler,  M.  D.  (1946)...... Safford 

Speaker  of  the  House 

Jesse  D.  Hamer,  M.  D.  (1946) Phoenix 

Delegate  to  A.  M.  A. 

D.  F.  Harbridge,  M.  D.  (1945) Phoenix 

Chairman,  Medical  Defense 
District  Councilors 

Robert  S.  Flinn,  M.  D.  (1947) Phoenix 

Central  District 

A.  C.  Carlson,  M.  D.  (1946) Jerome 

Northern  District 

Hal  W.  Rice,  M.  D.  (1948) Bisbee 

Southern  District 
Councilors-at-Large 

Dan  L.  Mahoney,  M.  D.  (1948) Tucson 

O.  E.  Utzinger,  M.  D.  (1947). ...  Hay 

E.  Payne  Palmer,  M.  D.  (1946) Phoenix 


COMMITTEES” 

Scientific 

Cancer  Control  -A.  L.  Lindberg  (1947),  Tucson;  E Payne 
Palmer  (1945),  Phoenix;  M.  G.  Wright  (1945),  Winslow, 

and  J.  N.  Stratton  (1946),  Safford. 

History  and  Obituaries — Hal  W.  Rice,  Historian,  Bisbee;  Don- 
ald F.  Hill.  Tucson,  Frank  J.  Milloy,  Phoenix. 

Industrial  Health — John  D.  Hamer  (1947),  Tiger;  Chas.  B 
Huestis  (1946),  Hayden;  E.  M.  Hayden  (1945),  Tucson. 
Maternal  and  Child  Health — L.  C.  McVay  (1947),  Phoenix; 
Howard  C.  James  (1945 , , Tucson;  W.  P.  Sherrill  (1946), 
Phoenix. 

Orthopedics — Geo.  L.  Dixon  (1947),  Tucson;  E.  W.  Adamson 
(1946),  Douglas;  James  Lytton-Smith  (1945),  Phoenix. 
Scientific  Assembly — Charles  P.  Austin  President-elect  and 

Chairman  (1945),  Morenci;  Carl  H Gans  (1947),  Bisbee; 
G.  F.  Manning  (1946),  Flagstaff;  R.  W.  Rudolph,  Host 
Society  (1945),  Tucson;  Frank  J Milloy  (1945),  Phoenix. 
Scientific  Education  and  Postgraduate  Activities — A.  H.  Dys- 
terheft  (1946),  McNary;  A.  I.  Podolsky  (1947  , Yuma; 

Florence  B.  Yount  (1945),  Prescott;  Chas.  S.  Kibler  (1945) 
Tucson. 

Syphilis  and  Social  Diseases — L.  H.  Howard  (1947),  Tucson; 

L.  G Jekel  (1946),  Phoenix;  George  O.  Bassett,  (1945), 
Prescott. 

Tuberculosis  Control — James  H.  Allen  (1947),  Prescott;  Samuel 
H Watson  (1946),  Tucson;  E.  W.  Phillips  (1945),  Phoenix. 
Non-Scientific 

Auxiliary  Advisory — Geo  R.  Barfoot  (1947),  Phoenix;  W 

Claude  Davis  (1946),  Tucson;  Florence  B.  Yount  (1945 ), 
Prescott. 

Editing  and  Publishing — Jesse  D.  Hamer  (1945 1,  Chairman, 

Phoenix;  A.  L.  Lindberg  (1946),  Tucson;  Walter  Brazie 
(1947  , Kingman. 

Industrial  Relations — Meade  Clyne,  Tucson;  James  Lytton- 
Smith,  Phoenix;  A.  C.  Carlson.  Jerome;  O.  E.  Utzinger, 
Ray;  John  W.  Pennington,  Phoenix;  C.  E.  Yount,  Prescott; 
Frank  J.  Milloy,  Secretary  to  Committee. 

Medical  Defense — D.  F Harbridge,  Chairman  (1945),  Phoenix; 
A.  C.  Carlson  (1946),  Jerome;  John  W.  Pennington  (1947), 
Phoenix. 

Medical  Economics — C.  E.  Patterson  (1946),  Tucson;  Meade 
Clyne  (1945:,  Tucson;  Robert  S.  Flinn  (1947),  Phoenix. 
Public  Health  Education — H.  L McMartin  (1947),  Phoenix; 
J S.  Gonzalez  ] 1 9 4 6 > . Nogales;  Paul  H.  Case  (1Q45),  Phoe- 
nix; Geo.  O.  Bassett  (1945),  Prescott. 

Public  Policy  and  Legislation — Charles  A.  Thomas  (1947),  Tuc- 
son: Walter  Brazie  (1946),  Kingman;  Jesse  D.  Hamer 

(1945),  Phoenix. 

State  Health  Relations — Louis  G.  Jekel,  (1947)  Phoenix;  E 
Henry  Running  (1946  , Phoenix:  Donald  F.  Hill  (1945). 

Tucson. 

* Terms  expiring  in  1945  will  hold  until  1946 
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Cascara 

Petrogalar 

REG.  U.  S.  PAT.  OFF. 


A.  USEFUL  LAXATIVE  — Cascara  Petrogalar  com- 
bines the  mild  stimulating  action  of  cascara  with 
the  softening  effect  of  homogenized  mineral  oil. 
Prompt,  easy  evacuation  of  soft,  formed  stools  is 
assured  without  undue  strain  or  discomfort.  Es- 
pecially useful  in  treating  stubborn  cases  and  in 
elderly  persons,  its  pleasant,  dependable  action 
helps  to  restore  "habit  time”  of  bowel  movement. 
CASCARA  PETROGALAR  — an  aqueous  suspension 
of  Mineral  Cil,  65%,  with  aqueous  extract  of 
Cascara  Sagrada,  13.2%. 
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MEDICO-LEGAL  SECTION 

IN  THE  SUPREME  COURT  OF  THE 
STATE  OF  ARIZONA 

Does  Permanent  disability  exist  after  t lie  loss 
of  the  tip  of  a Phalanx? 

The  Industrial  Commission,  after  a hearing 
as  provided  by  law  (Article  9,  Chapter  56,  A. 
C.  A.  1939),  made  its  award  in  favor  of  claim- 
ant Alex  Tapia  and  against  Tovrea  Packing 
Company,  a corporation,  his  employer,  and  the 
latter,  being  dissatisfied  therewith,  has  brought 
the  matter  here  for  review  by  writ  of  certiorari. 

The  facts  in  this  case,  briefly  summarized, 
are  as  follows:  The  applicant,  Alex  Tapia,  was 
employed  by  Tovrea  Packing  Company  at  its 
plant  on  East  Van  Buren  Street,  Phoenix, 
Arizona.  On  January  18,  1915,  applicant  sus- 
tained an  injury  by  accident  arising  out  of  and 
in  the  course  of  his  employment  while  grinding 
hamburger.  The  injury  was  to  applicant’s  left 
thumb  and  resulted  in  the  amputation  of  the 
tip  or  approximately  one-fifth  of  the  distal 
phalange,  approximately  one-third  of  the  nail. 


and  the  cushion  on  the  end  of  the  thumb.  The 
operation  on  the  finger  consisted  of  trimming 
off  the  bone  and  smoothing  it  down  so  that 
portions  of  the  flesh  could  be  pulled  together 
and  sutured  to  form  a cushion  at  the  end. 
applicant  returned  to  work  on  Feburary  27, 
1945,  there  being  no  loss  or  function  of  the 
thumb.  Thereafter,  the  Industrial  Commission 
made  its  findings  and  award  for  a scheduled 
permanent  disability,  granting  to  applicant  com- 
pensation for  temporary  disability  and  addition- 
al compensation  for  permanent  partial  dis- 
ability, the  latter  being  based  upon  finding  by 
the  Commission  that  the  injury  caused  a per- 
manent partial  disability,  which  is  scheduled 
under  Subsection  (b)  of  Section  56-957,  A.  C. 
A.  1939.  The  employer  filed  its  petition  and 
application  for  rehearing  on  the  ground  that 
there  was  no  evidence  to  support  the  finding 
of  a scheduled  permanent  partial  disability. 
The  findings  and  award  and  decision  upon  re- 
hearing affirmed  the  original  findings  and 
award. 

Finding  No.  4 on  the  rehearing  reads  as 
follows : 


Pathological  Laboratory 

507  Professional  Building  Phoenix,  Arizona 

X-RAY  and  RADIUM  THERAPY 
DIAGNOSTIC  X-RAY 
CLINICAL  PATHOLOGY 

W.  Warner  Watkins,  M.  D.,  Director 
R.  Lee  Foster,  M.  D.,  Radiologist 
Thomas  T.  Frost,  M.  D.  Pathologist 
Douglas  D.  Gain,  M.  D. 


HOURS  9:00  to  5:00 

SATURDAY  AFTERNOONS  AND  SUNDAYS  EXCEPTED 
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"That  .said  injury  also  caused  a permanent 
partial  disability  which  is  scheduled  under 
the  provisions  of  Paragraphs  1 and  6,  Sub- 
section (b),  Section  56-957,  Arizona  Code, 
1939,  and  said  permanent  partial  disability 
is  equal  to  50%  loss  by  amputation  of  the 
left  thumb  and  entitles  said  applicant  to  com- 
pensation therefor  in  the  sum  of  $93.16  for  a 
period  of  (TV2)  seven  and  one-half  months.” 

The  respondent  assigns  this  finding  as  error 
for  the  reason  that  said  finding  is  not  support- 
ed by,  but  contrary  to,  the  evidence  in  that 
according  to  the  evidence  applicant  did  not  lose 
the  distal  phalange  of  his  thumb.  In  support 
of  this  assignment  of  error,  respondent  offers 
the  following  proposition  of  law: 

"The  loss  of  less  than  substantially  all  of 
the  distal,  or  second,  phalange  of  the  thumb 
does  not  constitute  a scheduled  permanent 
partial  disability  under  the  provisions  of 
Paragraphs  1 and  6,  Subsection  (b),  Section 
56-957,  Arizona  Code  Annotated,  1939.” 

The  question  for  determination  is  based  upon 
the  construction  to  be  placed  on  the  provisions 
of  paragraphs  1 and  6,  Subsection  (b),  Section 
56-957,  A.  C.  A.  1939,  as  applied  to  the  injury 
sustained  by  applicant.  Those  paragraphs  were 


relied  on  and  cited  by  the  Commission  in  its 
findings  as  the  basis  for  making  the  award  for 
permanent  partial  disability.  The  pertinent 
portions  of  Section  56-957  are  as  follows. 

“ (b)  Disability  shall  be  deemed  per- 
manent partial  disability  if  caused  by  any 
of  the  following  specific  injuries,  and  com- 
pensation of  fifty-five  (55)  per  cent  of  the 
average  monthly  wage  of  the  injured  em- 
ployee, in  addition  to  the  compensation  for 
temporary  total  disability,  shall  be  paid  for 
the  period  given  in  the  following  schedule: 

”1.  For  the  loss  of  thumb,  fifteen  (15) 
months.  ’ ’ 

* ^ * 

”6.  The  loss  of  a distal  or  second  phalange 
of  the  thumb  or  the  distal  or  third  phalange 
of  the  first,  second,  third  or  fourth  finger, 
shall  be  considered  epual  to  the  loss  of  one- 
half  of  such  thumb  or  finger,  and  com- 
pensation shall  be  one-lialf  of  the  amount 
specified  for  the  loss  of  the  entire  thumb  or 
finger.  ’ ’ 

The  evidence  in  this  case  shows  that  only  the 
tip  or  approximately  one-fifth  of  the 
distal  phalange  of  the  left  thumb  of  applicant 
was  removed.  It  is  the  contention  of  the  pet- 
itioner that  the  provisions  of  the  statute  above 


Clinicians  agree  that  Schieffelin  BENZE- 
STROL  is  a significant  contribution  to  ther- 
apy in  that  it  is  both  estrogenieally  effective 
and  singularly  well  tolerated,  whether  ad- 
ministered orally  or  parenterally. 

“In  our  hands  it  has  proved  to  be  an  effective 
estrogen  when  administered  either  orally  or 
parenterally  and  much  less  toxic  than  diethylstil- 
bestrol  at  the  therapeutic  levels' ’ (Talisman, 
M.  R.— Am.  Jour.  Obstet.  & Gynec.  46,  534,  1943) 

“During  the  last  tuo  years  I have  used  the  new 
synthetic  estrogen  Benzestrol  in  patients  in  whom 
estrogenic  therapy  was  indicated.  The  results 
have  been  uniformly  satisfactory”.  (Jaeger,  t\.  S. 
Journal  Iridiana  Stale  Med.  Assn.  37,  117,-1944) 


Schieffelin  BENZESTROL  is  indicated  in  all 
conditions  for  which  estrogen  therapy  is  or- 
dinarily recommended  and  is -available  in 
tablets  of  0.5,  1.0,  2.0  and  5.0  mg.;  in  solution 
in  10  cc.  vials,  5 mg.  per  cc\;  and  vaginal 
tablets  of  0.5  mg.  strength. 

Literature  and  Sample  on  Request 

Schieffelin  & Co. 

Pharmaceutical  and  Research  Laboratories 

20  COOPER  SQUARE  • NEW  YORK  3,  N.Y. 
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quoted  do  not  authorize  the  finding  made  by 
the  Commission  that  the  amount  of  applicant’s 
thumb  which  was  cut  off  was  equal  to  fifty 
percent  loss  by  amputation. 

The  Commission  in  its  findings  and  award 
interprets  that  statute  to  mean  that  the  loss  of 
any  part  of  the  distal  phalange  constitutes  the 
loss  of  the  whole. 

An  analysis  of  the  statutes  of  other  states 
discloses  that  the  same  or  similar  provisions  are 
contained  in  those  statutes,  and  have  been  con- 
strued by  the  courts  of  New  York,  Michigan, 
Maine,  Kansas,  and  Pennsylvania.  The  con- 
struction placed  on  these  statutes  by  these  courts 
is  not  only  helpful  but  we  believe  determinative 
of  the  position  we  should  adopt. 

Section  15  of  the  Compensation  Law  of  the 
State  of  New  York  provides  that  the  ‘‘loss  of 
the  first  phalange  of  the  thumb  or  finger  shall 
be  considered  to  be  equal  to  the  loss  of  one- 
half  of  such  thumb  or  finger  * * *." 

In  the  case  of  In  Re  Petrie,  215  N.  Y.  335, 
109  N.  E.  549,  The  New  York  statute  was  con- 
strued for  the  first  time.  The  Industrial  Com- 
mission found  that  the  claimant’s  injury  re- 
sulted in  “amputation  of  the  third  finger  of 


the  right  hand  near  the  first  joint”  and  that 
“in  the  amputation  of  the  third  finger  about 
one-third  of  the  bone  of  the  distal  phalange 
was  cut  off”  and  on  these  findings  an  award 
was  made  for  the  loss  of  the  entire  phalange 
of  the  finger.  On  appeal  the  court  held: 

* * we  think  we  should  hold  that  the  pro- 
visions of  the  statute  providing  compensation 
for  the  loss  of  certain  portion  of  the  finger 
become  operative  and  applicable  when  it 
appears  that  substantially  all  of  the  portion 
of  the  finger  so  designated  has  been  lost, 

* # # ’ y 

Since  the  Petrie  case  was  decided,  the  courts 
of  New  York  have  followed  the  last-quoted 
portion  of  that  case  as  being  the  rule  of  con- 
struction for  their  statute,  and  have  consistently 
held  that  the  provision  for  compensation  for 
t lie  loss  of  a certain  phalange  does  not  become 
operative  unless  that  substantially  all  of  the 
phalange  so  designated  has  been  lost.  See 
Ehman  v.  F.  A.  Koch  & Co.,  Inc.,  et  al.,  205 
N Y.  S.  698;  Forbes  v.  Evening  Mail,  et  al.,  185 
N.  Y.  S.  592.  Tetro  v.  Superior  Printing  & Box 
Co.,  172  N.  Y.  S.  722;  Ide  v.  Faul  & Timmins, 
166  N.  Y.  S.  858;  Thompson  v.  Sherwood  Shoe 
Co.,  164  N.  Y.  S.  869;  Geiger  v.  Gotham  Can 
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"The  Last  Thousandth " 
Builds  Our  Reputation 
and  Yours 


The  difference  between  a 
lens  that  performs  just  as  your 
prescription  calls  for  and  one 
which  imposes  needless  strain 
on  the  patient’s  eye  is  a matter 
of  the  most  minute  quantities. 
Top-quality  products,  precise  shop  equipment  and  expert  workmanship 
alone  can  provide  necessary  accuracy.  We  ask  only  the  opportunity  to 
show  you  how  well  we  can  fill  your  requirements. 

RIGGS  OPTICAL  COMPANY 

distributors  of  BAUSCH  & LOMB  products 
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...remove  the  mask  of  nasal  congestion! 


congested  nasal  passages  in  conditions  such  as  coryza  and 
allergic  rhinitis.  Privine  has  notable  advantages  which  you 
and  your  patients  will  appreciate: 


• Dramatic  promptness  of  action. 

• Prolonged  vasoconstriction. 

• Non-interference  with  ciliary  activity. 

• Absence  of  irritation. 


Privine,  accepted  by  the  A.M.A.  Council  on  Pharmacy  and 
Chemistry,  is  offered  in  two  concentrations:  0.1  per  cent, 
recommended  for  adults  only;  0.05  per  cent  for  children,  also 
found  effective  in  many  adult  cases.  Your  pharmacy  can 
supply  Privine  in  bottles  of  1 oz.  and  16  ozs. 

PRIVINE  Trade  Mark  Reg.  U.  S.  Pat.  Off.  and  in  Canada 

CIBA  PHARMACEUTICAL  PRODUCTS,  INC. 

Summit,  New  Jersey 

In  Canada;  CIBA  COMPANY  LIMITED,  MONTREAL 


60 


Arizona  Medicine; 


January,  1946 


DIAL  TEST  INDICATOR 
measuring  by  half-thousandths  of 
an  inch  . . . used  for  testing  cam- 
shafts and  crankshafts  for  out • 
of-roundness. 


WHEN  IT’S 


Precision 


YOU  REQUIRE  . . . 


FOR  the  treatment  of  pernicious  anemia, 
medical  science  has  found  a specific  in 
liver  therapy. 

But  like  the  highly  sensitive  dial  test  indi- 
cator which  measures  within  .0005  inch, 
liver  extract — to  give  precise  results — must 
be  manufactured  with  the  utmost  care. 

. . . And  nothing  less  than  precision  ivill 
meet  the  requirements  of  the  competent 
physician. 

For  these  requirements.  Purified  Solution 
of  Liver,  Smith-Dorsey,  deserves  your  con- 
fidence. 


Its  uniform  purity  and  potency  are  trace- 
able to  the  conditions  under  which  it  is 
produced  — to  the  capably  staffed  labora- 
tories, the  modern  facilities,  the  rigidly 
standardized  testing  procedure. 


You  may  be  assured  of  precision  in  liver 
therapy  when  you  use 


PURIFIED  SOLUTION 
OF 

Liver 


SMITH-DORSEY 


Supplied  in  the  following  dosage 
forms:  1 cc.  ampoules  and  10  cc.  and 
30  cc.  ampoule  vials,  each  contain- 
ing 10  U S.P.  Injectable  Units  per  cc. 


THE  SMITH-DORSEY  COMPANY 
Lincoln/  Nebraska 

Manufacturers  of  Pharmaceuticals  to  the 
Medical  Profession  Since  1908 


Co.,  163  N.  Y.  S.  678;  Mockler  v.  Hawkes,  158 
N.  Y.  S.  759. 

Section  10,  Part  2 of  the  Compensation  LaAv 
of  Michigan  provides: 

“*  # * the  loss  of  the  first  phalange  of  the 
thumb,  or  any  finger,  shall  be  considered  to 
be  equal  to  the  loss  of  one-half  of  such  thumb, 
or  finger,  # * 

In  the  case  of  Packer  v.  Olds  Motor  Works, 
et  al.,  195  Mich.,  497,  162  N.  W.  80,  the  em- 
ployee sustained  an  injury  which  resulted  in 
the  amputation  of  about  one-half  of  the  distal 
phalange  of  the  left  thumb  and  an  award  was 
made  for  the  loss  of  one-half  of  the  thumb.  On 
appeal  the  court  held : 

“The  statute  nowhere  provides  for  the  loss 
of  a part  of  a phalange  in  its  list  of  specified 
injuries  and  presumed  disability  arising  there- 
from. Except  as  to  enumerated  specific  in- 
juries, the  compensation  is  to  be  proportion- 
ate to  the  extent  of  the  impairment  of  the 
‘earning  capacity  in  the  employment  in  which 
lie  was  working  at  the  time  of  the  accident.’ 
Section  11,  pt.  2,  Compensation  Law.  It  is 
obvious  that  the  award  by  the  board  of  com- 
pensation for  33  weeks,  which  is  that  allowed 
by  the  statute  for  the  loss  of  an  entire 
phalange,  was  based  upon  its  determination 
that  claimant  had  lost  the  entire  use  of  said 
phalange.  Under  our  decisions,  this  award 
is  clearly  erroneous.  ’ ’ 

See  also  Fanning  v.  W.  E.  Wood  Co.,  et  al., 
255  Mich.  618,  238  N.  W.  627;  Van  Eps  v. 
Sligh  Furniture  Co.,  et  al.,  257  Mich.  112,  241 
N.  W.  182. 

Section  44-510  Gen.  St.  1935  of  Kansas  pro- 
vides “that  the  loss  of  the  first  phalange  of 
any  finger  # * *”  is  to  he  considered  equal  to 
the  loss  of  one-half  of  the  finger  or  thumb  and 
compensation  paid  accordingly.  In  the  case  of 
Decicco  v.  John  Morrell  & Co.,  152  Kan.  601, 
Pac.  (2nd)  1053,  the  commission  had  ruled  that 
as  a matter  of  law  where  any  portion  of  the 
hone  of  the  distal  phalange  was  amputated  it 
constituted  a loss  of  the  entire  distal  phalange 
within  the  meaning  of  the  above-noted  section 
of  the  Workmen’s  Compensation  Act.  The 
District  Court  to  which  an  appeal  was  taken 
held  that  a proper  construction  of  that  section 
was : 

“*  * * the  language  ‘the  loss  of  the  first 
phalange  of  # # # any  finger’  means  a sub- 
stantial loss  of  such  phalange,  and  that  a 
loss  of  3/16”  of  the  first  phalange  of  the 
index  finger,  with  the  nail  starting  to  return, 
is  not  a loss  of  the  first  phalange  entitling 
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ACCIDENT  - HOSPITAL  SICKNESS 


FOR  PHYSICIANS,  SURGEONS,  DENTISTS  EXCLUSIVELY 


$5,000.00  accidental  death  $8.00 

$25.00  weekly  indemnity,  accident  and  sickness  Quarterly 

$10,000.00  accidental  death  $16.00 

$50.00  weekly  indemnity , accident  and  sickness  Quarterly 

$15,000.00  accidental  death  $24.00 

$75.00  weekly  indemnity,  accident  and  sickness  Quarterly 

ALSO  HOSPITAL  EXPENSE  FOK  MEMBERS, 
WIVES  AND  CHILDREN 


86c  out  of  each  $1.00  gross  income 
used  for  members’  benefit 

$2,800,000.00  $13,000,000.00 

INVESTED  ASSETS  PAID  FOR  CLAIMS 

$200,000  deposited  with  State  of  Nebraska  for  protection  of  our  members. 

Disability  need  not  be  incurred  in  line  of  duty — benefits 
from  the  beginning  day  of  disability. 

PHSICIANS  CASUALTY  ASSOCIATION 
PHYSICANS  HEALTH  ASSOCATON 

43  years  under  the  same  management 
400  First  National  Bank  Building  Omaha  2,  Nebraska 


WAYLAND'S 

PRESCRIPTION  PHARMACY 

"PRESCRIPTION  SPECIALISTS” 

BIOLOGICAL  PRODUCTS  ALWAYS  READY 
FOR  INSTANT  DELIVERY 

PARKE* DAVIS  BIOLOGICAL  DEPOT 

MAIL  AND  LONG  DISTANCE  PHONE  ORDERS 
RECEIVE  IMMEDIATE  ATTENTION 

Professional  Bldg.  Phone  4-4171  Phoenix 


DORSEY-BURKE  DRUG  CO. 

PHOENIX’  QUALITY  DRUG  STORE 

RELIABLE  PRESCRIPTIONS 
FREE  DELIVERY 

Van  Buren  at  4th  St.  Phoenix 

Phone  4-561 1 


the  workman  to  compensation  for  loss  of  one- 
half  of  the  entire  finger.*  * *” 

The  Supreme  Court  of  Kansas,  after  dis- 
cussing the  evidence  held: 

# We  have  examined  all  of  the  cases 
cited  by  both  parties  as  well  as  others  found 
in  our  own  research.  The  interpretation 
placed  upon  the  act  by  the  district  court  is 
abundantly  supported  by  the  authorities.  Sec 
J.  840,  841,  and  particularly  cases 
cited  in  foot  notes  37  and  33;  * * *” 

Section  306  of  the  Workman’s  Compensation 
Act  of  Pennsylvania,  as  amended  by  the  Act  of 
1 939,  provides : 

the  loss  of  the  first  phalange  of  the 
thumb,  or  of  any  finger,  shall  be  considered 
equivalent  to  the  loss  of  one-half  of  such 
thumb  or  finger,  * * *” 

1 his  section  of  the  Act  was  under  considera- 
tion in  the  case  of  \ ince  v.  Allegheny  Pittsburgh 
Coal  Co.,  153  Pa.  Super.  333,  33  Atl.  (2d) 
788.  This  case  is  substantially  on  “all  fours!’ 
" *th  the  instant  case  insofar  as  the  statutory 
provisions  and  the  evidence  submitted  to  the 
commission  are  concerned.  The  findings  were 
that  approximately  one-half  of  the  distal 
phalange  of  the  left  thumb  of  the  employee  was 
amputated,  instead  of  approximately  one-fifth 
as  in  the  instant  case,  and  compensation  was 
awarded  for  the  loss  of  one-half  of  the  thumb. 
After  reviewing  the  statutory  provisions  of 
I ennsylvaiiia  and  of  New  York  and  various 
decisions  construing  such  provisions,  the  court 
held : 

A careful  study  of  this  record  and  the 
law  applicable  thereto  convinces  us  that  the 
evidence  does  not  support  the  findings  and 
conclusions  of  the  board,*  * *” 

The  foregoing  decisions  holding  that  com- 
pensation is  payable  if  substantially  all  of  a 
distal  phalange  is  lost  constitutes  a liberal  in- 
terpretation of  the  statute.  Such  holdings  are 
based  upon  the  proposition  that  where  the  loss 
is  of  substantially  all  of  the  distal  phalange, 
the  entire  phalange  is  lost  for  all  practical 
purposes.  We  approve  of  such  construction 
regardless  of  the  fact  that  it  is  “the  loss  of  a 
distal  or  second  phalange  * * *”  not  of  a part 
thereof  which  is  made  equivalent  to  the  loss  of 
one-half  of  the  finger.  Section  56-957  (b)  6, 
supra.  11  e hold  that  it  is  not  necessary  that 
every  portion  of  the  first  phalange  he  lost  to 
he  Compensable ; yet  we  do  hold  that  it  is 
necessary  to  show  that  substantially  all  of  the 
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The  active  ingredient  of  Koromex  Jelly  is 
phenylmercuric  acetate,  whose  remarkable 
contraceptive  efficiency  was  affirmed  in 
the  illuminating  report  by  Eastman  and  Scott 
(Human  Fertility  9:33  June  1944).  Their  clinical  and 
experimental  data  confirmed  the  earlier  findings 
of  Baker,  Ranson  and  Tynen  (Lancet  2:882 
October  15,  1938) . In  addition  to  its  excellent  spermicidal 
efficacy,  Koromex  Jelly  possesses  to  a high  degree  those 
other  qualities  which  are  physiologically  and 
aesthetically  so  important  to  patients  ...  For  these  reasons  you 
can  prescribe  Koromex  Jelly  with  confidence. 


Write  for  literature. 


551  Fifth  Avenue,  New  York  17,  N.  Y 
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has  been  demonstrated  by  more  than  twenty 
years  of  extensive  clinical  use.  For  professional 
convenience  Mercurochrome  is  supplied  in 
four  forms — Aqueous  Solution  in  Applicator 
Bottles  for  the  treatment  of  minor  wounds, 
Surgical  Solution  for  preoperative  skin  dis- 
infection, Tablets  and  Powder  from  which 
solutions  of  any  desired  concentration  may 
readily  be  prepared. 

(H.  W.  & D.  brand  of  merbromin,  dibromoxymercurifluorescein-sodium) 

is  economical  because  stock  solutions  may  be 
dispensed  quickly  and  at  low  cost.  Stock  solu- 
tions keep  indefinitely. 

Mercurochrome  is  antiseptic  and  relatively 
non-irritating  and  non-toxic  in 
wounds. 

Complete  literature  will  be  fur- 
nished on  request. 


HYNSON,  WESTCOTT 
& DUNNING,  INC. 

BALTIMORE,  MARYLAND 


first  phalange  has  been  lost.  We  are  content 
to  believe  that  such  a construction  of  the  section 
is  a liberal  one,  though  not  sand  on ed  by  the 
literal  wording  of  the  law.  To  go  further 
would  do  violence  to  the  plain  language  of  the 
statute.  The  statute  is  always  subject  to  amend- 
ment by  the  legislature.  In  the  exercise  of  a 
sound  judicial  discretion  it  is  important  that 
l he  law  be  not  amended  by  judicial  construction. 

Council  for  respondents  have  cited  us  to 
several  cases  which  they  suggest  are  authority 
for  the  position  taken  by  the  Commission.  The 
case  of  II.  K.  Toy  & Novelty  Co.  v.  Richards, 
68  Ind.  App.  653,  117  N.  E.  260  is  not  in  point 
for  the  reason  tht  the  wording  of  the  Indiana 
statute  is  materially  different  from  ours.  This 
distinction  is  pointed  out  at  length  in  the  case 
of  Decicco  v.  John  Morrell  & Co.,  152  Kan.  601, 
106  Pac.  (2d)  1053.  The  case  of  Macon 
County  Coal  Co.  v.  Industrial  Commission  et 
ah,  367  III.  485,  11  N.  E.  (2d)  925,  constitutes 
no  authority  for  the  reason  that  it  is  predicated 
on  a statute  providing  compensation  for  the 
loss  of  use.  Additional  cases  cited  by  the 
respondents  are:  Royal  Canning  Corp.,  et  ah, 
v.  Ind.  Com.,  et  ah,  101  Utah  323,  121  Pac. 
(2d)  406;  Brugioni  v.  Saylor  Coal  Co.,  et  ah, 
198  Iowa  135,  N.  W.  470;  and  Starcevich  v. 
Central  Iowa  Fuel  Co.,  208  Iowa  790,  226  N. 
the  same  reason,  as  can  readily  be  determined 
W.  138.  These  cases  have  no  application  for 
by  an  examination  of  the  cases  and  statutes 
involved.  No  useful  purpose  can  be  served  by 
an  analysis  of  these  cases  bottomed  on  premises 
wholly  dissimilar  to  that  stated  in  our  statute. 

Under  the  evidence,  the  law,  and  the  rule  of 
liberal  construction,  the  award  sholud  be  set 
aside.  It  is  so  ordered. 

ARTHUR  T.  La  PRADE, 
Judge. 

Concurring  : 

R.  C.  STANFORD,  Chief  Justice, 

JOSEPH  H.  MORGAN,  Judge. 




(Book  (Review* 

AMERICAN  RED  CROSS  FIRST  AID  TEXTBOOK,  revised 
edition  prepared  by  the  American  Red  Cross  for  the  in- 
struction of  first  aid  classes  264  illustrations,  254  pages. 
Paper  covers  60c.  Cloth  covers  $1.00. 

First  aid  is  the  immediate  and  temporary 
care  given  the  victim  of  an  accident  or  sudden 
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Philip  Morris  suggests  you  judge  . . . from 
the  evidence  of  your  own  personal  obser- 
vations . . . the  value  of  Philip  Morris  Ciga- 
rettes to  your  patients  with  sensitive  throats. 

PUBLISHED  STUDIES*  SHOWED  WHEN  SMOKERS 
CHANGED  TO  PHILIP  MORRIS  SUBSTANTIALLY  EVERY 
CASE  OF  THROAT  IRRITATION  DUE  TO  SMOKING 
CLEARED  COMPLETELY,  OR  DEFINITELY  IMPROVED. 

But  naturally,  no  published  tests,  no  matter 
how  authoritative,  can  be  as  completely  con- 
vincing as  results  you  will  observe  for  yourself. 


Philip  Morris 

PHILIP  MORRIS  & CO.,  LTD.,  INC. 

1 19  FIFTH  AVENUE,  NF'X'  VONK,  N.  Y. 

* Laryngoscope,  Feb.  1935,  Vol.  XLV , No.  2,  149-154. 
Laryngoscope,  Jan.  1937,  Vol.  XLVII,  No.  1,  58-60. 


TO  THE  DOCTOR  WHO  SMOKES  A PIPE:  We  suggest  an  unusually  fine  new  blend  — 
Country  Doctor  Pipe  Mixture.  Made  by  the  same  process  as  used  in  the  manufacture  of 
Philip  Morris  Cigarettes. 
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SOUTHWEST  SPECIALISTS 


PHOENIX,  ARIZONA 


T.  T.  CLOHESSY,  M.  D. 

Practice  Limited  to 
Dermatology  and  Syphilology 
X-Ray  Therapy 

620  Professional  Bldg.  Phoenix 

FRED  G.  HOLMES.  M.  D. 

VICTOR  RANDOLPH.  M.  D. 
HOWELL  RANDOLPH,  M.  D 

Limited  to 

Diseases  of  the  Chest 
Heart  and  Allergy 

1005  Professional  Bldg.  Phoenix 


D.  V.  MEDIGOVICH,  M.  D. 

Diplomate  American  Board 
Dermatology  and  Syphilology 

905  Professional  Building 
Phone  3-6617  Phoenix 


E.  A.  GATTERDAM.  M.  D. 

Allergy 

910  Professional  Bldg.  Phoenix 

MedicaUDental 
Finance  Bureau 

GEORGE  RICHARDSON,  Pres. 

407  Professional  Bids.  Phone  4-4688  Phoenix,  Aril. 

An  Ethical  Financial  Service  for  Your  Patients -- Founded  1936 


TUCSON,  ARIZONA 


LUDWIG  LINDBERG,  M.  D. 

Cancer  and  allied  Diseases 
Therapeutic  Radiology 

23  East  Ochoa  St.  Tucson,  Arizona 


illness  until  the  services  of  a physician  can  be 
obtained.  The  purposes  of  first  aid  training 
are:  1.  To  prevent  accidents.  2.  To  train 

people  to  do  the  right  thing  at  the  right  time. 
3.  To  prevent  added  injury  or  danger.  4. 
To  provide  proper  transportation  if  necessary. 

Serious  bleeding,  stoppage  of  breathing,  and 
poisoning,  in  that  order,  must  be  treated 
immediately.  Any  person  severly  injured  will 
develop  shock,  and  treatment,  conserving  body 
heat  and  applying  artificial  heat  is  started 
immediately. 

Sterile  gauze  dressing  are  applied  to  wounds 
before  bandaging  which  must  neither  be  too  tight 
nor  too  loose.  Triangle  bandages  are  commonly 
used  to  cover  dressings. 

The  prevention  of  infection  and  the  control 
of  hemorrhages  in  the  four  types  of  wounds — 
abrasions,  incised  wounds,  lacerated  or  torn 
wounds,  punctured  wounds  or  stabs — are  given 
especial  attention. 

The  first  aider  is  taught  the  proper  applica- 
tion of  splints  to  simple  and  compound  fractures. 
Caution  is  exercised  in  the  treatment  of  suspect- 
ed spinal  fractures. 

Simple  remedies  are  used  for  heat  burns  and 
injuries  due  to  heat  and  cold. 

Proper  transportation  for  a seriously  injured 
person  cannot  be  overestimated. 

In  the  first  aid  treatment  for  common  medical 
emergencies  are  some  “dont's”.  “Never  give 
a pergative  if  there  is  any  symptom  of  append- 
icitis. 

The  aim  of  this  book  is  to  equip  every  in- 
dividual to  render  prompt  service,  reduce  suf- 
fering, and  make  the  physicians’  task  easier 
when  he  assumes  care  of  the  patient. 

A.  J. 


PHYSICIAN  SEEKS  LOCATION 
IN  SOUTHWEST. 

Reason:  change  of  climate  necessitated  by 
son  s severe  chronic  bronchitis.  At  present 
on  terminal  leave,  four  years  service,  U.  S. 
Army  Medical  Corps,  rank,  Lt.  Col.  Previous- 
ly in  general  practice,  Wisconsin,  nine  years. 
Interested  in  association,  location,  or  assist- 
antship  leading  to  partnership  in  general 
practice  or  internal  medicine.  Not  interested 
in  surgery.  Prefer  Arizona.  Will  consider 
any  favorable  climate.  Address  replies  to 
Box  J-l.  Arizona  Medicine. 
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LAS  ENCINAS 

PASADENA,  CALIFORNIA 

Internal  Medicine 
Including  Nervous  Diseases 


All  types  of  general  medical  and  neurological  cases  are  received  for 
diagnosis  and  treatment. 

Special  facilities  for  care  and  treatment  of  gastro-intestinal,  metabolic, 
cardio-vesicular-renal  diseases  and  the  psychoneuroses. 

Dietetic  department  featuring  metabolic  and  all  special  diets. 

All  forms  of  Physio-  and  Occupational  Therapy. 


BOARD  OF  DIRECTORS 


George  Dock,  M.  D. 

Stephen  Smith,  M.  D, 


Charles  W.  Thompson,  M.  D. 
James  Robert  Sanford,  M.  D 


Write  for  illustrated  booklet 

Stephen  Smith,  M.D.,  F.A.C.P.  Charles  W.  Thompson,  M.D.,  F.A.C.P. 

' MEDICAL  DIRECTORS 


LAS  ENCINAS,  PASADENA,  CALIF 
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SHOULD  VITAMIN  D BE 

GIVEN  ONLY  TO  INFANTS? 


ITAMIN  D has  been  so  successful  in  preventing  rickets  during  in- 
fancy that  there  has  been  little  emphasis  on  continuing  its  use  after 
the  second  year. 

But  now  a careful  histologic  study  has  been  made  which  reveals 
a startlingly  high  incidence  of  rickets  in  children  2 to  14  years  old. 
Follis,  Jackson,  Eliot,  and  Park*  report  that  postmortem  examina- 
tion of  230  children  of  this  age  group  showed  the  total  prevalence 
of  rickets  to  be  46.5  % . 

Rachitic  changes  were  present  as  late  as  the  fourteenth  year,  and 
the  incidence  was  higher  among  children  dying  from  acute  disease 
than  in  those  dying  of  chronic  disease. 

The  authors  conclude,  “We  doubt  if  slight  degrees  of  rickets, 
such  as  we  found  in  many  of  our  children,  interfere  with  health 
and  development,  but  our  studies  as  a whole  afford  reason  to  pro- 
long administration  of  vitamin  D to  the  age  limit  of  our  study,  the 
fourteenth  year,  and  especially  indicate  the  necessity  to  suspect  and 
to  take  the  necessary  measures  to  guard  against  rickets  in  sick 
children.” 


*R.  H.  Follis,  D.  Jackson,  M.  M.  Eliot,  and  E.  A.  Park:  Prevalence  of  rickets  in  children 
between  two  and  fourteen  years  of  age,  Am.  J.  Dis.  Child.  66:1-11,  July  1943. 
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MEAD’S  Oleum  Percomorphum  With  Other  Fish-Liver  Oils  and  Viosterol  is  a 
potent  source  of  vitamins  A and  D,  which  is  well  taken  by  older  children  be- 
cause it  can  be  given  in  small  dosage  or  capsule  form.  This  ease  of  adminis- 
tration favors  continued  year-round  use,  including  periods  of  illness. 

MEAD’S  Oleum  Percomorphum  furnishes  60,000  vitamin  A units  and  8,500 
vitamin  D units  per  gram.  Supplied  in  10-  and  50-cc.  bottles  and  boxes  of  50 
and  250  capsules.  Ethically  marketed. 

MEAD  JOHNSON  & COMPANY,  Evansville  21,  Ind.,  U.S.A. 
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Supplied  in  10  cc.  and 
50  cc.  vials  as  a 2 per 
cent  solution,  to  be  di- 
luted with  sterile  dis- 
tilled wafer  before  use. 
Tyrothricin  is  intended 
for  topical  use  only,  and 
is  not  to  be  injected. 


PARKE,  DAVIS 
& COMPANY 

DETROIT  32  • MICHIGAN 
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LESTRA-LITE 
LENS  COATING 


A new  process  of  real 
merit  which  reduces  annoy- 
ing surface  reflections  by 
by  over  70%. 

Your  patients  will  appre- 
ciate the  advantages  of 

LESTRA-LITE 


GEORGE  W. 

SPRATT 


Phone  4-3230  21 

LOS  ANGELES 
BEVERLY  HILLS 
LONG  BEACH 
PHOENIX 

OPTICAL 


W.  Monroe  Phoenix 

HUNTINGTON  PARK 
SANTA  BARBARA 
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“don’t 
smoke”. . . 

is  advice  hard  for  patients 
to  swallow.  May  we  sug- 
gest, instead,  SMOKE 

“Philip  Morris ”? 

Tests  showed  3 out  of 
every  4 cases  of  smokers’ 
cough  cleared  on  changing 
to  Philip  Morris.  Why 
not  observe  the  results 
for  yourself? 
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Nine  physicians  were  among  225  upper  income  patients 
found  guilty  of  diets  wanting  in  one  or  more  vitamins. 
Low-vitamin  diets  are  not  restricted  by  income  or  by 
intelligence.2  Greater  assurance  of  adequate  vitamin  main- 
tenance is  available  in  potent,  easy  to  take,  and  reasonably 
priced  Upjohn  vitamin  preparations. 


1 . New  England  J.  Med.  228:1  18 
Can.  23)  1943. 

2.  J.A.M.  A.  129:813  (Ocl.  27)  194S. 


Upjohn 

KALAMAZOO  99.  MICHIGAN 


UPJOHN 


VITAMINS 
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MULL- SOY 


B 


ridge  the  nutritional gapn 


The  nutritional  benefits  of  milk  need  not  be  deprived  the  “milk- 
sensitive”  patient,  even  though  successful  treatment  demands 
complete  elimination  of  the  offending  food  from  the  diet. 

Clinical  evidence  has  established  MULL"  SOY  as  an  effective 
hypoallergenic  substitute  for  cow's  milk.  This  concentrated,  emul- 
sified soy  bean  food— homogenized  and  sterilized— closely 
approximates  cow  s milk  in  protein,  fat,  carbohydrate  and  mineral 
content.  It  is  palatable,  well  tolerated,  easy  to  digest  and  easy 
to  prepare,  infants  (particularly)  thrive  on  MULL-SOY,  and  take 
it  readily. 

Write  for  copies  of  "Tasty  Recipes  for  Mull-Soy  in  Milk-Free 

i 

Diets",  for  your  milk-allergic  patients. 

BORDEN'S  PRESCRIPTION  PRODUCTS  DIV  , 350  MADISON  AVE.,  NEW  YORK  1 7,  N . Y. 


HYPOALLERGENIC  SOY  BEAN  FOOD 

MULL-SOY  is  a liquid  emulsified  food  prepared  from  water,  soy 
bean  flour,  soy  bean  oil,  dextrose,  sucrose,  calcium  phosphate, 
calcium  carbonate,  salt  and  soy  bean  lecithin,  homogenized 
and  sterilized  Available  in  I5'A  fl  oz.  cans  at  all  drug  stores. 
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Distressing  menopausal  symptomatology  is  not  inevitable— as  is  well  demon- 
strated by  the  use  of  a natural  estrogen,  Amniotin.  Readjusting  hormonal 
balance,  this  highly  purified  natural  complex  affords  the  well-defined  benefits 
inherent  in  true  replacement.  Amniotin  stands  as  a 16-year  symbol  of  efficacy, 
safety  and  economy  in  natural  estrogen  therapy. 

Standardized  in  International  Units,  Amniotin  is  available  in  convenient  dosage 
forms  for  parenteral,  oral  and  intravaginal  administration. 


Squibb 


MANUFACTURING  CHE  / V ISTS  TO  THE  MEDICAL  PROFESSION  SINCE  185  8 
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Control 

at  every  step  insures  your  confidence 
in  every  package  of 

PENICILLIN  SCHENLEY 


In  the  Schenley  Laboratories,  the  natural 
process  which  yields  penicillin  is  safe- 
guarded at  every  step  by  precision  control. 

This  system  of  rigid  control  which  characterizes 
the  production  of  Penicillin  Schenley  enables  you 
to  specify  it  with  the  greatest  confidence  . . . con- 
fidence in  its  purity,  its  standard  potency,  and  its 
freedom-from-pyrogens. 

SCHENLEY  LABORATORIES,  INC. 

Producers  of  Penicillin  Schenley 
Executive  Offices: 

350  Fifth  Avenue,  New  York  City 
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FITTING  ESTROGENIC 
THERAPY  TO  THE  CASE 


Liquid.  No.  869  ...  for  greater  flexibility  of  dos- 
and  to  provide  a graduated  estrogenic  intake  where 
. Each  teaspoonful  is  the  equivalent,  in  potency, 
of  one  "Premarin"  Half-Strength  Tablet,  No.  867. 


Tablet  No.  866  ...  for  severe  estrogenic  defici- 
requiring  a highly  potent  yet  essentially  safe  and 
- tolerated  preparation.  Full  therapeutic  doses  of 
'Premarin"  induce  a prompt  response  as  judged  by  vagi- 
nal smears  and  by  relief  of  subjective  symptoms. 


Tablet,  Half-Strength.  No.  867  ...  for  "average" 
can  be  controlled  with  less  than  full  thera- 
doses.  It  is  recognized  that,  in  the  menopause,  the 
effective  dose  of  an  estrogen  is  the  optimal  dose. 


Highly  Potent  • Orally  Active  • 
Water  Soluble  • Naturally  Oc- 
curring • Essentially  Safe  • Well 
Tolerated  • Imparts  a Feeling 
of  Well-Being. 


U 
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Reg.  V . S.  tat.  Off. 


AYERST.  McKENNA  & HARRISON  LIMITED 


22  East  40th  Street.  New  York  16,  R.  Y. 


^/ena'ca/  £Re/a/icnb/it'/i  and  ^PAabinaccdt/n antic  £Ptnii/atity 


“ ANALGESIC 


Demerol’s  analgesic  power  ranks  between  morphine 
and  codeine. 


\ SPASMOLYTIC 
* 


Demerol’s  spasmolytic  action  is  similar  to  that  of 
atropine. 


- SEDATIVE 


Demerol’s  sedative  effect  is  mild,  but  usually  suffi- 
cient to  allay  restlessness  and  induce  sleep. 


PRACTICALLY  NO  RISK  OF  RESPIRATORY  DEPRESSION 
WRITE  FOR  DETAILED  LITERATURE 

Average  adult  dose:  100  mg.  orally  or  intramuscularly. 

For  oral  use:  Tablets  of  50  mg.,  bottles  of  25 
HOW  SUPPLIED  and  ^or  intramuscular  injection:  Ampuls 

of  2 cc.  (100  mg.  ),  boxes  of  6 and  25,  and 
vials  of  30  cc.  (50  mg.  per  1 cc.). 

Subject  to  regulations  of  the  Federal  Bureau  of  Narcotics 


WINTHROP  CHEMICAL  COMPANY,  INC. 

Pharmaceuticals  of  merit  tor  the  physician  • New  York  13  N.  Y.  • Windsor,  Ont. 


the  norm  and  standard... 


by  which  all  infant  antirachitic  agents  are  measured... 


...  is  cod  liver  oil,  the  natural  vitamin  D of  which 
is  unsurpassed  as  a means  of  prevention  or  treat- 
ment of  rickets. 

This  ne  plus  ultra  of  antirachitics,  together  with 
vitamin  A as  provided  hy  time-honored  cod  liver 
oil,  is  supplied  in  three  stable  convenient,  palat- 
able dosage  forms  by  White’s  Cod  Liver  Oil  Con- 
centrate ...  at  a cost-to-patient  of  less  than  a 


penny  a day  for  prophylactic  antirachitic  infant 
dosage. 

In  Liquid  form  for  drop  dosage  to  infants;  Tab- 
lets for  growing  children  or  adults;  Capsules  where 
larger  dosage  may  be  required.  Council  Accepted. 
Ethically  promoted — not  advertised  to  the  laity. 

WhiteLaboratories,  Inc.,  Pharmaceutical  Manu- 
facturers, Newark  7,  N.  J. 


~/HvLt£b 


COD  LIVER  OIL  CONCENTRATE  — LIQUID,  TABLETS,  CAPSULES 
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There  is  a Doctor  in  the  Ho 


use 


— and  it  took  a minimum 
of  $15,000  and  7 years * 
hard  work  and  study 
to  get  him  there! 


• Proudly  he  “hangs  out  his  shingle,”  symbol 
of  his  right  to  engage  in  the  practice  of  medi- 
cine and  surgery.  But  to  a doctor  it  is  more 
than  a right:  it  is  a privilege  — the  privilege 
of  serving  mankind,  of  helping  his  fellow  man 
to  a longer,  healthier,  and  happier  life 


H.  J.  Reynolds  Tobacco  Company,  Winston-Salem,  N.  C. 


According  to  a recent 
nationwide  survey: 

More  Doctors 
Smoke  Camels 

than  any  other  cigarette 
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Wartime  scrap  drives  are  just  a memory. 
Shortages  of  scrap  iron  and  metals,  so  ur- 
gently needed  a short  time  ago,  no  longer 
exist.  Yet  another  "iron  deficiency”  remains 
. . . just  as  prominent  and  as  necessary  to 
remedy  as  any  wartime  deficiency. 

Hypochromic  anemia — even  a frequent 
problem  for  the  physician  in  peacetime — has 
been  accentuated  by  years  of  war.  Nerve 
strain,  food  rationing  and  slap-dash  eating 
habits  have  left  their  mark — a sharp  increase 


in  the  incidence  of  iron-deficiency  anemia! 

'Ribothiron’  Tablets  and  Elixir  (Ferrous 
Sulfate  with  Vitamins  B,  and  B2)  are  specifi- 
cally designed  for  the  prophylaxis  and  treat- 
ment of  iron-deficiency  anemia.  Each  of  these 
two  efficient  preparations  provides  ferrous 
sulfate — clinically  the  most  effective  and  best 
tolerated  form  of  iron — in  combination  with 
two  essential  B vitamins  which  may  be  neces- 
sary for  normal  absorption  and  utilization  of 
the  element.  Sharp  & Dohme,  Phila.  1,  Pa. 


TABLETS 

Each  sugar-coated  tablet  contains:  Ferrous  sulfate  exsiccated 
3 gr.  (equivalent  to  4.3  gr.  ferrous  sulfate  U.  S.  P.);  Vitamin 
Bt  (Thiamine  hydrochloride)  0.5  mg.;  Vitamin  B2  or  G (Ribo- 
flavin) 0.5  mg. 

Supplied  in  bottles  of  100  and  1,000  tablets.  Dosage:  One  tablet 
four  times  daily,  after  each  meal  and  upon  retiring. 


ELIXIR 

Each  fluidounce  of  this  palatable  elixir  contains:  Ferrous  sul- 
fate U.  S.  P.  20  gr.;  Vitamin  Bi  (Thiamine  hydrochloride)  2 mg.; 
Vitamin  B2  or  G (Riboflavin)  2 mg. 

Supplied  in  pint  and  gallon  bottles.  Dosage:  One  dessertspoon- 
ful four  times  daily,  after  each  meal  and  upon  retiring. 
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Ferrous  Sulfate  with  Vitamins  Bi  and  B2 


X2 


Arizona  Medicine 


March , 194f» 


I Right  lobar  pneumonia  (type  1)  and  right  empyema. 


Size  of  cavity,  type  of  infection,  and  num- 
ber of  organisms  determine  the  amount  of 
penicillin  to  be  administered  in  empyema. 
Usually  50,000  or  100,000  units  in  normal 
physiologic  saline  solution  are  injected  once 
or  twice  daily  directly  into  the  empyema 
cavity  after  aspiration  of  pus  or  fluid. 
(Keefer,  C.  S.,  et  al. : New  Dosage  Forms 
of  Penicillin,  J.A.M.A.  128:1161  [Aug.  18] 
1945.)  Treatment  is  by  instillation,  rather 
than  irrigation,  because  penicillin  requires 
at  least  6 to  8 hours  of  contact  for  maxi- 
mum effect. 

Bristol  Penicillin,  because  of  its  freedom 
from  toxicity  and  pyrogens,  as  well  as 
absolute  sterility  and  standard  potency 
assures  the  desired  pharmacologic  action. 

The  rapidly  developing  new  clinical  uses 
of  this  potent  antibiotic  are  abstracted  in 
issues  of  the  Bristol  penicillin  digest.  If 
not  receiving  your  copies  regularly,  write. 


2.  Right  hydropneumothorax  with  lipiodol 
injections  showing  interlobar  empyema. 


3.  After  injecting  Penicillin  in  saline  into 
empyema  cavity  daily  for  five  days. 


BRISTOL 

LABORATORIES 

INCORPORATED 


F ormerly 

Cheplin  Laboratories  Inc. 

SYRACUSE  1,  N.Y. 
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IN  INFECTIONS  COMPLICATING 
PREGNANCY,  DELIVERY,  and  the  PUERPERIUM 


r 

f ; / 


A 


CCUMULATING  evidence*  points  to  penicillin  as  a therapeutic 


agent  of  choice  not  only  in  puerperal  and  postabortive  sepsis  but 
also  against  infections  complicating  pregnancy  (when  the  causative  organ- 
isms are  penicillin-sensitive).  Since  penicillin  crosses  the  placenta  into  the 
fetal  circulation,  it  may  affect  penicillin -susceptible  infection  in  the  fetus. 


*Davis,  C.  H.:  Gonorrheal  Arthritis 
Complicating  Pregnancy  Treated  with 
Penicillin,  Am.  J.  Obst.  & Gynec.  50:215 
(Aug.)  1945. 

Hudson,  G.  S.,  and  Rucker,  M.  P. : 
Gas  Bacillus  Infection  of  the  Uterus 
Treated  with  Penicillin,  Am.  J.  Obst. 
and  Gynec.  50:452  (Oct.)  1945. 

Woltz,  J.  H.  E.,  and  Zintcl,  H.  A.: 
The  Transmission  of  Penic  illin  to  Amni- 
otic  Fluid  and  Fetal  Blood  in  the  Human, 


Am.  J.  Obst.  & Gynec.  50:338  (Sept.) 
1945.' 

Mitchell,  R.  McN.,  and  Kaminester, 
S.:  Penicillin;  Case  Report  of  a Patient 
Who  Recovered  from  Puerperal  Sepsis 
Hemolytic  Streptococcic  Septicemia, 
Am.  J.  Surg.  63:136  (Jan.)  1944. 

White,  R.  A. : Puerperal  Sepsis  Treated 
with  Penicillin,  Southern  M.  J.  37:524 
(Sept.)  1944. 


L 


PEN  I Cl  LLI  N-C.S.C. 

These  features  bespeak  the  physician's  preference  for  Penicillin-C.S.C.: 
It  is  made  under  rigid  laboratory  controls  which  safeguard  its  potency, 
sterility,  low  toxicity,  and  freedom  from  pyrogens.  The  high  degree  of 
purification  of  Penicillin-C.S.C.  is  indicated  by  the  pale  color  and  small 
volume  of  the  material  in  either  the  100,000-  or  200,000-unit  vials. 
This  makes  untoward  reactions  comparatively  rare,  even  when  massive 
dosage  and  prolonged  administration  are  required. 


. 
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PHARMACEUTICAL  DIVISION 

Commercial  Solvents 

Cozpomtion 


17  East  42nd  Street 


New  York  17,  N.  Y. 


Aw  irfiyQ,  I 

MEDICAL 

ASSN. 


Penicillin-C.S.C.  is  accepted  by  the  Council  on  Pharmacy 


★ 
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Body  Mechanics  of  Pregnancy 


• STUDIES  FROM  LIFE  MODELS  DURING  PREGNANCY  • /I  lustra  (ion  by  Charlotte  S.  Holt 


4 LUNAR  MONTHS  7 LUNAR  MONTHS  10  LUNAR  MONTHS 


to  the  compensatory  backward  shift  of  the  center  of 
gravity  caused  by  forward  pull  of  the  load  of  the 
pregnant  uterus. 

Note  the  retracted  shoulders,  carriage  of  head 
(pride  of  pregnancy),  and  the  accentuation  of  the  natu- 
ral lumbar  lordosis  which  relieves  abnormal  tension  on 
hack  and  leg  muscles. 

Camp  Supports  aid  in  reducing  this  forward  trac- 
tion and  assist  the  mother  in  maintaining  better  balance. 


oywp 


8 . H . C A HI  P & C 0 HI  P A I\l  V 

World’ s Largest  Manufacturers  of  ScientificSupports 

Jackson,  Michigan  • Offices  in  Chicago  • New 
York  • Windsor,  Ontario  • London,  England 


INTRODUCING 

xdo tn&ibul  -td 

(equal  parts  of  sulfat/iiasole  and  sulfadiazine ) 


TO  REDUCE  RENAL  TOXICITY  INCIDENT 
TO  SULFONAMIDE  THERAPY 

Recent  experimental  and  clinical  studies1,2  prove  that 
administration  of  sulfathiazole  and  sulfadiazine  in 


combination  in  equal  parts  reduces  renal  complications 
such  as  crystalluria,  hematuria  and  urinary  tract 
blockage,  and  is  much  safer  than  either  drug  used  alone 
in  whole  dosage.  Simultaneously,  antibacterial  activity 
and  therapeutic  efficacy  are  maintained. 


Combisul-td  presents  0.25  gram  sulfathiazole  and  0.25  gram  sulfa- 
diazine — a total  of  0.5  gram  per  tablet.  No  signs  of  renal  toxicity 
have  been  encountered  by  use  of  this  mixture  and  even  crystalluria 
is  infrequent.  The  indications  for,  and  dosage  of,  Combisul-td  are 
I he  same  as  for  either  drug  administered  alone.  Meningitis  is  an 
exception,  for  which  Combisul-dm,  a combination  of  0.25  gram 
sulfadiazine  and  0.25  gram  sulfamerazine  is  available. 


Combisul-td  available  in  0.5  gram  tablets.  Bottles  of  100  and  1000. 
Combisul-dm  available  in  0.5  gram  tablets.  Bottles  of  100  and  1000. 

1.  Lehr,  D.:  Proc.  Soc.  Exper.  Biol.  & Med.  .58:11.  1945. 

2.  Lehr,  D.:  In  press. 

Trade-Marks  Combisul-td  and  Combisul-dm  — Reg.  U.  S.  Pat.  Off. 


CORPORATION  • RLOOMF JELD,  N.J. 

IN  CANADA,  SCHERING  CORPORATION  LIMITED,  MONTREAL 
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Silencer  for  midnight  phones 

When  pediatricians  prescribe  'Dexin'  brand  High  Dextrin  Carbohy- 
drate for  their  infant  patients,  the  physicians  are  no  longer  wakened 
so  frequently  by  frantic  late-night  phone  calls.  Because  of  the  high 
dextrin  content,  'Dexin'  feedings  tend  to  (1)  diminish  intestinal 
fermentation  and  the  resultant  colic  and  diarrhea  and  (2)  promote 
the  formation  of  soft,  flocculent,  easily  digested  curds. 

'Dexin'  babies  sleep  more  soundly,  physicians'  phones  jangle  less, 
and  the  doctor  himself  obtains  more  undisturbed  sleep.  Not  unpalat- 
ably  sweet,  'Dexin'  is  readily  soluble  in  hot  or  cold  milk  or  other 
bland  fluids.  'Dexin'  does  make  a difference* 


‘Dexin’ 

HIGH  DEXTRIN  CARBOHYDRATE 


Composition — Dextrins  75%  • Maltose  24%  • Mineral  Ash  0.25%  • Moisture 
0.75%  • Available  Carbohydrate  99%  • 115  calories  per  ounce  • 6 level  packed 
tablespoonfuls  equal  1 ounce  • Containers  of  twelve  ounces  and  three  pounds  • 
Accepted  by  the  Council  on  Foods  and  Nutrition,  American  Medical  Association. 

‘Dexin’  Keg.  Trademark 


Literature  on  request 


BURROUGHS  WELLCOME  & CO.  (U.  S.A.)  INC.,  9 & 11  East  41st  St.,  New  York  17,  N.  Y. 
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The  physician  now  has  three  types  of  insulin 
available  to  treat  diabetes.  One  is  quick- 
acting but  short-lived.  Another  is  slow-acting 
but  long-lived.  The  new  third  one —‘Wellcome’ 
Globin  Insulin  with  Zinc  — is  intermediate. 

Action  with  Globin  Insulin  begins  moder- 
ately quickly  and  persists  for  sixteen  or  more 
hours,  sufficient  to  cover  the  period  of  maximum 
carbohydrate  intake.  By  night,  activity  is  suffi- 
ciently diminished  so  that  the  likelihood  of 
nocturnal  reactions  is  minimized.  A single 
injection  daily  of'Wellcome’Globin  Insulin  with 
Zinc  will  control  the  hyperglycemia  of  many 
diabetics.  When  a diabetic  requires  insulin 
therapy,  the  physician  is  wise  to  consider  all 
three  insulin  types! 


‘Wellcome’  Globin  Insulin  with  Zinc  is  a clear 
solution,  comparable  to  regular  insulin  in  its 
freedom  from  allergenic  properties. 

Accepted  by  the  Council  on  Pharmacy  and 
Chemistry,  American  Medical  Association. 
Developed  in  the  Wellcome  Research  Labora- 
tories, Tuckahoe,  New  York.  U.  S.  Patent  No. 
2,161,19S.  Available  in  vials  of  10  ec.,  SO  units 
in  1 cc. 


' Wellcome ' Trademark  Registered 


'WELLCOME'  jf 

(jfobiti  / JhsuUh 

/ WITH  ZINC 


Literature  on  request. 

BURROUGHS  WELLCOME  & CO.  (U.  S.  A.)  INC.,  9 & II  EAST  4IST 


STREET,  NEW  YORK  17,  N.Y. 
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PROTEIN 


“As  a Prophylactic  and  Zherapeutic  Agent”* 


“There  are  many  opportunities  for  practical  dietary  application  of 
the  advances  in  our  understanding  of  protein  economy.  The  provh 
sion  ol  liberal  protein  diets  in  instances  where  the  value  of  protein 
has  been  demonstrated  offers  both ' prophylactic  and  therapeutic 
advantages  to  the  patient.” 


PREGNANCY  AND  LACTATION 

"Protein  is  one  of  the  essentials  for  which 
there  is  greater  need. . . . The  growth  needs 
of  the  fetus  must  be  met  and  if  adequate 
dietary  protein  is  not  supplied,  the  mother’s 
protein  stores  will  be  drained.  . . . The 
demands  for  protein  during  lactation  are 
even  greater.  . . . One  further  reason  for 
providing  a liberal  supply  of  protein  . . . 
lies  in  the  favorable  effect  which  protein 
has  upon  calcium  absorption.” 

DISEASES  OF  THE  KIDNEY 

".  . . actual  improvement  in  the  well-being 
of  nephritic  patients  may  be  observed  fol- 
lowing the  use  of  high-protein  diets  both 
in  adults  and  children.  In  some  instances 
functional  capacity  of  the  kidneys  has  been 
reported  to  improve  on  such  a regime.  . . . 
For  the  treatment  of  nephrosis  the  same 
dictum  holds  true,  only  to  a greater  ex- 
tent. . . .” 

DISEASES  OF  THE  LIVER 

"For  many  years  carbohydrate  alone  has 
been  considered  the  one  substance  capable 
of  providing  protection  for  the  liver  cells. 
. . . Protein  has  now  been  shown  to  be 
considerably  more  effective  in  this  respect. 


. . . The  effect  of  protein  on  the  liver  is  not 
only  reparative,  but  also  definitely  protec- 
tive against  the  agents  known  to  be  toxic 
to  the  liver.  . . .” 

PEPTIC  ULCER 

"...  a rather  high  incidence  of  moderate 
hypoproteinemia  in  peptic  ulcer  cases  has 
been  reported.  Any  ulcer,  be  it  peptic,  in- 
fectious, or  the  result  of  pressure  and  cir- 
culatory changes,  represents  a loss  of  tissue 
and  requires  protein  for  rebuilding.  . . .” 

OTHER  CONDITIONS 

"In  old  age,  for  instance,  all  too  often  the 
food  intake  deteriorates  to  soft  foods  of 
limited  variety.  . . . Yet  in  such  instances 
the  same  protein  requirements  for  mainte- 
nance of  the  numerous  body  functions  are 
still  in  effect. . . . Protein  may  also  be  lost  be- 
cause of  its  excessive  breakdown  under  the 
influence  of  fever  or  heightened  body 
metabolism,  and  negative  nitrogen  bal- 
ances may  develop,  as  for  instance  in  hy- 
perthyroidism. . . . 

"With  the  demonstration  of  this  increased 
importance  cf  protein  dietetic  therapy,  it 
can  only  be  recommended  that  there  be  an 
increased  use  of  high-protein  diets.” 


Among  the  protein  foods  of  man  meat  ranks  high  not  only  because 
of  the  percentage  of  protein  contained,  but  primarily  because  the 
protein  of  meat  is  of  high  biologic  cpiality,  applicable  for  every 
protein  need. 

’ Anderson,  Geo.  K.,  M.D.:  The  Importance  cf  Protein  in  Diet 
Therapy,  J.  Am.  Dietet.  A.  21:436  (July-August)  1945. 


The  Seal  of  Acceptance  denotes  that  the  nutri- 
tional statements  made  in  this  advertisement 
are  acceptable  to  the  Council  on  Foods  and 
Nutrition  of  the  American  Medical  Association 


AMERICAN  MEAT  INSTITUTE 

MAIN  OFFICE,  CHICAGO  . . . MEMBERS  THROUGHOUT  THE  UNITED  STATES 
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McKesson 
Resuscitators  and 
Inhalers 


Any  of  these  instruments 
may  be  operated  by  hospital 
personnel  with  assured  safety. 
Fool-proof,  built-in  safety  fea- 
tures guard  against  misuse  in 
any  department  of  the  hospi- 
tal. 

When  the  mask  is  applied 
to  the  patient's  face  and  the 
resuscitation  mechanism  is  set 
in  motion,  a natural,  rhyth- 
mic, controlled  breathing  takes 
place.  The  lung  is  inflated 
with  oxygen  and  ventilated 
under  constant  gentle  pressure. 
There  is  no  actual  vacuum  on 
lung  tissue  at  any  time. 


Portable  M,odel 


Adjustable  Volume  Control 

The  only  apparatus  of  its  kind  which  has 
adjustable  volume.  This  important  feature 
permits  the  operator  to  conserve  precious  gas 
on  long  cases.  Adult  operation  introduces 
approximately  1200  cc  oxygen  or  oxygen- 
Carbon  dioxide  mixture  into  the  lung  and 
removes  approximately  900  cc.  With  con- 
trol set  for  "infant"  it  introduces  approxi- 
mately 300  cc  into  the  lung  and  removes 
approximately  150  cc. 

Adjustable  Pressure  Control 
Limit  of  the  pressure  used  may  be  varied 
from  1 to  1 9 mm  Hg  pressure  at  mask  ex- 
haling valve.  A special  pressure  relief  valve 
is  built  inside  the  unit  to  prevent  operator 
from  going  beyond  these  limits.  Maximum 
pressure  limits  may  be  reduced  if  so  desired. 

Adjustable  speed  control 
Speed  of  controlled  respiration  may  be 


changed  at  will  by  the  operator  by  the  use 
of  one  single  control  knob. 

Inhaler 

There  is  a single  lever  at  mask  provided 
to  switch  from  resuscitation  to  automatic  in- 
halation when  the  patient  starts  voluntary 
respiration.  Inhaler  delivers  oxygen  or  mix- 
tures to  the  patient  automatically  with  each 
breath  assuring  adequate  delivery  and  ven- 
tilation. 

Aspirator 

Any  unit  may  be  ordered  equipped  with 
continuous  suction  attachment  which  is 
ready  for  use  at  all  times. 

Cylinders 

All  units  designed  to  accommodate  two 
cylinders.  Either  pure  oxygen  or  oxygen- 
carbon  dioxide  mixtures  may  be  used.  (Price 
of  unit  does  not  include  cylinders  and  gas.' 


WRITE  FOR  ILLUSTRATED  CATALOG  AM346 


PHYSICIANS  AND  HOSPITALS  SUPPLY  CO.,  Inc. 

MINNEAPOLIS  MINNESOTA 
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The  chemist  in  this  picture  is  testing  a lot  of  thiamin 
chloride  through  the  medium  of  a fluorophotometer.  This 
delicate,  complex  instrument  will  tell  him,  within  very  narrow 
limits,  the  potency  of  the  material  at  hand.  Accurate  routine 
tests  on  drugs  and  chemicals  are  part  of  the  daily  job  at  the 
Lilly  Laboratories.  All  incoming  crude  materials,  as  well  as 
finished  products,  are  subjected  to  the  closest  scrutiny.  Chemi- 
cal, pharmacologic,  and  microscopic  tests  which  must  be 
passed  lie  in  the  path  of  every  Lilly  Product.  No  detail,  how- 
ever trifling  it  may  seem,  is  overlooked.  To  some  this  pro- 
cedure would  seem  "fussy,”  but  that  is  one  of  the  reasons 
why  you  can  be  certain  that  standard  products  bearing  the 
Lilly  Label  are  the  finest  obtainable.  Specify  "Lilly”  through 
your  favorite  prescription  pharmacy. 
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CATARACT  EXTRACTION 

PAUL  HENRY  CASE,  M.  D. 

Ph  oenix,  Arizona 


npO  those  whose  conception  of  cataracts  and 
cataract  surgery  bring  memories  of  haying 
been  told  that  cataracts  had  to  “ripen”  and 
that  when  surgery  was  done  the  patient  was 
required  to  lay  flat  on  his  hack  for  seven  days 
witout  moving  his  head,  present  day  methods 
are  quite  startling. 

Often,  instead  of  being  told  that  the  cata- 
racts had  to  ripen,  the  patient  was  told  that  he 
had  to  go  blind  before  the  cataracts  could  be 
removed.  This  was  the  terminology  used  to 
describe  to  the  patient  the  necessity  of  allow- 
ing the  cataract  to  become  mature  before  sur- 
gery. 

These  factors  also  have  been  the  cause  of 
phobias  in  the  mind  of  the  layman  with  regard 
to  cataracts.  Thus  it  is  that  as  an  ophthalmo- 
logist I find  a supernatural  fear  in  the  mind 
of  the  patient  whenever  the  word  cataract  is 
mentioned.  The  first  question  asked  by  patients 
after  eye  examination  is  whether  or  not  they 
have  a cataract,  because  in  their  minds  too 
many  of  them  still  associate  cataracts  and 
blindness.  More  than  one  ophthalmologist  has 
told  patients  they  had  cataracts,  and  shortly 
afterward  heard  the  patient  had  committed  sui- 
cide. When  the  public  is  properly  educated, 
much  of  this  fear  should  be  allayed. 

Tn  past  years  it  was  the  custom  to  wait  until 
the  cataract  Avas  mature  because  of  the  method 
of  extraction  followed.  This  was  the  so-called 
“Extra-capsular”  extraction.  In  brief,  the 
procedure  followed  was  to  remove  part  of  the 
anterior  capsule,  deliver  the  lens  nucleus,  and 
then  Avash  out  the  remaining  lens  substance, 
leaving  the  posterior  lens  capsule.  This  proce- 
dure Avas  impossible  with  an  immature  cata- 
ract. 

The  )i|wer  method  of  cataract  operation  is 
called  the  “ Intra-capsular ” extraction.  By  this 
method,  the  lens  is  removed  with  its  capsule 
intact,  thereby  removing  the  entire  lens  and 
giving  a perfectly  clear  pupil.  The  lens  cap- 
sule may  be  grasped  below  A\hth  a delicate  for- 
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ceps  and  tumbled  out  or  it  may  be  grasped 
above  and  slid  out.  I find  that  there  is  less 
chance  of  the  capsule  breaking  with  the  latter 
method,  which  method  T use  routinely.  Rupture 
of  the  capsule  is  not  too  serious  a complication 
in  the  operation,  and  if  due  caution  is  taken 
and  proper  skill  is  exercised,  this  rarely  occurs. 
The  contra-indication  to  “intra-capsular”  ex- 
traction is  in  protruding  eyes  where  it"  is  felt 
that  there  is  a tendency  for  the  vitreous  to 
bulge.  The  particular  advantage  of  the  “intra- 
capsular”  method  is  that  the  lens  may  be  re- 
moved Avhen  immature,  thus  eliminating 
the  necessity  of  waiting  until  the  lens  is  ma- 
ture, at  Avhich  period  the  vision  in  the  eye  is 
reduced  to  light  perception.  This  is  not  so  im- 
portant if  the  patient  has  a unilateral  cataract 
with  good  vision  in  the  other  eye  but  is  very 
important  if  the  condition  is  bilateral.  My  ad- 
vise to  patients  is  to  wait  until  the  cataracts 
are  advanced  to  the  point  where  they  can  no 
longer  carry  on  an  enjoyable  or  active  life,  and 
then  I advise  operation.  This  is  usually  when 
the  vision  is  reduced  to  20/100  or  20/200. 

The  other  great  advancement  in  cataract 
surgery  is  the  use  of  sutures  to  close  the 
wound  following  operation.  Formerly  no  at- 
tempt ay  as  made  to  suture  the  Avound,  which 
necessitated  the  patient  lying  flat  on  his  back 
for  seven  days  A\7hile  the  Avonnd  healed.  If  co- 
operation was  not  good  on  the  patient’s  part, 
and  thq  patient  moved  his  head  or  strained 
often,  the  wound  broke  open  and  vitreous  Avas 
lost  — frequently  resulting  in  failure  of  the 
operation,  and  occassionallv  in  the  loss  of  the 
eye. 

In  brief,  the  method  of  suturing  the  wound 
is  to  place  two  initial  tract  sutures  of  black 
silk  through  the  sclera  and  cornea  at  the  limbus 
and  approximately  on  half  the  depth  of  the 
tissues  at  11  and  1 o’clock.  The  routine  incision 
is  then  made  through  the  limbus,  severing  the 
initial  sutures  in  half.  The  original  suture 
tracts  are  then  rethreaded  using  the  cut  ends 
of  the  original  sutures  as  guides.  After  re- 
threading,  the  sutures  can  be  pnlled  up  snugly 
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closing  the  wound  firmly  after  the  lens  has 
been  removed. 

When  these  sutures  have  been  used,  the 
wound  is  so  tightly  closed,  that  the  frequent 
complications  of  post  operative  hemorrhage  and 
prolapsed  iris  are  practically  non  existent.  A 
further  advantage  of  these  sutures  is  that  less 
astigmatism  is  found  post  operatively  due  to 
the  perfect  closure  of  the  wound. 

Another  great  advantage  of  these  sutures  is 
that  the  patient  is  able  to  sit  up  in  bed  imme- 
diately after  operation  without  any  danger  of 
the  wound  opening  and  subsequent  complica- 
tions. This  is  not  only  advantageous  in  mak- 
ing the  operation  many  times  safer  but  also 
has  the  advantage  of  eliminating  the  hypo- 
static pneumonia  which  sometimes  occurs 
when  elderly  people  lie  for  a week  flat  on 
their  back.  It  also  means  that  patients  Avho 
have  asthma  and  other  chest  conditions  where 
coughing  is  frequent  may  now  be  operated 
with  relative  safety. 

Some  surgeons  have  complained  that  putting 
in  the  sutures  causes  more  manipulating  and 
thus  more  danger  of  infection.  This  is  of  a hy- 
pothetical nature,  and  my  experience  has 
proven  that  with  sutures  there  is  no  higher 
percentage  of  post-operative  infection.  Post- 
operative infections  are  either  of  endogenous 
or  exogenous  nature.  Certainly  the  use  of  su- 
tures will  not  increase  endogenous  infections. 
Rather,  a careful  pre-operative  check-up  of  the 
teeth  and  other  points  of  focal  infection  is  in- 
dicated to  prevent  this  complication.  Careful 
sterilization  and  aseptic  technique  will  prevent 
exogenous  infections.  When  the  rare  infection 
does  occur,  we  are  fortunate  to  now  have  at 
our  disposal  penicillin  and  the  sulfa  drugs 
which  greatly  reduce  the  severity  of  these  in- 
fections. Another  comment  regarding  sutures 
has  been  made  to  this  effect;  “They  sound 
good,  but  they  take  too  much  time  and  are  too 
much  trouble  to  put  in  and  rethread.”  The 
extra  time  required  is  often  advantageous. 
During  the  first  few  minutes  of  the  operation 


the  patient  is  fearful  and  likely  to  be  restless, 
but  later  he  becomes  more  accustomed  to  the 
manipulation  of  the  operator.  Thus  during  the 
latter  part  of  the  operation,  when  the  lens  is 
being  delivered,  he  gives  better  cooperation. 
Rethreading  the  sutures  is  not  difficult  if  done 
properly.  The  needle  holder  should  be  held  as 
one  does  a pen  or  pencil  to  give  better  relaxa- 
tion of  the  hand.  Resting  the  hand  on  the  side 
of  the  face  also  allows  relaxation.  When  one  is 
rethreading  the  tract,  particular  care  should 
be  taken  to  see  that  the  needle  is  exactly  par- 
allel to  the  direction  of  the  tract.  If  these 
measures  are  followed,  with  a little  practice 
rethreading  is  not  difficult. 

General  anesthesia  in  cataract  surgery  was 
out  of  the  question  until  the  introduction  of 
sodium  penotlhal.  The  reason  for  this  was  that 
with  previous  anesthetics  there  was  so  much 
post-operative  nausea  and  vomiting  that  they 
could  not  be  used.  However,  with  sodium  peno- 
thal  this  is  minimized  and  if  sutures  are  used 
so  the  wound  is  tightly  closed,  in  case  vomiting 
does  occur,  the  wound  is  still  not  apt  to  be 
opened.  However,  sodium  penothal  does  not 
completely  inhibit  the  cough  reflex  so  that  if 
the  patient  coughs  during  the  operation  the 
vitreous  is  so  commonly  lost  that  it  constitutes 
a grave  menace.  Furthermore,  cataract  surgery 
is  usually  performed  in  elderly  individuals  at 
which  age  sodium  penothal  is  considered  more 
hazardous.  It  is  my  feeling  that  with  the  pro- 
per technique  of  using  local  anesthesia  the 
patient  has  no  pain  and  this  is  my  method  of 
choice.  However,  in  an  occasional  case  the  con- 
tra-indications to  sodium  penothal  may  be  out- 
weighed by  other  factors  as  undue  nervousness, 
etc.,  and  in  this  case  general  anesthetic  may  be 
indicated. 

It  is  hoped  that  as  the  medical  profession 
becomes  cognizant  of  and  the  layman  is  edu- 
cated to  these  newer  methods  there  will  no 
longer  be  the  morbid  fear  of  cataracts  that  has 
been  harboured  in  the  past. 

15  East  Monroe 
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SECTION  ONE 

CONJUGATION  OF  SULFONAMIDES  IN  THE 
INTESTINAL  TRACT  OF  MAN* 

From  the  Departments  of  Bacteriology  and  Medicine,  University  of  Southern  California  School 
of  Medicine,  and  from  the  Los  Angeles  County  Ilospita 
With  the  technical  assistance  of  N.  Homann  and  M.  Lovell 

By  FREDERICK  J.  MOORE,  M.  D. 

I).  G.  SIMONSEN,  Ph.  D. 

Los  Angeles,  California 


A LTHOUGH  the  fate1  of  orally  administered 
^ ^ sulfonamides  has  widely  been  investigated, 
no  quantitative  studies  have  been  made  upon 
the  possible  conjugation  of  these  drugs  within 
the  intestinal  tract  of  man.  In  the  present  com- 
munication are  cited  data  on  this  subject  ob- 
tained from  the  oral  administration  of  sulfon- 
amides in  a single  dose  to  human  volunteers 
and  the  estimation  of  free  and  conjugated  drug 
in  the  urine  and  feces  during  a five-day  period 
thereafter. 

METHODS 

Three  groups  of  four  or  five  normal  male 
medical  students  received  a single  oral  dose  of 
3 grams  of  uncoated  sulfadiazine  or  of  4-hour 
or  8-hour  Seal-Ins* * enteric-coated  sulfadia- 
zine. Similiar  groups  received  uncoated  or  sim- 
ilarly coated  sulfathiazole  or  uncoated  sulfa- 
merazine  or  sulfaguanidine,  each  in  a single 
dose  of  3 grams  orally.  The  coatings  used  in 
this  study  were  designed  to  liberate  the  enclos- 
ed drug  in  approximately  the  indicated  length 
of  time  following  ingestion.  All  of  the  urine 
and  feces  of  each  individual  were  collected 
daily  for  a period  of  five  days  and  examined 
for  free  and  combined  sulfonamide  according 
to  the  modified  methods  of  Bratton  and  Mar- 
shall2. The  term  “free  sulfonamide”  in  this 
paper  is  taken  to  indicate  sulfonamide  giving 
a positive  diazo  reaction  without  resorting  to 
hydrolysis  and  “combined  sulfonamide”  to  in- 
dicate material  giving  a positive  diazo  reaction 
only  after  hydrolysis. 

RESULTS 

Table  I indicates  the  urinary  and  fecal  ex- 
cretion of  sulfadiazine  during  each  of  the  five 

♦The  work,  described  in  this  paper  was  done  under  a con- 
tract, recommended  by  the  Committee  on  Medical  Research, 
between  the  Office  of  Scientific  Research  and  Development 
and  the  Uhiversity  of  Southern  California  and  was  aided  in 
part  by  a grant  from  the  Weingarten  Fund  of  the  University 
of  Southern  California  School  of  Medicine. 

♦♦Furnished  by  the  Seal-Ins  Laboratories,  Los  Angeles. 

Presented  at  Meeting  of  the  Arizona  State  Medical  Society, 
Phoenix,  April  30,  1944. 


days  and  for  the  five-day  period  and  also  in- 
dicates the  percentage  which  appeared  in  the 
conjugated  form  in  the  urine  or  feces  each  day. 

It  is  noted  that  the  proportion  of  ingested 
drug  which  was  excreted  in  the  urine  or  stool 
of  the  three  groups  of  individuals  differed 
markedly,  depending  on  whether  the  drug  was 
uncoated  or  was  coated  with  the  4-hour  or  8- 
hour  enteric  coating,  and  also  differed  mark- 
edly from  day  to  day.  In  spite  of  these  varia- 
tions in  absolute  amounts  excreted,  however, 
the  percentage  of  total  urinary  sulfadiazine 
excreted  in  the  conjugated  form  tended  to  remain 
a constant  with  an  average  value  of  approxi- 
mately 38%,  the  extremes  being  29%  to  51%. 
The  percentage  of  fecal  sulfadiazine  which  was 
excreted  in  the  conjugated  form  also  tended  to 
remain  essentially  constant  with  an  average 
value  of  approximately  20%,  the  extremes  be- 
ing 14%  to  39%.  It  is  also  apparent  that  the 
amount  of  conjugated  sulfonamide  appearing 
in  the  feces  bore  no  relationship  to  the  amount 
of  free  or  conjugated  material  appearing  in 
the  urine  on  the  same  or  any  preceding  or 
subsequent  day  in  the  same  group  of  individu- 
als, but  that  the  amount  of  conjugated  sulfa- 
diazine appearing  in  the  stool  was  closely  and 
almost  constantly  related  to  the  total  amount 
of  sulfadiazine  in  the  stool  on  the  same  day, 
regardless  of  whether  this  latter  value  was 
small  or  large  and  regardless  of  whether  the 
individual  had  received  uncoated  or  enteric- 
coated  drug. 

In  Table  II  are  shown  the  average  percent- 
ages conjugated  in  the  urine  and  feces  of  in- 
dividuals receiving  coated  or  uncoated  sulfa- 
thiazole, sulfamerazine,  and  sulfaguanidine. 
In  each  of  the  five  groups  represented  by 
these  figures  it  was  noted  that  the  percentage 
conjugation  in  stool  tended  to  remain  a con- 
stant, to  be  a function  of  the  total  sulfonamide 
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in  the  stool,  and  to  be  unrelated  to  the  free  or 
total  drug  excreted  in  the  urine  on  the  same 
or  any  other  day. 

DISCUSSION 

These  observations  have  indicated  that  the 
amount  of  conjugated  sulfadiazine  in  the  stool 
was  a function  of  the  total  amount  of  sulfa- 
diazine in  the  stool  on  the  same  day  and  was 
not  a function  of  the  amount  of  free  or  con- 
jugated sulfadiazine  excreted  in  the  urine  on 
the  same  or  any  other  day.  It  is  therefore  ap- 
parent, that  the  conjugated  sulfadiazine  appear- 
ing in  the  stool  must  have  been  formed  within 
the  intestinal  tract. 

The  use  of  enteric-coated  sulfonamide  in  this 
study  is  a matter  of  further  interest  because 
it  permits  an  estimate  of  the  portion  of  the 
bowel  in  which  the  majority  of  this  conjuga- 
tion must  have  occurred.  Since  the  results  ob- 
tained with  the  uncoated  and  with  the  4-  and 
8-hour  coated  sulfadiazine  were  similiar,  and 
since  these  enteric-coated  tablets  probably  pas- 
sed unchanged  throughout  the  majority  or  all 
of  the  small  intestine,  breaking  down  only  after 
such  a period  of  time  as  must  have  assured 
their  arrivel  in  the  cecum  or  lower  portion  of 


Table  I 

Percentage  acetylation  of  sulfadiazine  in  urine  and  stool 
of  normal  men  receiving  a single  dose  of  uncoated  or  4-hour 
or  8-hour  Seal-Ins  enteric-coated  sulfadiazine. 

Urine  Stool 


CO 


■5 

to 


Total  Conjugated 

Sdi 

Total 

Conjugated 

Sdi 

Day 

Sdi(mg) 

Mg 

% 

Sdi(mg)  Mg 

% 

1 

1303.3 

375.6 

28.8 

118.1 

18.8 

15.9 

2 

348.9 

334.5 

39.4 

293.1 

67.3 

23.0 

3 

220.6 

89.5 

40.6 

21.0 

4.5 

21.4 

4 

64.7 

33.0 

51.0 

29.6 

6.9 

23.3 

5 

20.0 

9.6 

48.0 

0.6 

0.1 

16.7 

1-5 

2457.5 

842.2 

41.6 

462.4 

97.6 

20.1 

1 

459.5 

135.2 

29.4 

158.1 

38.6 

24.4 

2 

566.5 

218.7 

38  6 

1215.6 

170.5 

14.0 

3 

160.2 

57.0 

35.6 

92.5 

36.0 

38.7 

4 

37.9 

18.9 

49.9 

11.3 

1.9 

16.8 

5 

16.7 

6.1 

36.5 

0.0 

0.0 

1-5 

1240.9 

436.0 

38.0 

1477.6 

246.9 

24.0 

1 

7.2 

2.4 

33.3 

322.0 

56.6 

17.8 

2 

142.7 

50.3 

29.1 

1531.5 

254.4 

16.6 

3 

159.9 

57.1 

35.7 

409.2 

67.4 

16.5 

4 

56.0 

20.1 

35.9 

15.1 

2.1 

13.9 

5 

27.6 

11.1 

40  2 

0.0 

0.0 

1-5 

393.4 

141.0 

33.8 

2277.8 

380.5 

16.2 

Table  II 

Percentage  of  total  sulfonamide  in  urine  or  stool  which 
was  in  the  conjugated  form,  based  on  normal  human  volun- 
teers receiving  a single  oral  dose  of  3 grams. 

Average  % Conjugated 
Sulfonamide  In  Urine  In  stool 

Sulfathiazole*  21  13 

Sulfamerazine  58  17 

Sulfaguanidine  36  10 

‘Includes  results  with  both  uncoated  and  enteric-coated 
drugs. 


the  bowel,  it  seems  almost  certain  that  conju- 
gation of  the  sulfadiazine  must  have  occurred 
largely  below  the  ileocecal  valve. 

Similar  results  with  uncoated  and  enteric- 
coated  sulfathiazole  and  with  uncoated  sulfa- 
merazine and  sulfaguanidine  indicated  that  a 
similar  conjugation  of  the  free  drug  occurred 
within  the  intestinal  tract.  It  therefore  appears 
that  the  observed  conjugation  of  sulfadiazine 
is  illustrative  of  a process  which  may  possibly 
occur  with  any  sulfonamide. 

Further  studies  would  be  required  to  indicate 
the  chemical  nature  of  the  conjugated  sulfadia- 
zine formed  within  the  intestinal  tract  and  the 
extent  to  which  bacterial  action  might  have 
brought  about  such  conjugation.  If  it  is  shown 
that  this  observed  conjugation  is  a result  of 
bacterial  action,  it  is  not  impossible  that  such 
action  may  be  related  to  the  resistance  of  cer- 
tain bacteria  to  the  antibiotic  action  of  sulfon- 
amides, particularly  in  the  case  of  resistant 
organisms  which  cannot  be  shown  to  produce 
sulfonamide  inhibitors  and  to  require  such  in- 
hibitors for  their  metabolism. 

CONCLUSIONS 

1.  Sulfadiazine,  sulfathiazole,  sulfamerazine, 
and  sulfaguanidine  appear  to  be  conjugated 
within  the  gastrointestinal  tract  of  man. 

2.  The  majority  of  this  conjugation  probably 
occurs  within  the  large  bowel. 

3.  The)  chemical  nature  of  the  conjugation 
has  not  been  determined. 
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SECTION  TWO 


FACTORS  DETERMINING  THE  HYDROLYSIS  OF 
SULFASUXIDINE  AND  SULFATHALIDINE 


O ULF  ASUXI D I N E (succinylsu  1 fath  iazole ) 

and  sulfathalidine  (phthalylsulfath  iazole) 
have  been  suggested,  as  antibiotic  agents  for  use 
within  the  intestinal  tract.12345  These  two  com- 


pounds are  essentially  inert  as  such  but  tend 
to  hydrolyze  with  the  consequent  liberation  of 
free  sulfathiazole.  Absorbtiou  of  the  conju- 
gated drug  from  the  bowel  is  minimal,  but  ap- 
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preciable  amounts  of  free  drug  are  liberated 
within  the  large  intestine.  It  it  this  free  and 
active  sulfathiazole  which  is  thought  to  be  re- 
sponsible for  an  observed  reduction  in  the 
number  of  coliform  organisms.  Adequate 
studies  have  not  been  reported,  however,  upon 
the  rate  of  hydrolysis  of  either  drug  under  ex- 
perimental conditions,  and  the  following  studies 
were  therefore  made  upon  the  spontaneous  hy- 
drolysis of  these  drugs. 

METHODS 

Phosphate  buffer  solutions  were  prepared 
having  pH  values  of  6,  7,  and  8.  Stools  were 
collected  from  several  untreated  individuals 
and  were  pooled  with  the  entire  intestinal  con- 
tents of  an  untreated  patient  coming  to  autop- 
sy. This  mixture  was  made  up  to  a concentra- 
tion of  40%  with  water,  and  was  then  diluted 
with  buffer  solution  to  make  a 20%  stool  solu- 
tion (mixture  “a”).  A second  group  of  stools 
was  similarly  mixed  with  intestinal  contents 
(mixture  “b”).  Succinylsulfathiazole  was  add- 
ed to  these  various  mixtures,  solution  being 
aided  by  a mechanical  mixer.  Determinations 
of  free  and  total  drug  were  made  in  duplicate 
at  least.  The  entire  intestinal  contents  of  sev- 
eral autopsies  (mixture  “c”)  were  similarly 
used  with  sulfathalidine. 

To  determine  solubility,  a marked  excess  of 
sulfasuxidine  was  added  to  stool  and  to  buffer 
solutions  at  37°  and  at  4°  C.,  and  the  concen- 
tration of  conjugated  drug  in  the  supernatant 
solution  was  determined  after  24  hours.  Solu- 
bility of  sulfathalidine  was  noted  only  in  buf- 
fer at  37°  C. 

RESULTS 

Results  of  solubility  studies  are  noted  in 
Table  I.  It  is  apparent  that  the  solubility  of 
sulfasuxidine  was  greater  in  stool  than  in  buf- 
fer solutions,  that  it  differed  in  the  two  stool 
solutions,  though  being  of  the  same  order,  and 
that  it  was  increased  by  heat  and  by  alkalinity. 
Allowing  for  a greater  individual  variation  be- 
tween the  stools  of  patients  than  has  been 

Table  I 

Solubility  of  Sulfathalidine  ini  Buffer  Solution  at  37°  C. 
and  of  Sulfasuxidine  in  20%  Buffered  Stool  Solution  and  in 
Buffer  Solution  at  4 and  37°  C.,  Expressed  as  mg.%.  Two 
stool  solutions,  (a)  and  (b).  were  examined  at  37°  C. 

Sulfathalidine  37°  t.  Buffer 
f 37°  C.  Buffer 

j 37°  C.  Stool 

Sulfasuxidine  l 

| 4°  C.  Buffer 

L 4°  C.  Stool 


pH  6 

pH  7 

pH  8 

41 

188 

513 

106 

424 

644 

(a) 

287 

564 

750 

(b) 

298 

514 

716 

62 

247 

500 

(b) 

162 

345 

492 

95 


Table  II 

Effect  of  Concentraton  (mg.%  and  % Saturate)  of  Suc- 
cinylsulfathiazole and  Phthalylsulfathiazole  upon  the  Con- 
centration (mg.%)  of  Free  Sulfathiazole  Developed  from 
Them.  Various  concentrations  were  added  to  20%  stool  solu- 
tion and  incubated  at  37°  C. 

Initial  Concentration 
Succinylsulfathiazole 

or  Mg.%  Free  Sulfathiazole 

Phthalylsulfathiazole 


pH 

Mg.% 

% Saturate 

2 hr. 

4 hr. 

6 hr. 

8 hr. 

24  hi 

6 

50 

18.5 

1 

3 

4 

4 

5 

<D 

150 

52.2 

2 

5 

5 

7 

12 

i O 

3300 

100 

10 

14 

19 

20 

32 

G 

7 

50 

8.9 

2 

4 

4 

4 

4 

o 5 

• 

250 

44.3 

4 

5 

9 

9 

18 

§ «2 

3300 

100 

13 

18 

20 

23 

37 

w 

8 

50 

6.7 

1 

3 

4 

2 

4 

350 

46.7 

5 

7 

9 

9 

20 

w 

3300 

100 

12 

18 

21 

23 

46 

0> 

• 

6 

40 

97.6 

0 

_ 

1 

. 

5 

1 0 

1000 

100 

0 

_ 

4 

_ 

20 

C3 

c3  "S 

7 

40 

21.3 

0 

- 

2 

_ 

6 

st  - 

d 

1000 

100 

20 

- 

24 

- • 

39 

,G  S-. 

0,3 

8 

40 

7.8 

0 

- 

3 

_ 

4 

w 

1000 

100 

11 

- 

17 

- 

36 

demonstrated  between  these  two  fecal  pools, 
the  solubility  of  succinylsulfathiazole  at  37° 
C.  might  be  expected  to  range  from  250  to  800 
milligrams  percent  in  the  bowel.  Sulfathalidine 
was  somewhat  less  soluble  than  sulfasuxidine 
in  buffer  solution. 

Succinylsulfathiazole  was  added  to  stool  sol- 
ution (a)  to  make  concentrations  of  50  and 
3,300  mg.%  at  each  pH,  and  concentrations  of 
150,  250,  and  350  mg.%  at  pH  6,  7,  and  8,  re- 
spectively. Determinations  of  free  sulfathia- 
zole were  made  at  various  intervals,  the  solu- 
tions being  stored  at  37°  C.  Similar  studies 
were  made  with  sulfathalidine  in  concentra- 
tions of  40  and  1,000  mg.%.  Results  are  shown 
for  the  first  24  hours  in  Table  II.  Similar  ob- 
servations were  continued  with  both  com- 
pounds over  a period  of  14  days,  and  the 
amounts  of  free  sulfathiazole  formed  from  the 
two  drugs  appeared  to  be  of  the  same  order 
at  all  tested  time  intervals. 

Table  TIT  indicates  the  effects  of  acidity  up- 
on the  rate  of  hydrolysis  of  succinylsulfathia- 
zole in  a 20%  stool  solution  (a)  at  37°  C.  Su- 
persaturate solutions  were  used,  and  the 
amount  hydrolyzed  out,  of  the  total  in  solution 
was  calculated.  It  is  seen,  as  expected,  that 
hydrolysis  was  more  rapid  in  acid  than  in  alka- 
line solution,  approximately  twice  as  great  a 
proportion  being  hydrolyzed  at  pH  6 as  at 
pH  8. 

In  solutions  buffered  at  pH  6,  7,  and  8 con- 
taining 200  mg.%  succinylsulfathiazole,  no  hy- 
drolysis occured  at  either  4°  or  37°  C.  during 
a period  of  14  days.  In  stool  solution  (b)  simi- 
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larly  studied,  no  free  sulfathiazole  was  detec- 
ted during  the  first  10  days  at  4°  C.,  but  by 
14  days  small  amounts  were  present  at  each 
pH.  In  stool  solution  at  37°  C.,  however,  ap- 
preciable hydrolysis  occurred  within  4 hours,  19 
to  40%  having  been  hydrolyzed  within  14 
days,  as  noted  in  Table  IV.  Marked  differences 
in  the  rate  of  hydrolysis  therefore  appeared 
between  stool  and  buffer  solutions.  Similar 
studies  carried  out  with  sulfathalidine  in  stool 
and  buffer  solutions  at  37"  C.  indicated  that 
this  compound  was  similarly  broken  down 
much  more  rapidly  in  stool  solutions  than  in 
simple  buffer  solutions  at  the  same  pH. 

The  rate  of  hydrolysis  of  sulfasuxidine  dur- 
ing the  first  24  hours  has  been  compared  in 
the  two  stool  solutions,  (a)  and  (b).  During 
the  first  4 hours,  hydrolysis  occurred  more 
rapidly  in  solution  (a),  but  by  the  end  of  24 
hours,  the  percentages  hydrolyzed  in  (a)  and 

Table  III 

Effect  of  pH  on  the  Rate  of  Hydrolysis  of  Succinylsulfa- 
thiazole  in  a 20%  Stool  Mixture  at  37°  C.  Figures  indicate 
the  percentage  hydrolyzed  at  various  numbers  of  hours,  and 
are  based  upon  the  amount  dissolved  in  the  supersaturate 
solution  used. 


Percent  of 

Amount  In 

Solution 

which 

was  Hydrolyzed  in 

2 hr. 

4 hr. 

6 hr. 

8 hr. 

24  hr. 

pH  6 

5 

7 

9 

10 

15 

pH  7 

3 

4 

5 

6 

9 

pH  8 

2 

3 

4 

4 

8 

Table  IV 

"Spontaneous”  Hydrolysis  of  200  Mg.%  Sulfasuxidine  at 
37°  C.  in  20%  Stool  Mixture  Buffered  at  pH  6,  7,  and  8 
Figures  indicate  percentage  of  total  drug  which  had  been 
spontaneously  hydrolyzed  at  various  periods  of  time. 


Hours 

Days 

2 

4 

8 

16 

24 

2 

3 

4 

8 

10 

14 

pH 

6 

0 

4 

6 

11 

14 

22 

24 

27 

31 

37 

40 

pH 

7 

0 

3 

5 

9 

12 

16 

18 

20 

17 

19 

21 

PH 

8 

0 

3 

4 

7 

9 

a 

11 

12 

12 

15 

19 

(b)  were  essentially  the  same.  The  rate  of  hy- 
drolysis in  (a)  therefore  rose  more  quickly  but 
tended  to  level  off  sooner  than  in  (b). 
CONCLUSIONS 

1.  The  most  important  factor  determining 
the  rate  of  spontaneous  hydrolysis  of  sulfasux- 
idine and  sulfathalidine  is  the  presence  of  some 
constituent  of  intestinal  contents.  Other  fac- 
tors are  time,  the  concentration  of  conjugated 
drug  if  less  than  saturate,  acidity,  and  tem- 
perature. 

2.  Sulfasuxidine  and  sulfathalidine  appear 
to  hydrolyze  at  approximately  the  same  rate. 
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SECTION  THREE 

ESTIMATION  OF  SULFASUXIDINE  AND 
SULFATHALIDINE 


QULFASUXIDINE  (succinylsulfathiazole) 
and  sulfathalidine  (phthalylsulfathiazole) 
have  been  suggested  as  intestinal  antibiotics.12345 
Early  in  our  work  with  these  compounds  we 
found  that  methods  commonly  used  for  the 
estimation  of  sulfonamides67  sometimes  failed 
to  give  adequate  recoveries  of  sulfathiazole 
from  sulfasuxidine  and  sometimes  gave  dis- 
crepant results  in  duplicate  determinations  of 
free  sulfathiazole  in  the  presence  of  sulfatha- 
lidine. 

Experiment  1.  Failure  to  secure  quantitative 
recovery  of  sulfathiazole  from  succinylsulfa- 
thiazole. Succinylsulfathiazole,  acetylsulfadia- 
zine,  sulfadiazine,  sulfathiazole,  sulfapyridine, 
and  sulfaguanidine  were  all  prepared  in  con- 
centrations of  0.5  mg.%  in  2.7%  trichloroacetic 
acid.  Three  cc.  amounts  of  these  standard  solu- 
tions were  boiled  for  various  periods  of  time 
either  without  the  addition  of  hydrochloric 


acid  or  with  the  addition  of  0.5  cc.  of  either 
1.2  or  4 N HC1.  In  terms  of  added  hydro- 
chloric acid,  the  latter  two  solutions  had  final 
normalities  of  0.17  and  0.57,  corresponding- 
very  roughly  with  the  final  normalities  re- 
commended by  Bratton  and  Marshall6  and  by 
Marshall7.  Boiling  was  conducted  in  a water- 
bath,  and  the  tubes  were  allowed  to  evaporate 
at  will,  the  volume  being  restored  every  30 
minutes.  Following  hydrolysis  for  various 
periods  of  time,  a determination  of  diazotizable 
substance  was  made  by  the  methods  of  Bratton 
and  Marshall,  all  determinations  being  made 
in  duplicate  at  least.  Readings  were  made  on 
a Klett  photoelectric  colorimeter.  Nitrogen 
determinations  indicated  that  the  succinylsulfa- 
thiazole was  98%  pure.  The  results  are  shown 
in  Table  1.  The  yield  of  free  sulfonamide  from 
sulfasuxidine  was  inferior  to  that  obtained 
from  acctylsulfadiazinc.  This  inferior  yield 
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could  not  lie  entirely  attributed  to  the  loss  of 
free  sulfathiazole  which  may  have  occurred 
during  the  period  of  hydrolysis. 

Tt  was  concluded  from  these  observations 
that  the  methods  suitable  for  acetvlated  sul- 
fonamides were  not  suitable  for  succinylsulfa- 
thiazole  and  that  this  failure  could  not  be  en- 
tirely attributed  to  destruction  of  the  free 
drug  during  hydrolysis. 

It  seemed  possible  that  this  failure  was  due 
to  the  inconstancy  of  volume  during  boiling. 
Multiple  tubes  containing  3 cc.  of  a standard 
succinylsulflathiazole  solution  were  acidified 
with  0.5  cc.  of  4 N HC1.  In  one  set  of  tubes 
the  original  volume  of  3.5  cc.  was  allowed  to 
evaporate  at  Avill,  being  restored  to  3 cc.  every 
30  minutes;  in  a second  set  the  original  volume 
was  diluted  to  5 cc.,  this  volume  being  restored 
every  30  minutes ; and  in  a third  set  the  origi- 
nal volume  of  3.5  cc.  was  held  virtually  constant 
by  means  of  a glass  bubble  acting  as  a conden- 
ser. Results  are  shown  in  Table  II.  Essentially 
quantitive  recovery  was  obtained  when  the  so- 
lution was  held  at  a constant  volume  and  boiled 
for  90  minutes.  In  similar  experiments  with 
weaker  hydrochloric  acid,  the  recoveries  were 
uniformly  inferior  to  those  with  the  stronger 
acid. 

Similar  studies  have  been  made  with  sulfa- 
thalidine.  The  best  yields  of  sulfathiazole  were 
obtained  when  boiling  was  carried  out  in  con- 
stant volume  with  the  stronger  acid  for  a per- 
iod of  60  minutes. 


Table  I 

Percentage  Recovery  of  Free  Sulfonamide  af„er  Exposing 
Various  Sulfonamides  to  Procedures  Used  in  Hydrolysis.  Fig- 
ures indicate  percentage  recovery  after  boiling  for  various 
numbers  of  minutes  following  the  addition  of  0.5  cc.  of  1.2 
or  4 N hydrochloric  acid  to  3 cc.  of  solution  containing 
0.5  mg%  of  drug  in  2.7%  trichloroacetic  acid,  or  without 
the  addition  of  hydrochloric  acid. 


Succinylsulfathiazole 


Minutes  Boiled: 

30 

60 

90 

120 

180 

No  added  HC1 

25 

31 

37 

39 

39 

1.2  N HC1 

46 

63 

73 

79 

84 

4 N HC1 

71 

84 

88 

86 

79 

Ace.ylsulfadiazine 

Sulfadiazine 

Minutes  Boiled: 

30 

60 

90 

120  180 

30 

60 

90 

120 

180 

No  added  HC1 

42 

42 

40 

40  37 

96 

81 

64 

46 

37 

1.2  N HC1 

90 

98 

96 

93  91 

98 

97 

96 

92 

87 

4 N HC1 

100 

98 

95 

92  88 

97 

97 

96 

94 

89 

Sulfathiazole 

Sulfapyridine 

Minutes  Boiled: 

30 

60 

90 

120  180 

30 

60 

90 

120 

180 

No  added  HC1 

100 

98 

95 

86  81 

93 

85 

76 

70 

66 

1.2  N ,HC1 

99 

98 

97 

95  90 

99 

94 

93 

90 

89 

4 N HC1 

99 

98 

95 

95  87 

98 

92 

91 

87 

87 

Sulfaguanidine 

Minutes  Boiled: 

30 

60 

90 

120 

180 

No  added  HC1 

99 

97 

94 

87 

76 

1.2  N HC1 

100 

100 

97 

94 

92 

4 N HC1 

99 

98 

95 

93 

89 

Table  II 

Effect  of  Volume  and  Constancy  of  Volume  on  Hydrolysis 
of  Sulfasuxidine.  One-half  cc.  of  4 N HC1  was  added  to  3 
cc.  of  standard  solution  in  all  cases,  and  the  solution  boiled 
for  various  numbers  of  minutes.  Figures  represent  percent- 
age recovery  of  free  sulfathiazole.  “3  cc.,  variable";  made 
up  to  3 cc.  every  30  minutes.  "5  cc.,  variable”;  diluted  to 


5 cc.  and  made  up 

to  5 cc.  every  30  minutes.  ‘ 

‘3.5  CC., 

con- 

stant";  held  approximately  constant  with 
ing  as  condensers. 

Succinylsulfathiazole 

glass 

bubbles 

act- 

Minutes  Boiled: 

30  60 

90 

120 

180 

3 cc.,  variable 

71  84 

88 

86 

81 

5 cc.,  variable 

71  87 

92 

92 

83 

3.5  cc.,  constant 

86  95 

98 

94 

90 

Experiment  2.  Spontaneous  hydrolysis  of 
phthalylsulfathiazole  during  procedures  used 
to  estimate  free  sulfathiazole.  A series  of  ex- 
periments was  conducted  to  determine  the  de- 
gree of  hydrolysis  of  sulfathalidine  under  a 
variety  of  conditions  encountered  in  the  stor- 
age of  samples  or  in  the  estimation  of  free 
sulfonamides.  Solutions  of  sulfathalidine  (50 
mg.%)  were  prepared  in  0.1  N NaOH,  in  phos- 
phate buffer  at  pH  8.0,  in  neutral  water,  in 
0.1  N HC1,  and  in  4%  trichroloacetic  acid  (25 
cc.  of  20  mg.%  trichloroacetic  acid  being  added 
to  100  cc.  of  aqueous  sulfathalidine,  50  mg.%). 
Two  trichloroacetic  acid  preparations  were 
studied,  one  being  held  at  room  temperature 
and  the  other  in  the  icebox  at  4°  C.  Tests  were 
conducted  to  determine  the  concentration  of 
free  sulfathiazole  at  various  intervals  of  time 
after  preparation  of  the  original  solutions.  The 
usual  methods  of  Bratton  and  Marshall  were 
used,  great  care  being  taken  with  regard  to 
the  constancy  of  technique  and  to  the  time  re- 
quired for  each  step  of  the  test. 

Results  are  indicated  in  Table  III.  It  is  noted 
that  in  the  presence  of  trichloroacetic  acid  at 
room  temperature,  approximately  15%  of  the 
conjugated  drug  had  spontaneously  hydrolyzed 
within  one  hour,  this  figure  rising  to  53%  in 
4 hours  and  to  94%  in-  24  hours.  Rapid  hydro- 
lysis in  the  presence  of  trichloroacetic  acid  was 
also  observed  at  4°  C.  In  alkaline  solutions  in- 
appreciable hydrolysis  occurred  at  room  tem- 
perature during  the  24-hour  period  of  obser- 
vations. 

Difficulties  of  this  particular  type  have  not 
been  encountered  with  other  sulfonamides  stu- 
died in  this  laboratory.  Sulfathiazole,  sulfa- 
diazine, sulfapyridine,  and  sulfaguanidine  were 
added  to  blood  samples  and  stored  for  a week 
in  the  refrigerator  without  change.  Blood  fil- 
trates similarly  stored  showed  a loss  of  less 
than  0.1%.  Succinylsulfathiazole  and  sulfa- 
thiazole were  added  to  20%  stool  solutions  buf- 
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Table  III 

Percentage  Hydrolysis  of  Sulfathalidine  (50  me%)  under 


various  conditions. 

% Hydrolyzed 

at 

Various  Hours 

Reagent 

Temp. 

0 

1 

2 

4 

6 

24  48 

0.1  N NaOH 

Room 

5.5 

4.7 

4.6 

5.8 

5.2 

5.1 

PCq  buffer  (pH  8.0) 

Room 

2.9 

3.7 

4.5 

4.8 

4.8 

4.8 

Neutral  water 

Room 

3.6 

8.2 

8.2 

8.9 

10.1 

15.4 

0.1  N HC1 

Room 

1.8 

1.8 

2.5 

3.7 

4.8 

9.3 

CClgCOOH* 

Room 

2.3 

14.8 

26.6 

52.9 

77.0 

93.6  97.0 

CClgCOOH* 

4°  C. 

4.6 

13.1 

18.2 

23.7 

30.5 

63.0 

♦Concentration  equal  to  that 
of  filtrates. 

used 

in 

standard 

preparation 

fered  at  pH  6. 

, 7,  and 

8 and 

to 

similar 

plain 

buffers  and  stored  at  4°  and  37°  C. : there  was 
no  apparent  loss  in  any  sample  during  a period 
of  14  days. 

.Special  precautions  are  therefore  required 
with  sulfathalidine.  It  seems  imperative  that 
samples  lie  immediately  alkalinized  with  sod- 
ium hydroxide  until  such  time  as  chemical  ex- 
amination can  be  conducted.  It  is  equally  im- 
perative that  the  period  from  addition  of  tri- 
chloroacetic acid  to  addition  of  nitrate  he  not 
only  reduced  to  a minimum  but  also  be  held 
rigidly  constant.  In  all  studies  with  this  drug 
we  have  used  a time  of  13  minutes  for  the  pre- 
paration of  the  filtrate.  During  this  interval 
it  appears  that  less  than  5%  of  the  total  sul- 
fathalidine may  break  down  to  free  sulfathia- 
zole  at  room  temperature. 


CONCLUSIONS 

1.  Inadequate  recoveries  of  sulfathiazole  are 
obtained  from  sulfasuxidine  when  the  custo- 
mary methods  of  hydrolysis  are  used. 

2.  Reasonably  adequate  results  are  obtained 
if  the  volume  of  solution  is  held  constant  dur- 
ing boiling  and  if  hydrolysis  is  carried  out  for 
a.  period  of  90  minutes. 

3.  Essentially  quantitive  recoveries  of  sulfa- 
thiazole may  be  obtained  from  sulfathalidine 
if  evaporation  is  prevented  during  hydrolysis 
and  if  this  is  carried  out  for  a period  of  60 
minutes. 

4.  Sulfathalidine  tends  to  break  down  signi- 
ficantly or  markedly  during  the  preparation 
of  trichloroacetic  acid  filtrates.  Unless  suggest- 
ed precautions  are  taken,  it  is  therefore  possi- 
ble that  high  concentrations  of  free  sulfathia- 
zole may  be  erroneously  reported. 
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SUBACUTE  BACTERIAL  ENDOCARDITIS  WITH 

CASE  REPORT 


By  S.  KENT  CONNER,  M.D. 
Phoenix,  Arizona 


CASE  REPORT 

The  patient,  a 21  year  old,  white  female, 
wife  of  a meat  cutter,  lived  in  the  northern 
part  of  Arizona.  Past  history  revealed  the  fol- 
lowing diseases : typhoid,  measles,  and  polio- 
myelitis without  any  noticeable  deformity  in 
childhood,  and  probable  influenza  four  years 
previous  to  present  complaint.  The  patient  had 
had  one  pregnancy  with  normal  delivery  two 
years  previously.  She  was  considered  to  be  in 
good  physical  health  until  mid-October  of  1944. 
At  this  time  she  developed  sore  and  swollen, 
red  ankles  which  lasted  for  about  one  week. 
After  clearing  for  approximately  one  week, 
this  condition  returned  with  the  pain  and 
swelling  traveling  from  .joint  to  joint  all  over 
the  body.  This  was  accompanied  with  fever  and 


the  condition  persisted  until  April  28,  1945. 
During  the  latter  part  of  1944  she  ivas  treated 
with  gold  therapy  for  arthritis  with  no  im- 
provement. She  gradually  lost  weight,  became 
weak  and  easily  fatigued.  At  no  time  was  she 
put  to  bed  rest  or  given  any  salicylates.  In 
February  her  attending  physician  informed 
her  she  had  rheumatic  fever  and  that  her  heart 
had  been  leaking  since  October  1944.  Imme- 
diate tonsillectomy  was  recommended  and  was 
performed  on  February  14,  1945.  This  seemed 
to  aggravate  her  present,  condition.  Anorexia, 
malaise,  weakness,  fatigue  and  the  joint  symp- 
toms became  severe.  On  March  15,  1945  the 
patient  came  to  Phoenix  and  was  first  seen  at 
that  time.  Her  chief  complaint  consisted  of 
malaise,  weakness,  loss  of  15  pounds  of  weight, 
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irregular  fever  and  sore,  stiff  joints  without 
swelling  or  redness.  She  was  put  to  bed  rest 
and  on  sodium  salicylates  because  of  rheumatic 
heart  disease  and  active  rheumatic  fever.  Lab- 
oratory examination  at  this  time  showed  a nor- 
mal urinalysis,  negative  Kahn  and  negative 
blood  for  Brucella  abortus.  The  blood  count 
was  hemoglobin  81%,  red  blood  cells  41/2  mil- 
lion, white  blood  count  12,100  and  neutrophils 
were  80%.  Cutler  sedimentation  rate  was  23 
mm.  in  one  hour.  After  three  weeks  of  bed  rest 
the  joint  pain  had  entirely  disappeared  and 
the  patient  felt  better  in  this  respect,  but  felt 
weaker.  There  was  a reappearance  of  fever 
and  chills ; the  temperature  being  subnormal 
in  the  morning  and  spiking  in  the  afternoon 
(see  chart).  Two  days  before  hospital  admis- 
sion the  temperature  spiked  to  106  degrees 
and  the  patient  became  delirious.  This  subsided 
after  cold  water  enemas  and  alcoholic  sponges. 
The  following  day  the  laboratory  examination 
revealed  the  following:  red  blood  count  2% 
million;  hemoglobin  49%,  white  blood  count 
6,000;  neutrophils  75.  The  Cutler  sedimenta- 
tion rate  was  18  mm.  in  one  hour ; the  urine 
negative  except  for  6 pus  cells  per  high  power 
field ; the  blood  culture  revealed  Streptococcus 
viridans  at  this  time  and  again  two  days  later. 
The  heart  sounds  had  become  more  bounding 
and  a harsh  systolic  could  be  heard  at  the  apex 
and  the  base. 

The  patient  was  hospitalized  on  April  22. 
1945  and  the  physical  examination  at  the  time 
revealed  a well  developed,  but  poorly  nourish- 
ed, pale,  white  female  approximately  21  years 
of  age.  Ears,  nose,  throat  and  eyes  showed  no 
abnormalities  except  for  extreme  pallor  of  con- 
junctiva and  mucous  membranes.  The  mouth 
and  teeth  appeared  normal ; the  tonsils  had 
been  removed  and  the  fauces  were  well  healed. 
The  chest,  lungs,  and  breath  sounds  were  nor- 
mal throughout  both  lung  fields.  The  respira- 
tions were  24  per  minute.  Examination  of  the 
heart  revealed  on  inspection,  diffuse  apex  im- 
pulse in  left  fifth  intercostal  space  at  left 
mid-clavicular  line;  palpation,  no  thrill  felt; 
percussion,  no  cardiac  enlargement  present; 
ausculation  revealed  regular  rate  of  108  per 
minute.  There  was  a harsh  systolic  murmur  at 
the  apex  and  aortic  area.  The  peripheral  vas- 
cular system  gave  a blood  pressure  of  100/60; 
the  pulse  108,  regular  and  strong.  There  was 


no  evidence  of  peripheral  embolic  lesions.  The 
abdomen  revealed  slight  epigastric  tenderness 
and  the  lower  abdominal  gaseous  distension. 
The  kidneys,  liver,  and  spleen  were  not  pal- 
pated. The  genito-urinary  system  was  normal. 
The  extremities  were  thin  and  emaciated,  the 
reflexes  were  normal.  As  for  the  glands,  there 
was  no  lymphadenopathy.  The  skin  exhibited 
extreme  pallor. 

Laboratory  findings  on  admission  were ; 
urinalysis,  normal ; Kahn,  negative ; blood 
count : 3,100,000  red  count ; 44%  hemoglobin ; 
white  blood  count  8,100 ; neutrophils,  84.  The 
blood  culture  ‘was  positive  for  Streptococcus 
viridans  on  April  23,  1945.  The  patient  was 
given  a transfusion  of  500  cc  whole  blood  on 
April  23rd.  Penicillin  by  continuous  intra- 
venous drip  was  begun  on  April  24th  at  a 
dosage  of  400,000  units  daily  (later  increased 
to  800,000  units  - see  chart)  dropping  at  a rate 
of  approximately  30  drops  per  minute.  The 
temperature  fell  to  99  degrees  on  the  28th  and 
was  normal  on  May  1st.  On  April  29th  the 
patient  developed  red,  swollen,  tender  areas 
behind  the  right  medial  malleous  and  in  the 
ball  of  the  right  great  toe  and  also  on  the  tip 
of  the  left  third  finger.  Heparin  was  begun 
on  April  30th  and  was  administered  for  5 days 
after  the  intravenous  method  of  Loewe1,  but 
was  discontinued  because  the  cost  was  so  high 
and  because  reports  in  medical  literature  re- 
vealed that  good  results  could  be  obtained  with- 
out heparin  as  well  as  with  it2  3 4 5.  After  May 
2nd  the  patient  steadily  improved  in  general 
feeling  and  in  appetite.  The  temperature  re- 
mained normal  and  the  embolic  areas  gradually 
cleared.  Total  penicillin  dosage  was  18,900.000 
units.  The  penicillin  was  discontinued  on  May 
24,  1945.  The  patient  was  discharged  from  the 
hospital  on  May  25th.  The  ear,  nose,  throat 
and  dental  consultation  did  not  reveal  any  foci 
of  infection.  By  May  31st  the  sedimentation 
rate  was  12  mm.  in  one  hour ; the  hemoglobin 
was  78%  ; the  white  count  was  11,000  and  the 
blood  culture  was  negative.  Since  treatment 
was  begun  the  blood  cultures  had  remained 
negative,  the  sedimentation  rate  normal  and 
the  blood  count  became  and  remained  normal. 
At  the  time  of  writing,  8 months  later,  the 
patient  feels  perfectly  normal  and  there  is  no 
eyidi?nH  "of retlir  fling  syinptoinswShe  has  gain- 
ed about  25  lbs.  in  weight. - 
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ETIOLOGY 

The  organism  responsible  for  subacute  bac- 
terial endocarditis  is  one  of  low  virulence.  The 
causative  organism  in  the  majority  of  cases  is 
Streptococcus  viridans6  7 8.  Other  causative  or- 
ganisms encountered  less  frequently  are  Strep- 
tococcus mitis,  Streptococcus  saliva rius,  Strep- 
tococcus faecalis  and  Streptococcus  liquefa- 
eiens.  Subacute  as  well  as  acute  bacterial  en- 
docarditis may  be  caused  by  Staphylococcus 
aureus,  Streptococcus  hemolyticus,  the  Neisseria 
group,  the  Brucella  group  and  the  Bacillus 
influenzae  and  mixed  infections8. 

PATIIOGENISIS 

General  agreement  presupposed  a previously 
damaged  heart  valve  or  a congenital  cardiac 
defect  as  a prerequisite  for  subacute  bacterial 
endocarditis7  9 10.  Valve  defect  may  be  slight 
and  in  order  of  prevalence  includes  valvular 
deformity  resulting  from  rheumatic  fever,  con- 
genital defects,  syphilis,  and  arterial  sclero- 
sis9 10.  Trauma  is  rarely  a cause.  The  congeni- 
tal defects  in  order  of  prevalence  are  inter- 
ventricular septal  defect,  patent  ductus  arter- 
iosus, bicuspid  valves,  tetralogy  of  Fallot  and 
pulmonary  stenosis10.  Transient  bacteriemia  is 
necessary9.  This  may  result  from  otitis  media, 
tonsillectomy,  dental  manipulation  or  sinusitis. 
SYMPTOMS  AND  DIAGNOSIS 

The  onset  is  usually  gradual  with  increasing 
malaise,  anorexia,  fatigue,  loss  of  weight,  pallor 
and  a low  grade  fever  which  soon  reaches  a 
septic  type11.  However,  the  disease  may  have  a 
sudden  onset  of  chills  and  fever,  cerebral  acci- 
dent or  retinal  embolism7.  Chills  and  fever  are 
practically  consistent  findings.  As  the  disease 
progresses  peripheral  emboli  usually  make  their 
appearance.  Cardiac  defects  are  found  in  most 
every  case  and  congestive  failure  may  become 
evident  late  in  the  disease.  Central  nervous 
system  symptoms  such  as  encephalitis,  menin- 
gitis, psychoses  and  cerebral  accidents  may  be 
evident10.  Respiratory  symptoms  of  cough, 
dyspnea  and  occasional  hemoptysis  are  fre- 
quent. Splenomegaly  and  glomerulonephritis 
as  well  as  other  embolic  phenomena  often  oc- 
cur7 10.  A positive  blood  culture  can  be  demon- 
strated sometime  during  the  disease  in  practi- 
cally every  case.  Hypochromic  anemia  is  the 
rule11.  Leukocytes  vary  from  leukpenia  to 
leukocytosis  or  normal  counts11.  Marked  leuko- 
cytosis is  rare  . except  in  complication^.  The 
sedimentation  r§t,e,  U constantly  -elevated. 


TREATMENT 

Until  the  discovery  of  penicillin  the  treat- 
ment of  subacute  bacterial  endocarditis  was 
most  discouraging.  Only  occasional  cases  were 
reported  as  cured  with  the  combination  of  sul- 
fonamides and  heparin2  13  11 15  12.  Now  and  then 
a case  was  reported  as  cured  without  any  spe- 
cific therapy.  Therapy  with  gentian  violet, 
vaccines,  serums,  mercurochrome,  acriflavin 
and  merthiolate  have  been  discontinued  be- 
cause they  have  fallen  into  disrepute12. 

PENICILLIN 

Numerous  reports  in  the  literature  give  vary- 
ing results  from  no  cure  to  complete  cures  in 
some  series  of  so  treated  patients1  2 3 15 16. 
Loewe  and  his  associates  and  Dawson  and 
Hunter  give  high  percentages  of  apparant 
cures1  5.  There  are  three  methods  of  administer- 
ing penicillin.  The  first  and  probably  the  most 
successful  as  well  as  being  the  most  comfort- 
able for  the  patient  is  continuous  intravenous 
drip1  19.  However,  in  this  method,  occasional 
thrombophlebitis  occurs  because  the  needle  is 
left  in  place  for  several  hours.  This  occurred 
only  once  in  the  case  reported  and  was  of  a 
minor  nature.  The  second  choice  of'  adminis- 
tration is  probably  periodic  muscular  injections 
every  three  hours  day  and  night.  Here  frequent 
painful  injections  are  encountered  especially 
in  cases  of  emaciation.  The  last  and  third 
method  is  continuous  intramuscular  drip17. 
This  technique  is  reported  as  being  very  com- 
fortable and  desirable.  The  dosage  of  penicillin 
per  day  ranges  from  200,000  to  600,000  units 
and  should  be  daily  for  approximately  four- 
weeks  to  insure  best  results151516;  total  dos- 
age ranging  from  830,000  to  36,700,000  as  re- 
ported by  Dawson  and  Hunter5.  A check  of 
the  causative  organisms  resistance  to  penicillin 
in  vitro  before  treatment  is  instituted  can  in- 
dicate the  response  that,  may  be  obtained  from 
adequate  treatment  in  vivo.  The  technique  of 
the  various  methods  of  administration  have 
been  described  by  Loewe  and  Harris1  17. 

Heparin  has  not  proved  of  any  benefit  in 
this  disease  and  its  position  has  been  clearly 
placed  by  Katz  and  Elek1.  It  has  all  but  been 
abandoned  because  treatment  is  as  effective 
without  heparin  as  with  it3  16  lfl.  Probably  a 
higher  incidence  of  embolic  occurence  is  found 
with  the  use  of  heparin  as  is  also  the  instance 
of  cerebral  hemorrhage518. 
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Supportative  Treatment 

The  value  of  transfusions  when?  indicated 
cannot  be  over  estimated18 ; and  also  the  value 
of  a high  caloric  diet  and  high  vitamin  intake. 
Removal  of  any  evident  foci  of  infections  such 
as  teeth  or  tonsils,  etc.  is  very  important4.  Rest 
is  of  basic  importance. 

Failures  of  penicillin  treatment  in  subacute 
bacterial  endocarditis  may  he  due  to  a number 
of  causes20.  Among  these  may  he;  1,  a resistant 
organism  or  strain;  2,  inadequate  dosage  of 
penicillin  administered;  3,  an  overwhelming 
infection ; 4,  failure  to  carry  out  other  neces- 
sary treatment  such  as  removal  of  bad  teeth, 
infected  tonsils  or  failure  to  treat  sinusitis;  5, 
unavoidable  complications  such  as  embolic 
coronary  occlusion  and  ruptured  valves. 
SUMMARY 

A case  of  subacute  bacterial  endocarditis  is 
reported  with  an  apparent  cure  with  large 
doses  of  penicillin  by  the  continuous  intra- 
venous method. 


DISCUSSION— By  Robert  S.  Flinn,  M.  T). 

These  are  exciting  days  in  the  study  of  heart 
disease.  A few  years  ago  the  field  of  cardiac 
disorders  was  considered  to  be  a sterile  one, 
and  cardiac  diagnosis  like  that  of  neurology 
were  largely  of  an  atomic  and  academic  inter- 
est. The  field  was  considered  to  he  thoroughly 
explored  and  little,  if  any,  progress  was  antici- 
pated. 
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Consider  for  just  a moment  the  extraordin- 
ary change  that  has  taken  place  in  the  past 
few  years.  Not  only  are  men  like  Dr.  Conner 
all  over  the  United  States  treating  and  appa- 
rently curing  an  affliction  which  heretofore 
was  uniformly  fatal  but  the  most  fantastic 
operations  are  daily  being  performed  all  over 
the  country.  In  Boston  Dr.  Robert1  Cross  is 
regularly  treating  surgically  cases  of  patent 
ductus  arteriosus  but  in  addition  to  this  has 
done  end  to  end  anastomoses  of  the  thoracic 
aorta  for  the  cure  of  coarctation.  Dr.  Sweet 
regularly  operates  for  the  relief  of  constrictive 
pericarditis  and  the  high  ligation  of  the  in- 
ferior vena  cava  is  done  almost  routinely  by 
Dr.  Linton.  In  Baltimore  Dr.  Blalock  is  regu- 
larly performing  surgical  operations  in  cases 
of  malformation  of  the  heart  in  which  there  is 
pulmonary  stenosis  or  pulmonary  atresia.  In 
cases  of  tetralogy  of  Fallot  the  pulmonary 
artery  is  joined  by  side  to  side  anastomosis 
with  the  subclavian  arteries.  And  finally  Dr. 
Dexter  at  the  Peter  Ben  Brigham  Hospital 
can  quite  simply  insert  a catherer  in  the  vein 
of  your  arm  and  skillfully  catheterize  the  right 
side  of  the  heart  to  determine  the  oxygen  sat- 
uration. 

Within  recent  months  I have  had  an  oppor- 
tunity of  hearing  discussions  on  the  treatment 
of  the  disease  by  three  different  groups  of 
workers. 

The  first  was  Dr.  Arthur  Bloomfield  of  San 
Francisco  who  has  had  an  extensive  experience 
in  the  treatment  of  this  disease.  Contrary  to 
most  authorities,  he  believes  that  a patient 
with  this  affliction  should  be  treated  for  a 
minimum  of  two  months.  You  will  remember 
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that  the  average  authority  believes  that  from 
three  to  four  weeks  is  sufficient. 

Dr.  Bloomfield’s  routine  was  25,000  units 
every  3 hours  intramuscularly  day  and  night 
for  a period  of  2 months.  He  then  began  ex- 
perimenting with  other  dosages.  He  found  that 
by  giving  50,000  units,  that  is  in  an  aqueous 
solution,  every  6 hours)  that  the  patient  did 
equally  as  well  as  with  the  3 hour  dosage.  He 
then  used  200,000  units  twice  daily  and  the 
blood  cultures  became  negative  and  the  patient 
recovered.  However  when  he  began  using  500, 
000  units  daily  in  one  injection,  the  blood  cul- 
tures became  positive  and  it  was  necessary  to 
abandon  the  single  dosage.  He  expressed  the 
belief  that  when  penicillin  was  mixed  with 
beeswax  and  other  substances,  marked  changes 
in  the  penicillin  routine  would  be  in  order.  Of 
course,  Dr.  Bloomfield  believes  that  3 positive 
blood  cultures  should  be  obtained  before  start- 
ing treatment  and  at  once  treatment  was  start- 
ed that  adequate  doses1  should  be  given.  He 
found  that  although  theoretically  the  concen- 
tration in  the  serum  should  be  sufficient  to 
kill  the  microbes  in  the  test  tubes,  actually  it 
was  not  necessary  to  maintain  a concentration 
in  the  blood  serum  at  all  times.  In  other  words, 
the  concentration  of  the  penicillin  in  the  plas- 
ma is  apparently  not  necessary  in  most  cases. 
It  was  pointed  out  in  this  discussion  that  the 
temperature  may  remain  elevated  for  some 
time  even  in  the  presence  of  a negative  blood 
culture.  Although  Dr.  Bloomfield  was  enthu- 
siastic with  thet  results  obtained,  he  pointed 
out  that  the  end  results  were  not  entirely  sat- 
isfactory in  all  cases  since  25%  of  his  patients 
eventially  went  into  cardiac  failure  and  many 
died.  Why  these  individuals  who  recover  from 
an  apparently  fatal  disease,  should  develop  car- 
diac is  not  known.  There  is  evidently  some 
decrease  in  the  cardiac  reserve  due  to  the  fact 
that  penicillin  hastens  healing  and  the  dam- 
aged valves  are  further  deformed.  In  10%  to 
15%  of  Bloomfield’s  cases  the  organism  was 
resistant  to  penicillin.  This  is  contrary  to  the 
observations  of  the  Boston  workers.  Keefer  and 
Anderson,  who  have  had  a large  experience  in 
this  condition,  have  experimented  with  various 
methods  of  administration.  They  disagree  with 
Bloomfield  and  say  that  2 months  is  longer 
than  most  patients  need  to  be  treated.  They 
believe  that  2 to  3 weeks  is  sufficient.  After 
trying  the  intravenous  method,  both  continuous 
and  intermittent,  and  the  intramuscular  in- 
jection, both  continuous  and  intermittent,  they 
are  now  using  the  intermittent  intramuscular 
injection  every  3 hours.  In  common  with  all 
observers  at  the  present  time,  they  do  not 
believe  Heparin  or  any  anti-coagulant  have 
any  place  in  the  treatment  of  sub-acute  bac- 
terial endocarditis.  They  consider  that  sensi- 
tivity tests  are  necessary  before  treatment  as 
well  as  four  positive  blood  cultures.  They  have 


found  that  0.004  units  per  cc.  is  the  average 
sensitivity.  If  the  sensitivity  is  about  1.0  units 
per  cc.  the  individual  should  be  treated  with 
penicillin-x  300,000  units  twice  daily  in  lanilin 
and  peanut  oil. 

Keefer  and  Anderson  have  reported  400 
cases  of  sub-acute  bacterial  endocarditis  of 
which  54%  wex-e  arrested  for  one  year  or  more. 
They  believe  that  from  60%  to  75%  of  these 
people  will  recover.  It  should  be  emphasized 
here  that  sub-acute  bacterial  endocarditis  is  not 
a rare  condition.  Many  authorities  estimate 
that  from  25%  to  40%  of  individuals  with 
rheumatic  heart  disease  will  eventually  deve- 
lop sub-acute  bacterial  endocarditis. 

From  these  reports  certain  conclusions  can 
be  drawn,  a.  Sub-acute  bacterial  endocarditis 
responds  satisfactorily  to  treatment  with  peni- 
cillin without  the  use  of  heparin.  However  the 
patient  is  subject  to  recurrences  of  his  infec- 
tion as  well  as  subsequent  cardiac  failure,  b. 
It  is  important  that  a positive  diagnosis  be 
made  before  treatment  is  undertaken,  c.  Ade- 
quate penicillin  dosage  is  definitely  indicated. 
At  least  300,000  units  should  be  given  daily 
for  a period  of  from  4 to  8 weeks,  d.  Intra- 
venous drip  is  not  only  not  necessary  but  not 
desirable,  intramuscular  injections  every  4,  5 
or  6 houi*s  or  the  use  of  a wax  preparation  is 
probably  sufficient,  e.  As  a precaution  against 
reactivation,  eradication  of  foci  such  as  teeth 
and  tonsils  should  be  undertaken.  Since  sub- 
acute  bacterial  endocarditis  frequently  follows 
the  removal  of  teeth,  about  25%  of  the  cases, 
according  to  Bloomfield,  prophylactic  doses  of 
sulfonamides  or  penicillin  should  be  given  fox- 
some  tixxxe  prior  to  operation. 
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Cditorial^ 

The  American  College  of  Chest 
Physicians 

The  Arizona  Chapter  of  the  American  Col- 
lege of  Chest  Physicians  is  having  a one  day 
meeting  on  Wednesday,  May  first  — one  day 
preceeding  the  Arizona  State  Medical  Conven- 
tion which  is  being  held  at  Phoenix  May  2,  3, 
and  4,  1946.  The  Westward  Ho  Hotel,  Phoenix, 
is  to  he  host  to  both  medical  meetings.  It  is 
necessary  to  make  reservations  soon  at  the 
Westward  Ho  Hotel  directly. 

This  chest  disease  meeting  will  dovetail  very 
well  with  the  state  meeting  providing  an  added 
opportunity  for  refresher  work  with  a well 
arranged  state  meeting. 

The  guest  speakers  on  chest  diseases  will  be 
Dr.  John  C.  .Tones  of  Los  Angeles;  Dr.  Duane 
Carr  of  Memphis;  and  Dr.  Alvis  E.  Greer  of 
Houston.  A well  balanced  program  has  been 
arranged  which  will  be  of  interest  to  the  intern- 
ist, surgeon,  and  general  practitioner. 

Most  of  the  titles  of  the  program  are  self 
ferent  individuals  does  not  affect  liver  func- 
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20.  Bloomfield.  A.  L.,  Kirby,  W.  M.  and  Armstrong,  C.  D. 
Study  of  "penicillin  failures.’’  J.A.M.A.  126:685-691,  Nov.  11. 
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explanatory.  Dr.  Carr  will  present  pulmonary 
disease  and  bronchiectasis  in  workers  in  an 
arsenal  from  loading  mustard  gas  shells.  His 
second  paper  concerns  the  differential  diag- 
nosis of  wheezing,  bronchoscopic  aspiration  in 
status  asthmaticus,  and  dorsal  sympathetic 
ganglionectomy  in  intractable  asthma. 

This  is  an  open  meeting  and  physicians  are 
welcome.  This  excellent  program  should  be  of 
interest  to  all  physicians  of  Arizona  and  every- 
one is  urged  to  attend. 


Liver  Function  Tests 

The  numerous  tests  for  determining  decreas- 
ed liver  function  advocated  by  different  in- 
vestigators have  caused  considerable  uncer- 
tainty as  to  which  might  be  the  most  useful. 
Consequently  there  as  developed  a feeling  that, 
since  none  gives  consistent  results,  laboratory 
tests  are  more  or  less  useless  in  diseases  of  this 
organ.  The  multiple  physiological  activities  of 
the  liver  preclude  the  use  of  a single  functional 
test  as  the  same  pathological  process  in  dif- 
tion  in  the  same  manner  nor  to  an  identical 
degree,  in  spite  of  this  feeling  of  inadequacy 
there  are  a few  tests  which  when  used  in.  com- 
bination with  each  other  and  interpreted  in 
relation  to  clinical  manifestations  give  valu- 
able information  as  to  the  type  and  degree  of 
liver  damage. 

In  general,  it  may  be  said  that  those  tests 
involving  known  liver  functions  give  the  great- 
est information  while  the  results  from  proce- 
dures making  use  of  unknown  factors  must  be 
interpreted  with  reservation.  Among  the  former 
are  excretion  tests  represented  by  bromsulfa- 
lein  and  rose-bengal  elimination,  detoxification 
or  synthesis  is  in  the  hippuric  acid  test.,  carbo- 
hydrate metabolism  exemplified  by  the  galac- 
tose and  glucose  tolerance  and  protein  matabo- 
lism  as  in  Amino  acid,  Albumin-globulin  ratio, 
and  prothrombin  determinations.  The  latter 
are  represented  by  the  Takata-Ara,  cephalin 
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flocculation,  Maclagan  thymol  turbidity  and 
Weltman  serum  coagulation  reactons.  The 
mechanism  of  these  is  not  known  and,  though 
they  may  be  reliable,  too  much  dependence  can 
not  be  placed  upon  the  results  obtained  in  their 
performance. 

For  “mass  screening”  Watson  has  advocated 
the  use  of  four  tests,  e.g.,  icterus  index,  urine 
urobilinogen,  cephalin-chloresteral  flocculation 
and  bromsulfalein  tests.  For  more  extensive 
study,  a battery  of  liver  function  tests  are  un- 
dertaken, perhaps  too  extensive  for  private 
practice.  Of  the  above  tests,  bromsulfalein  ex- 
cretion or  its  counterpart,  the  rose-bengal  elim- 
ination, should  be  used  when  there  is  no  jaun- 
dice. In  the  presence  of  bile  retention,  the 
galactose  tolerance,  though  not  so  reliable,  may 
be  substituted. 

The  amount  of  hippuric  acid  synthesis  from 
sodium  benzoate  is  very  reliable  in  estimating 
the  presence  and  degree  of  liver  damage,  espe- 
cially if  given  intravenously.  There  has  been 
reported  a reaction  following  ingestion  of  so- 
dium benzoate  in  a patient  with  severe  jaun- 
dice. The  symptoms  were  chest  pain,  extreme 
dyspnea,  orthopnea  and  leukopenia.  This  is 
probably  of  rare  occurrence  and  should  not 
decrease  the  use  of  this  test  unless  further 
reports  of  toxicity  are  forthcoming. 

A valuable  procedure  infrequently  used  in 
liver  disease  is  that  of  Cholesterol  partitioning. 
Weinhouse  expresses  surprise  that  it  is  not 
more)  generally  adopted  as  he  feels  that  the 
test  is  valuable  for  prognosis  as  well  as  differ- 
ential diagnosis.  The  ratio  of  free  to  total 
cholesterol  is  not  altered  in  obstructive  jaun- 
dice even  though  the  total  is  markedly  increased. 
In  parenchymal  damage  Cholesterol  esters  are 
decreased  apparently  in  proportion  to  the  de- 
gree of  liver  injury. 

The  more  recently  devised  cephalin-cho- 
leSterol  flocculation  test!  appears  to  be  valuable 
in  following  the  course  of  liver  disease  and 
may  be  useful  in  determining  early  damage. 
As  yet,  it  is  too  early  to  properly  evaluate  the 
results  of  its  use.  There  is  no  doubt  that  mini- 
mal changes  give  positive  flocculation.  How- 
ever, technical  false  positives  as  well  as  posi- 
tives occurring  in  other  diseases  may  lessen 
the  value  of  the  test  for  diagnostic  purposes. 

The  quantitative  van  den  Bergh  or  icteric 
index  is  certainly  useful  in  determining  and 


following  the  retention  of  bilirubin.  As  both 
give  approximately  the  same  information,  it  is 
not  necessary  to  combine  them  except  as  a check 
on  the  technique.  There  seems  to  be  no  reason 
for  continuing  the  use  of  the  Takata-Ara  or 
Weltman  serum  coagulation  tests. 

From  all  indications,  it  seems  necessary  at 
present  to  use  a combination  of  properly  se- 
lected laboratory  tests  to  determine  the  type 
and  degree  of  altered  liver  function.  It  is  sug- 
gested that  at  least  two  of  the  following  tests 
be  used  as  an  aid  in  diagnosis  that  is,  brom- 
sulfalein excretion  in  the  absence  of  jaundice  or 
galactose  tolerance  if  jaundice  is  present,  hip- 
puric acid  synthesis,  cholesterol  partitioning 
and  perhaps  the  cephalin-cholesterol  floccula- 
tion test.  For  following  the  course  of  liver  dis- 
ease at  least  one  of  these  tests  should  be  used: 
icterus  index,  quantitative  van  den  Bergh  or 
Hanger’s  flocculation  reaction.  Other  tests  such 
as  the  A /G  ratio,  prothrombin;  time,  glucose 
tolerance  and  serum  posphotase  may  be  added 
to  the  diagnostic  armamentarium.  It  is,  of 
course,  always  necessary  to  determine  the 
icterus  index  or  quantitative  bilirubin  in  snb- 
clinical  or  borderline  icterus.  O.  W. 


An  Announcement  To  The 
Physicians  OF  Arizona 

Between  March  1st  and  June  1st,  1946,  a 
nation-wide  study  of  the  health  services  for  the 
youth  of  the  country  is  being  made  by  prac- 
ticing doctors  under  the  sponsorship  of  the 
American  Academy  of  Pediatrics. 

This  study  is  to  he  carried  out  on  a state 
level  by  the  physicians  of  each  state. 

The  purpose  of  the  study  is  three-fold. 

1.  To  determine  the  distribution  among 
practicing  physicians  of  the  load  of  the  medical 
care  of  the  youth  of  the  nation. 

2.  To  evaluate  the  status  of  existing  and 
nonexisting  health  facilities  as  found  by  prac- 
ticing physicians  in  the  medical  care  of  their 
young  patients. 

3.  To  integrate  this  data  on  a state  by  state 
level  for  the  future  practical  use  of  the  physi- 
cians in  each  state. 

Thus  a measure  of  available  health  facilities 
in  each  state  will  become  known  to  the  medical 
profession  in  their  own  state.  The  information 
will  serve  as  an  index  on  which  the  differen- 
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tial  health  needs  for  the  betterment  of  health 
facilities  in  each  community  can  be  determined. 
The  data'  will  serve  as  foundation  stones  on 
which  appropriate  state  medical,  health  and 
lay  organizations  may  build  for  future  im- 
provement in  the  youth  health  facilities  for 
Arizona. 

Hence  as  a practicing  physician  in  the  state 
you  will  be  asked  shortly  to  do  your  part  in 
this  study  by  giving  conscientiously  your  share 
of  pertinent  information.  You  will  be  asked 
two  fundamental  questions  on  the  basis  of  your 
personal  medical  experience  and  of  your  know- 
ledge of  the  status  of  youth  health  facilities  in 
the  community  in  which  yon  practice. 

1.  To  what  degree  do  you,  as  a physician, 
carry  the  load  of  the  medical  care  of  young 
patients  in  your  community? 

2.  Have  the  health  facilities  in  your  com- 
munity met  your  medical  requirements  in  car- 
rying out  the  medical  care  you  wish  to  give 
your  young  patients  ? 

Two  questionnaires  bearing  on  these  two 
questions  will  reach  you  within  a short  time. 
Will  you  please  be  thinking  about  these  ques- 
tions in  order  that  you  may  give  the  informa- 
tion which  you  consider  most  vital  in  this  par- 
ticular study.  The  success  of  this  study  in  each 
state  depends  wholly  upon  the  cooperation  of 
every  practicing  physician  in  the  state. 

VIVIAN  TAPPAN,  M.  D. 

State  Chairman  for  Arizona 
American  Academy  of  Pediatrics 

SYDNEY  G-ELLIS,  M.  D. 

Executive  Secretary  for  Youth 
Health  Study  in  Arizona 


A Breakdown  Of  The  4F’s 

Much  has  been  said  about  the  five  million 
IP’s  who  were  unfit  for  Military  Service  as 
reported  in  statistics  from  the  selective  service 
examinations.  The  following  excerpt  is  from  a 
paper  entitled  ‘ 1 The  Philosophical  Background 
of  Compulsory  Health  Insurance”  by  Bowel l 
S.  Coin,  M.  I).  Los  Angeles : 

Selective  Service  Statistics 
Since  the  five  million  IP ’s  are  so  frequently 
invoked,  and  since  it  is  at  first  glance  so  shock- 
ing a figure,  let  us  examine  it  in  some  detail. 
One  difficulty  with  the  argument  is  that  intel- 
lectually it  is  not  very  honest.  In  Senator  Pep- 


per’s interim  report  the  figure  is  announced 
on  page  one  not  as  five  million,  but  as  four- 
and-one-half  million  but  on  page  three  of  the 
same  report  the  graph  discloses  the  true  figure 
to  be  4,217,000.  An  error  of  13V2  per  cent  can 
scarcely  be  considered  insignificant.  Of  the 
total  number  rejected  444,800  were  rejected  as 
manifestly  disqualified,  that  is  to  say  the  to- 
tally blind,  the  totally  deaf,  the  deaf-mutes, 
the  legless,  the  armless  and  so  forth.  It  seems 
perfectly  obvious  that  no  program  of  medical 
care  could  have  influenced  this  figure.  701,700 
were  rejected  for  mental  disease.  Again  I don’t 
know  of  a program  of  medical  care  which 
would  have  prevented  mental  disease  in  these 
unfortunate  people.  582,100  were  rejected  for 
mental  deficiency,  that  is  to  say  that  they  were 
the  imbeciles,  the  idiots  and  the  morons.  The 
most  casual  knowledge  of  eugenics  would  per- 
suade anyone  that  this  group  does  not  consti- 
tute a medical  problem,  and  these  three  groups 
together  reach  the  large  total  of  1,727,600. 
When  these  have  been  excluded  there  remain 
2,426,500  or  somewhat  less  than  half  of  the 
originally  claimed  five  million.  Of  this  group 
320,000  were  rejected  for  muscular-skeletal  de- 
fects, that  is  to  say  the  clubfoot,  the  paralytic, 
the  withered  arm,  the  congenitally  dislocated 
hip  and  so  forth.  Again  I wonder  what  pro- 
gram of  medical  care  might  have  made  this 
group  fit,  for  military  service.  280,000  were  re- 
jected for  syphilis.  The  statute  books  are  al- 
ready loaded  with  laws  regarding  syphilis. 
There  is  probably  not  a community  in  the 
United  States  in  which  a person  afflicted  with 
this  disease  cannot  secure  treatment  from  the 
Department  of  Public  Health.  How,  then,  would 
compulsory  health  insurance  have  eliminated 
this  group  ? 220,000  were  rejected  for  hernia. 
Hernia  is  a congenital  defect  and  if  a person 
is  born  with  a defective  inguinal  or  femoral 
canal  he  is  likely  to  have  a hernia  and  medical 
care  has  nothing  whatever  to  do  with  the  oc- 
currence of  hernia.  160,000  were  rejected  for 
“eyes.”  Since)  eyes  would  seem  to  be  useful 
adjuncts  to  men  who  were  to  be  soldiers  or 
sailors,  I presume  that  this  means  defective 
vision.  If  one  is  born  with  an  eyeball  too  long 
or  two  short  or  one  which  is  not  a globe  one 
will  either  wear  glasses  or  not  see  very  well 
and  medical  care  has  nothing  whetever  to  do 
with  it.  Thus  about  one  million  more  have  been 
eliminated  and  the  number  of  rejections  on  a 
basis  of  lack  of  medical  care  is  about  1,500,000. 
Whether  any  program  of  medical  care  would 
have  materially  reduced  this  number  is  prob- 
lematical. If  the  proponents  wish  to  rest  then- 
case  upon  tllie  need  shown  here  (and  they  have 
made  a great  deal  of  it),  I am  content. 
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Office  Of  The  Surgeon  General 

GENERAL  LULL  LEAVES  SGO  FOR  AMA 

Major  General  George  F.  Lull,  Deputy  Sur- 
geon General  of  the  Army,  whose  notable  re- 
cord in  that  capacity  won  him  the  Distin- 
guished Service  Medal,  the  highest  noncombat- 
ant award,  lias  retired  from  the  Army  after 
33  years  of  service  with  the  Medical  Corps. 

General  and  Mrs.  Lull  will  move  to  Chicago, 
where  General  Lull  will  become  Secretary  and 
General  Manager  of  the  American  Medical 
Association,  lie  will  take  up  his  new  duties 
officially  in  July,  when  the  retirement  of  Dr. 
Olin  West,  the  present  Secretary  and  General 
Manager,  becomes  effective,  but  he  will  imme- 
diately join  the  staff  of  the  American  Medical 
Association  to  familiarize  himself  with  the 
work  of  the  organization. 

The  citation  for  the  Distinguished  Service 
Medal  stated  that,  in  his  capacity  as  Chief  of 
the  Personnel  Service,  General  Lull  was  large- 
ly responsible  for  the  development  of  policies 
and  studies  which  resulted  in  outstanding 
achievements  in  the  Army’s  medical  program. 

Early  in  World  War  I he  commanded  a base 
hospital  at  Camp  Beauregard,  Louisiana,  and 
later  organized  and  commanded  Base  Hospital 
No.  35  of  the  A.E.F.  From  1922  until  1926 
General  Lull  was  Director  of  the  Department 
of  Preventative  Medicine  at  the  Army  Medical 
Center.  In  1929  he  was  appointed  Medical  Ad- 
viser to  the  Governor  General  of  the  Philippine 
Islands,  where  he  served  for  three  years.  He  had 
charge  of  the  Vital  Records  Division  of  The 
Surgeon  General’s  Office  from  1932  to  1936. 

The  following  four  years  he  was  Director  of 
the  Department  of  Sanitation  at  the  Medical 
Field  Service  School,  Carlisle  Barracks,  Penn- 
sylvania. In  1940  be  returned  to  The  Surgeon 
General’s  Office  as  Chief  of  Personnel  Service 
until  May  31,  1943,  when  he  was  appointed 
Deputy  Surgeon  General. 

Born  in  Pennsylvania  March  10,  1887,  Gen- 
eral Lull  received  his  M.  D.  degree  from  Jef- 
ferson Medical  College  in  1909,  a Certificate 
of  Public  Health  from  Harvard  Technology 
School  of  Public  Health  in  1921,  and  his  de- 
gree of  Doctor  of  Public  Health  from  the  Uni- 
versity of  Pennsylvania  in  1922.  He  is  an  honor 
graduate  of  the  1913  class  of  the  Army  Medi- 
cal Scool. 


MALARIA  RELAPSE  RATE  DECLINING 

The  hospital  admission  peak  for  malaria  re- 
lapses in  the  United  States  was  reached  in  Feb- 
ruary 1945,  with  a total  of  approximately  6000 
cases,  and  has  been  steadily  declining  since 
that  time,  according  to  a recent  announcement 
by  the  Army  Medical  Department. 

During  1943,  when  men  began  to  return  from 
tropical  theaters  of  operations  in  increasing 
numbers,  the  total  number  of  hospital  admis- 
sions for  malaria  relapse  reached  5,275.  By 
1944  it  had  jumped  to  almost  five  times  that 
number  — 28,150,  and  in  the  first  six  months 
of  this  year  the  total  was  30.420. 

It  is  believed,  however,  that  the  return  of 
troops  from  malaria-ridden  areas  will  not  ap- 
preciably affect  the  downward  trend  of  ad- 
missions, for  a large  proportion  of  original 
personnel  already  has  been  replaced  and  re- 
turned. Units  and  replacements  sent  to  these 
Pacific-Asiatic  regions  after  the  middle  of 
1943  are  not  expected  to  show  as  high  rates  of 
infection  as  those  of  earlier  groups. 


SN-7618  EFFECTIVE  ANTI-MALARIAL 
DRUG 

The  new  anti-malarial  drug,  SN-7618,  which 
the  Army  Medical  Department  played  an  im- 
portant part  in  developing,  has  been  found  to 
be  superior  in  many  ways  to  quinine  or  ata- 
brine,  according  to  a recent  announcement  by 
the  Office  of  The  Surgeon  General. 

Studied  in  collaboration  with  the  Interser- 
vice Board  for]  the  Coordination  of  Malarial 
Studies,  SN-7618  was  tested  in  experiments  at 
Harmon  General  Hospital,  Longview,  Texas, 
and  Moore  General  Hospital  at  Swannanoa, 
North  Carolina,  in  addition  to  some  overseas 
theaters  of  operations. 

Designed  to  obtain  information  on  the  value 
of  the  drug  in  controlling  the  symptoms  and 
fever  occurring  in  acute  attacks  of  malaria,  these 
studies  included  the  observation  of  more  than 
600  malaria-stricken  soldiers,  who  were  admin- 
istered different  amounts  of  the  drug  in  from 
one  to  seven  days.  When  notations  had  been 
made  of  symptoms  such  as  the  passing  of  the 
fever  and  the  disappearance  of  malarial  para- 
sites from  the  blood  stream,  the  patients  were 
kept  in  the  reconditioning  section  to  determine 
the  possibilities  and  time  interval  for  relapse. 

Comparisons  were  made  of  the  results  with 
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those  obtained  in  similar  studies  of  atabrine, 
quinine  and  other  new  drugs.  It  was  found 
that  one  day’s  treatment  with  SN-7618  promptly 
controlled  fever  and  other  symptoms  and  that 
the  parasites  rapidly  disappeared  from  the 
blood. 

Observation  periods  of  four  months  showed 
that  75  per  cent  of  the  men  tested  suffered 
relapses.  Though  this  number  is  similar  to  that 
found  in  experiments  with  quinine  and  ata- 
brine, the  interval  between  attacks  was  found 
to  be  longer  when  SN-7618  was  used.  Patients 
soon  acquired  a preference  for  the  drug  be- 
cause of  its  rapid  action,  which  permitted  them 
to  leave  the  wards  within  two  or  three  days. 

Though  SN-7618  is  considered  superior  to 
other  anti-malarial  drugs  in  that  it  does  not 
discolor  the  skin,  upset  the  stomach,  or  cause 
a buzzing  in  the  ears,  it  is  not  a one-treatment 
cure  for  vivax  malaria.  Weekly  doses  of  the 
drug  can  be  taken  to  avoid  relapse  after  an 
acute  attack,  but  upon  discontinuation  of  the 
treatment  further  relapses  may  occur. 

SN-7618  was  so  named  because  it1  was  the 
7618th  drug  tested  in  the  four-year  program 
sponsored  by  the  Committee  on  Medical  Re- 
search. The  program  was  financed  by  the  Of- 
fice of  Scientific  Research  and  Development. 


REGARDING  THE  UNUSUAL  EFFECT  OF 
PENICILLIN  THERAPY  UPON 
THE  UTERUS 

Mortimer  D.  Speiser  and  Kvan  W.  Thomas.  The  Journal  of 
Venereal  Disease  Information,  Washington,  27:9-20  (January) 
1946. 

Upon  reviewing  the  records  of  156  prenatal 
patients  and  investigating  1,400  nonpregnant 
women  treated  with  penicillin,  the  authors 
found  no  evidence  that  penicillin  therapy  pro- 
duced contractions  of  the  uterus  or  uterine 
bleeding. 

Among  the  156  prenatal  patients  were  5 
patients  who  showed  some  aberration  from  the 
usual  course  at  a variable  period  of  time  after 
treatment ; in  only  one  patient  was  there  any 
question  regarding  the  possible  effects  of  peni- 
cillin treatment  upon  the  pregnant  uterus  and 
here  it:  was  highly  doubtful. 

On  the  premise  that  no  known  single  drug 
without  an  endocrine  effect  is  capable  of  pro- 
ducing uterine  contractions  as  well  as  causing 
intermenstrua]  bleeding,  the  authors  investiga- 


ted the  episodes  of  uterine  bleeding  occurring 
in  nonpregnant  women  while  under  penicillin 
therapy.  Penicillin  therapy  was  given  to  over 
1,300  women  without  any  menstrual  abnor- 
mality being  noted  which  could  be  attributed 
to  the  effects  of  such  therapy.  Also,  100  pat- 
ients under  penicillin  treatment  for  early  syphi- 
lis were  accurately  studied,  and  in  only  one 
instance  was  any  alteration  from  the  usual 
cycle  found.  In  this  patient  bleeding  recurred 
6 days  after  a previous  normal  period. 

The  authors  conclude  that  in  the  few  re- 
ported cases  of  both  abortions  and  intermen- 
strua 1 bleeding  in  association  with  penicillin 
therapy,  some  associated  pathologic  process 
may  have  accounted  for  such  episodes,  namely 
an  associated  cervical  erosion,  endometritis, 
salpingitis,  ovarian  cyst's,  or  uterine  neoplasms. 

— Journal  of  Venereal  Diseases  Information.  U.S.P.H.S. 


SAN  FRANCISCO  SESSION  OF  THE 
AMERICAN  MEDICAL  ASSOCIATION 

THE  AMERICAN  MEDICAL  ASSOCIATION 
is  convening  at  San  Francisco  on  July  1-5  for 
its  Annual  Session.  Are  you  planning  to  attend? 
If  so  let  us  recommend  that  you  make  your 
hotel  reservation  immediately. 

Our  Central  Office  applied  for  a block  of 
rooms  at  designated  hotels  where  Arizona  phy- 
sicians might  be  assured  of  reservations.  We 
have  been  informed  that  this  cannot  be  done 
as  each  physician  personally  will  need  to  apply 
for  his  reservation  on  prescribed  application 
forms.  Here  is  what  you  should  do: 

WRITE  AT  ONCE  TO: 

DR.  M.  LAURENCE  MONTGOMERY, 
Chairman 

Sub-Committee  on  Hotels 

American  Medical  Association  Convention 

Rm  200  Civic  Auditorium 

San  Francisco  2,  California 

AND  REQUEST  AN  APPLICATION  FORM 
FOR  HOTEL  RESERVATION.  We  are  informed 
that  only  in  this  manner  will  you  be  able  to 
reserve  rooms  for  the  Convention.  Should  you 
apply  direct  to  the  hotel  of  your  choice,  your 
request  will  merely  be  referred  to  the  above 
committee  and  your  application  for  a room 
will  be  further  delayed. 

Frank  J.  Milloy,  M.  D. 

Secretary 
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ORGANIZATION  SECTION 

CHARLES  P.  AUSTIN,  M.  D„  President 


Ibirectory 

ARIZONA  STATE  MEDICAL  ASSOCIATION 

Organized  1893 

423  HEARD  BUILDING,  PHOENIX,  ARIZONA 


OFFICERS  AND  COUNCIL 

Charles  P.  Austin,  M.  D.  (1949; - Morenci 

President 

George  O.  Bassett,  M.  D.  (1950) ....  Prescott 

President-Elect 

John  W.  Pennington,  M.  D.  (1945  Phoenix 

Vice-President 

Frank  J.  Milloy,  M.  D.  (1946) .Phoenix 

Secretary 

C.  E.  Yount,  M.  D.  (1946).._ Prescott 

Treasurer 

F.  W.  Butler,  M.  D.  (1946)— Safford 

Speaker  of  the  Hou^e 

Jesse  D.  Hamer,  M,  D.  (1946) Phoenix 

Delegate  to  A.  M.  A. 

D.  F.  Harbridge,  M,  D.  (1945) Phoenix 

Chairman,  Medical  Defense 
District  Councilors 

Robert  S.  Flinn,  M.  D.  (1947) Phoenix 

Central  District 

A.  C.  Carlson,  M,  D.  (1946) Jerome 

Northern  District 

Hal  W.  Rice,  M.  D.  (1948) Bisbee 

Southern  Distinct 
Councilors-at-Large 

Dan  L.  Mahoney,  M.  D.  (1948) Tucson 

O.  E.  Utzinger,  M.  D.  (1947) — Ray 

E.  Payne  Palmer,  M.  D.  (1946) Phoenix 


COMMITTEES* 

Scientific 

Cancer  Control — A.  L.  Lindberg  (1947),  Tucson;  E.  Payne 
Palmer  (1945),  Phoenix;  M.  G.  Wright  (1945),  Winslow, 
arid  J.  N.  Stratton  (1946),  Safford. 

History  and  Obituaries — Hal  W.  Rice,  Historian,  Bisbee;  Don- 
ald F.  Hill,  Tucson,  Frank  J,  Milloy,  Phoenix. 

Industrial  Health — John  D.  Hamer  (1947),  Tiger;  Chas.  B 
Huestis  (1946),  Hayden;  E.  M.  Hayden  (1945),  Tucson. 
Maternal  and  Child  Health— L.  C.  McVay  (1947),  Phoenix; 
■Howard  C.  James  (1945),  Tucson;  W.  P.  Sherrill  (1946), 
Phoenix. 

Orthopedics — Geo.  L.  Dixon  (1947),  Tucson;  E.  W.  Adamson 
(1946),  Douglas;  James  Lytton-Smith  (1945),  Phoenix. 
Scientific  Assembly — George  O.  Bassett,  President-elect  and 
Chairman  (1950),  Prescott;  Carl  H.  Gans  (1947),  Bisbee; 
G.  F.  Manning  (1946),  Flagstaff;  R.  W.  Rudolph,  Host 
Society  (1945),  Tucson;  Frank  J.  Milloy  (1945),  Phoenix. 
Scientific  Education  and  Postgraduate  Activities — A.  H.  Dys- 
terheft  (1946),  McNary;  A.  I.  Podolsky  (1947,,  Yuma; 
Florence  B.  Yount  (1945),  Prescott;  Chas.  S.  Kibler  (1945) 
Tucson. 

Syphilis  and  Social  Diseases — L.  H.  Howard  (1947),  Tucson; 
L.  G.  Jekel  (1946),  Phoenix;  George  O.  Bassett,  (1945', 
Prescott. 

Tuberculosis  Control — James  H.  Allen  (1947),  Prescott;  Samuel 
H Watson  (1946),  Tucson;  E.  W.  Phillips  (1945),  Phoenix. 
Non-Scientific 

Auxiliary  Advisory — Geo.  R.  Barfoot  (1947),  Phoenix;  W. 
Claude  Davis  (1946),  Tucson;  Florence  B.  Yount  (1945  , 
Prescott. 

Editing  and  Publishing — Jesse  D.  Hamer  (1945;,  Chairman, 
Phoenix:  A.  L.  Lindberg  (1946),  Tucson;  Walter  Brazie 

(1947;,  Kingman. 

Industrial  Relations — Meade  Clyne,  Tucson;  James  Lytton- 
Smith,  Phoenix:  A.  C.  Carlson,  Jerome;  O.  E.  Utzinger. 
Ray;  John  W.  Pennington,  Phoenix;  C.  E.  Yount,  Prescott; 
Frank  J.  Milloy,  Secretary  to  Committee. 

Medical  Defense — D.  F.  Harbridge,  Chairman  (1945),  Phoenix; 
A.  C.  Carlson  (1946),  Jerome;  John  W.  Pennington  (1947), 
Phoenix. 

Medical  Economics — C.  E.  Patterson  (1946),  Tucson;  Meade 
Clyne  (1945),  Tucson;  Robert  S.  Flinn  (1947),  Phoenix 


Public  Health  Education — H.  L.  McMartin  (1947),  Phoenix; 
J S.  Gonzalez  1 1946 ) . Nogales;  Paul  H.  Case  M<*45),  Phoe- 
nix; Geo.  O.  Bassett  (1945),  Prescott. 

Public  Policy  and  Legislation — Charles  A.  Thomas  (1947),  Tuc- 
son; Walter  Brazie  (1946),  Kingman;  Jesse  D.  Hamer 
(1945),  Phoenix. 

State  Health  Relations — Louis  G.  Jekel,  (1947)  Phoenix;  E 
Henry  Running  (1946i,  Phoenix;  Donald  F.  Hill  (1945). 
Tucson. 

* Terms  expiring  in  1945  will  hold  until  1946. 

President’*  M,eA&aye 

THE  ANNUAL  MEETING 
The  purpose  of  my  message  this  month  is  to 
urge  upon  the  membership  a full  attendance 
at  the  ANNUAL  MEETING  being  held  on 
May  1,  2 and  3 at  Phoenix,  Hotel  Westward 
Ho  Headquarters. 

Scientific  Sessions 

This  is  the  first  time  in  two  years  that  we 
have  had  a scientific  session  as  the  Office  of 
Defense  Transportation  cancelled  the  meeting 
for  1945.  A Guest  Staff  of  five  speakers  from 
the  Faculty  of  Baylor  University  will  present 
the  entire  scientific  program  and  have  out- 
lined a splendid  program  that  should  appeal 
to  general  practitioner  and  specialist  alike.  The 
invitation  had  been  extended  to  Baylor  to  pre- 
sent the  program  for  1945,  hence  the  Council 
voted  to  re-extfend  the  invitation  to  them  for 
1945  in  view  of  the  1945  cancellation. 

Business  Sessions 

This  will  be  an  epoch  making  year  in  the 
history  of  the  Association,  for  at  this  Annual 
Meeting,  A Medical  Service  Plan  for  Arizona 
will  be  voted  on  in  its  final  major  provisions. 
The  House  will,  no  doubt,  convene  as  the  Cor- 
poration set  up  in  this  Service  and  set  the 
wheels  into  motion  for  a sound  medical  service 
plan  for  the  people  of  this  state.  The  Com- 
mittee on  Medical  Economics  has  made  a sound 
study  of  services  now  in  operation  and  has 
presented  to  the  membership  from  time  to  time, 
steps  in  formulating  a plan  for  Arizona.  We 
should  now  be  ready  to  act  and  present  a ser- 
vice second  to  none  in  the  United  States. 

Care  of  the  Veterans  of  World  War  IT  will 
also  be  an  item  for  major  consideration  of  the 
Council  and  House  as  it  is  the  plan  for  the 
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various  medical  associations  to  adopt,  courses 
of  action  for  care  of  veterans  within  their  re- 
spective areas. 

American  Medical  Association  San  Francisco 
Session 

July  1-5  will  find  the  American  Medical 
Association  in  annual  session  at  San  Francisco. 
This  is  the  first  time  in  several  years  that  this 
great  meeting  has  been  within  such  convenient 
reach  of  Arizona  physicians.  I would  urge  up- 
on tlhe  membership  that  you  take  time  out  to 
attend  this  important  session  as  the  scientific 
programs  and  the  scientific  exhibits,  to  say 
nothing  of  special  meetings,  technical  displays, 
and  the  like  are  an  education  in  themselves 
and  will  be  a scientific  treat  to  the  busy  physi- 
cians of  Arizona  who  have  been  kept  so  closely 
at  home  to  the  grind  of  ‘killing’  practice  dur- 
ing the  war  years.  Physicians  returned  from 
the  armed  services  will  also  enjoy  the  refresh- 
ment and  relaxation  of  attendance  at  the  San 
Francisco  sessions. 

Shall  we  see  each  other  at  Phoenix  on  May 
1,  2 and  3 when  our  own  Association  convenes 
in  Annual  Session,  and  again  at  San  Francisco 
on  July  1-5  when  the  American  Medical  Asso- 
ciation resumes  its  annual  sessions  after  a war- 
time recess ! 

President 


DELEGATE’S  REPORT 
The  Meeting  of  the  House  of  Delegates 
American  Medical  Association 
The  House  of  Delegates  of  the  American 
Medical  Association  met  December  3,  4,  and 
5th,  in  the  Palmer  House,  Chicago,  111.  This 
meeting  normally  would  have  been  held  last 
June,  but  war  restrictions  on  conventions  pre- 
vented. 

The  House  of  Delegates  is  limited  to  175 
members,  according  to  the  constitution  and  By- 
Laws  of  the  A.M.A.  170  were  in  attendance, 
representing  practically  all  the  state  and  ter- 
ritorial constituent  bodies,  all  of  the  scientific 
sections,  and  one  each  from  the  Army,  Navy, 
and  U.  S.  Public  Health  Service.  In  addition, 
many  members  of  the  various  A.M.A.  Councils, 
its  officers  and  Board  of  Trustees,  and  other 
official  bodies  of  the  Association  were  in  at- 
tendance. 


Many  problems  of  paramount  importance 
were  considered  by  the  House  of  Delegates 
during  this  recent  session.  The  House  was 
again  called  to  act  upon  various  resolutions 
introduced  for  the  purpose  of  clarifying  the 
internal  operations  of  the  American  Medical 
Association.  In  particular,  it  acted  to  clarify 
further  the  authority  and  functions  of  the 
Board  of  Trustees,  the  association  officers  and 
bureaus  in  the  headquarters  office,  and  to  de- 
fine further  the  manifold  and  expanding  func- 
tions of  the  new  Council  on  Medical  Service 
and  Public  Relations.  This  new  Council  was 
created  by  the  House  of  Delegates  during  its 
session  in  1943. 

The  recent  address  of  President  Harry  S. 
Truman  on  the  politically  sponsored  National 
Health  policies,  and  the  newly  created  Wagner- 
Murray  Dingell  bill,  were  referred  to  the  House 
for  its  consideration.  These  measures  were  re- 
ferred to  the  Reference  committee  on  Legisla- 
tion and  Public  Relations,  and  by  the  adop- 
tions of  this  reference  committee’s  report,  the 
A.M.A.  defined  its  policy  on  these  compulsory 
health  insurance  proposals.  More  in  detail  re- 
garding these  proposals  will  be  given  later  in 
this  report. 

There  Avere  resolutions  introduced  into  the 
House  relative  to  economic,  social,  and  scien- 
tific questions.  After  consideration  of  these  on 
the  part  of  the  various  reference  committees, 
definite  decisions  were  reached.  One  action  ac- 
cepted called  for  the  creation  of  a nerv  Scien- 
tific Section  of  the  A.M.A.,  that  which  will  be 
known  in  the  future  as  the  Section  on  General 
Practice,  so  that  from  norv  on  all  the  G.P.’s 
can  get  together  at  the  Scientific  Sessions  and 
sponsor  their  oavii  program.  Another  signifi- 
cant action  taken  called  for  the  adoption  of  a 
new  by-law  which  will  enable  the  House  of 
Delegates  to  meet  trvice  yearly.  In  that  manner, 
a more  prompt  expression  of  the  policies  of 
American  Medicine  can  be  determined,  espec- 
ially on  major  problems  which  will  affect  the 
medical  profession  during  the  next  few  years. 

Then  there  Avere  problems  considered  by  the 
House  relating  to  the  physicians  still  in  medi- 
cal military  service,  and  those  who  are  now, 
or  have  been,  discharged.  The  House  created  a 
new  Committee  on  Militrav  Service  AArhose  func- 
tions have  been  defined.  This  committee  will 
give  careful  consideration  to  all  communica- 
(Continued  on  page  112) 
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Association 

Registration  Lobby 

Council  Sessions  Mezzanine 

House  of  Delegates  Mazzanine 

Scientific  Sessions Lounge  (off  lobby) 

Scientific  Luncheon  To  be  announced 

Dinner-Dance  Fiesta  Room 

Technical  Exhibits  . Lobby,  Palm  Room,  Mezzanine 

Auxiliary 

Registration  Mezzanine 

Sessions  Mezzanine 

Luncheon — Board  Members  Country  Club 

Luncheon  Paradise  Inn 

Dinner  (Auxiliary)  Westward  Ho 

Dinner-Dance  Fiesta  Room 


★ 

SCHEDULE  OF  BUSINESS  AND 
ENTERTAINMENT 

Association 

Registration  May  1.  2,  3 

Council  Sessions  8:30  A.  M.  May  2 

8:00  A.  M.  May  4 
House  of  Delegates..  .7:00  P.  M.  May  3 

8:00  A.  M.  May  4 
Dinner-Dance  . 7:30  P.  M.  May  2 

Scientific  Luncheon  12:30  Noon,  May  3 

Golf  May  4 

Auxiliary 

Registration  ...  .10:00  A.  M.  May  2 

Sessions  . 3:00  P.  M.  May  2 and  10:00  A.  M.  May  3 

Luncheon — Board  .12:00  Noon,  May  2 

Luncheon  1:00  P.  M.  May  3 

Dinner-Dance  . .7:30  P.  M.  May  2 

Dinner  (Auxiliary  only) 7:00  P.  M.  May  3 


<LPTiocjrLam 

Thursday  Aftemon,  May  2 
GENERAL  SESSION 

1:30  P.  M. 

Call  to  Order 

Charles  P.  Austin,  President 

Invocation 

Reverend  William  Roland  Otto, 

Trinity  Cathedral,  Phoenix. 

Welcome 

James  R.  Moore,  M.  D.,  Phoenix. 

Response 

William  Paul  Holbrook,  M.  D..  Tucson. 

Induction  of  President 

Charles  P.  Austin,  M.  D.,  officiating. 

Presidential  Address 

George  O.  Bassett,  M.  D.,  Prescott 

Memorial  Service 
Hal  W.  Rice,  M.  D.,  Historian 

2:30  P.  M.  SCIENTIFIC 

1.  “Physical  Findings  in  Diseases  of  the  Lung" 

James  A.  Greene,  M.  D. 

2.  “Cranio-cerebral  Trauma” 

James  Greenwood,  Jr.,  M.  D. 

3.  “Management  of  Pyogenic  Meningitis” 

George  W.  Salmon,  M.  D. 

4.  Clinical  Pathological  Conference 

Guest  Staff 

Friday  Morning,  May  3 — 9:30  A.  M. 

1.  “Causes  of  Sudden  Death  in  Obstetric  Patient” 

Herman  Johnson,  M.  D. 

2.  “Protruded  Intervertebral  Disc” 

James  Greenwood,  Jr.,  M.  D. 

3.  “Headache,”  Round  Table  Discussion  or  Panel 

Discussion 
Guest  Staff 

Discussion — Guest  Staff 

SCIENTIFIC  LUNCHEON— 12:30  Noon 

Question  and  Answer  Period. 

Friday  Afternoon,  May  3 — 2:00  P.  M. 

1.  “Diagnosis  and  Treatment  of  Different  Types 

of  Diabetes  Mellitus” 

James  A.  Greene.  M.  D. 

2.  “Evaluation  of  Changes  in  Gangrene  of  the 

Extremities” 

Paul  A.  Wheeler,  M.  D. 

3.  Clinical  Pathological  Conference 

Guest  Staff 
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SCIENTIFIC  SESSIONS 

The  program  for  the  Scientific  Sessions  will  be 
presented  by  the  following  group  of  instructors 
from  Baylor  University,  College  of  Medicine,  Hous- 
ton, Texas. 

Dr.  James  A.  Greene — Professor  of  Medicine  and 
Chairman  of  the  Department,  and  Dean  of  the 
Clinical  Faculty. 

Dr.  Paul  A.  Wheeler — Associate  Professor  of  Path- 
ology. 

Dr.  George  W.  Salmon  — Assistant  Professor  of 
Pediatrics. 

Dr.  Herman  W.  Johnson — Professor  of  Obstetrics 
and  Chairman  of  the  Department. 

Dr.  James  Greenwood,  Jr. — Associate  Professor  of 
Clinical  Surgery. 

★ 

WOMAN’S  AUXILIARY 
to  the 

Arizona  State  Medical  Association 

ANNUAL  MEETING 


President — Mrs.  Paul  Henry  Case Phoenix 

President-Elect — Mrs.  Hervey  Faris Tucson 


First  Vice-President — Mrs.  Royal  Rudolph.. Tucson 
Second  Vice-President — Mrs.  Joy  A.  Omer.  Tucson 
Recording  Sec’y — Mrs.  James  R.  Moore. ...Phoenix 
Corresponding  Sec’y — Mrs.  Louis  G.  Jekel.... Phoenix 

Treasurer- — Mrs.  E.  Henry  Running Phoenix 

Directors — Mrs.  Harlan  P.  Mills,  Phoenix  Mrs.  Ed- 
ward M.  Hayden,  Tucson;  Mrs.  James 
H.  Allen,  Prescott. 

CONVENTION  COMMITTEES 
Maricopa  County  Auxiliary,  Hostess 
General  Chairman — Mrs.  William  F.  Schoffman 
Registration  and  Credentials 
Mrs.  Joseph  Lentz,  Chairman 
Mrs.  Virgil  A.  Toland 
Mrs.  S.  R.  Caniglia 
Mrs.  Thomas  H.  Bate 
Courtesy 

Mrs.  Dudley  Fournier,  Chairman 
Mrs.  E.  Payne  Palmer 
Mrs.  Howell  Randolph 
Mrs.  Kent  H.  Thayer 
Transportation 

Mrs.  John  W.  Pennington,  Chairman 
Mrs.  Carlos  C.  Craig 
Mrs.  Hilton  J.  McKeown 
Mrs.  Lloyd  K.  Swasey 

Telephone 

Mrs.  Wesley  G.  Forster,  Chairman 
Mrs.  Frederic  D.  Baier 
Mrs.  L.  D.  Beck 
Mrs.  Frank  W.  Edel 
Luncheon  Hostesses 
Mrs.  Onie  O.  Williams,  Chairman 
Mrs.  Mayo  Robb 
Mrs.  Norman  A.  Ross 
Mrs.  Clarence  B.  Warrenburg 
Mrs.  George  A.  Williamson 
Dinner  Hostesses 
Mrs.  Charles  W.  Suit,  Chairman 
Mrs.  Angus  J.  DePinto 
Mrs.  Leslie  B.  Smith 
Mrs.  Marriner  W.  Merrill 
Mrs.  Donald  G.  Carlson 


(0~'rioyxam 

THURSDAY,  MAY  SECOND 
10:00  A.  M.  to  2:00  P.  M. 

Registration  ...Mezzanine,  Hotel  Westward  Ho 

12:00  Noon 

Luncheon  for  Board  Members 

Phoenix  Country  Club 
2:00  P.  M. 

Board  Meeting..  Parlor  A or  B,  Hotel  Westward  Ho 

3:00  P.  M. 

Mrs.  Paul  Henry  Case,  President,  Presiding 
General  Session  ..Parlor  A or  B,  Hotel  Westward  Ho 


Invocation  Rev.  Richard  N.  Merrill 

Address  of  Welcome.. ..Mrs.  William  F.  Schoffman 
Phoenix 

Response Mrs.  J.  H.  Woodard,  Tucson 


Speaker — Miss  Martha  Rogers 

Subject:  “Visiting  Nursing  Service” 

Business  Sessions: 

Roll  Call 

Reading  of  Minutes 

Report  of  Meeting  of  Board  of  Directors 
Reports  of  State  Officers  and  Committe  Chairmen 

President Mrs.  Paul  Henry  Case,  Phoenix 

First  Vice-President Mrs.  Royal  Rudolph 

Tucson 

Corresponding  Sec’y Mrs.  Louis  G.  Jekel 

Phoenix 

Treasurer Mrs.  E.  Henry  Running,  Phoenix 

Cancer  Project Mrs.  Benjamin  Herzberg 

Phoenix 

Legislative Mrs.  C.  E.  Patterson,  Tucson 

National  Board. ...Mrs.  Jesse  D.  Hamer,  Phoenix 
Public  Relations.  ..Mrs.  George  L.  Dixon,  Tucson 
Publicity.. ..Mrs.  Thos.  A.  Hartgraves,  Phoenix 

Bulletin Mrs.  L.  Clark  McVay,  Phoenix 

Hygeia Mrs.  Ludwig  Lindberg,  Tucson 

Historian.  Mrs.  George  B.  Irvine,  Tempe 

War  Service Mrs.  Dudley  Fournier,  Phoenix 

Reports  of  County  Auxiliary  Presidents — 
Maricopa. .Mrs.  William  F.  Schoffman,  Phoenix 

Pima Mrs.  C.  S.  Linton,  Tucson 

Yavapai..  Mrs.  Henry  A.  Hough,  Prescott 

Report  of  Registration  and  Credentials  Com- 
mittee 

Report  of  Nominating  Committee — 


Mrs.  C.  E.  Patterson,  Chairman Tucson 

Mrs.  James  H.  Allen Prescott 

Mrs.  E.  Henry  Running Phoenix 

Election  of  Officers 


Report  of  Entertainment  Committee 
Report  of  Transportation  Committee 

FRIDAY  MORNING,  MAY  THIRD 
10:00  A.  M. — General  Session 

Greetings Mrs.  Charles  W.  Suit,  Phoenix 

Business  Session: 

Roll  Call 

Reading  of  Minutes 
Memorial  Service 
Miscellaneous  Business 
Installation  of  Officers 

Speaker Mrs.  Kitty  Ives  Coleman 

Subject:  "Arizona  Medical  Service  Plan” 

★ 

ENTERTAINMENT 
Friday,  May  3 

1:00  P.  M.  Paradise  Inn 

Friday,  May  3 

...7:00  P.  M.  Hotel  Westward  Ho 


Luncheon 
Dinner 
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tions  received  from  medical  men  in  service,  in 
order  that  prevailing  difficulties  during-  the 
war  just  closed  will  be  studied  and  overcome, 
as  nearly  as  possible,  during  any  future  emer- 
gency. The  House  requested  also  that  the  Board 
of  Trustees  develop  a Bureau  of  Information 
on)  a permanent  basis,  so  that  the  returning 
medical  man  can  be  assisted  in  securing  intern- 
ships or  residencies,  or  post-graduate  educa- 
tion, and  to  assist  these  returning  men  in  find- 
ing suitable  locations,  assist  in  licensures  and 
similar  matters  of  personal,  intimate  concern. 

The  House  of  Delegates  was  honored  by  the 
presence  of  Major  General  Paul  R.  Hawley, 
acting  surgeon  general  of  the  Veterans’  Admin- 
istration. General  Hawley  addressed  the  House, 
and  presented  a frank  and  sincere  discussion 
on  the  problems  confronting  the  Veterans’  Bur- 
eau in  the  future  handling  of  the  returning 
veteran  with  service  connected  disabilities.  In 
his  address,  he  reviewed  the  several  reasons 
why  the  veterans’  medical  care  in  the  past  has 
not  been  very  successful.  He  mentioned  the 
fact  that  the  veterans’  administration  was  or- 
ganized hurriedly  to  care  for  the  men  from 
the  last  war,  and  that  doctors  were  secured 
without  too  much  attention  to  their  qualifica- 
tions, that,  ofter  the  corps  was  organized,  the 
medical  service  was  submerged  under  lay  ad- 
ministrators, both  in  Washington,  and  in  the 
field.  These  administrators  knew  nothing  about 
medical  service,  and  were  not  very  interested 
in  medical  problems.  Also,  in  the  procurement 
of  new  doctors,  the  Civil  Service  dictated  the 
selection,  so  that  it  was  difficult  to  remove  the 
unqualified  men.  The  general  called  attention 
to  the  fact  that  physicians  in  the  veterans’ 
service  were  not  admitted  into  the  fellowship 
of  the  A.M.A.,  and  he  asked  that  consideration 
be  given  to  this  matter,  after  the  medical  ser- 
vice of  the  administration  be  carefully  reorgan- 
ized. 

The  general  called  attention  to  the  fact  that 
four  million  veterans  from  the  last  war  were 
not  taken  care  of  satisfactorily  with  a full  time 
corps,  so  how  are  we  to  approach  the  problem 
of  attempting  to  care  of  20,000,000  from  this 
war.  He  stressed  the  need  of  full  time  doctors 
in  the  Veterans’  Administration,  so  that  a con- 
tinuity of  work  in  the  various  veterans  hos- 
pitals can  be  accomplished,  not  only  in  the 
medical  service,  but  in  various  administrative 
capacities.  However,  a full  veteran  medical 


corps  cannot  meet  the  need,  so  that  the  prob- 
lem must  be  solved  by  organized  medicine  in 
this  country,  cooperating  with  the  Veterans’ 
Administration. 

General  Hawley  mentioned  that  there  Avere 
a total  of  83,000  beds  now  available  in  all 
existing  veterans’  hospitals.  For  these  3,600 
doctors  are  needed  to  operate  these  beds  and 
to  fill  medical  positions  in  regionel  offices.  The 
administration  now  has  2,300,  so  that  there  is 
a 33  percent  shortage.  Of  the  2,300  men,  1,700 
are  still  in  uniform,  and  a recent  canvas  of  the 
1,700  disclosed  that  only  35%  desired  to  stay 
with  the  Veterans’  Administration  after  the 
war.  That  means  that  this  coming  spring,  there 
will  be  only  one  third  the  required  number 
of  doctors  to  carry  the  load  at  the  present  time, 
and  that  load  is  increasing  daily  with  return- 
ing ship-loads  of  veterans. 

The  General  exjn-essed  himself  as  displeased 
with  the  pressure  groups  which  are  trying  to 
get  the  administration  to  take  over  every  ex- 
isting army  and  navy  hospital  built  during 
the  war,  because  many  of  these  have  been  built 
in  isolated  places,  where  it  would  be  impossible 
to  get  part  time  help  to  staff  these  units.  He 
stated  that  it  is  iioav  impossible  to  staff  proper- 
ly existing  veterans’  hospitals  yet  neAv  ones 
must  be  built,  in  order  to  carry  out  the  program 
of  the  Congress  for  the  veteran.  He  would  use 
beds  in  existing  hospitals  not  government  own- 
ed if  he  coxdd  get  them,  but  these  hospitals  are 
now  overly  crowded.  So,  as  he  sees  the  situation, 
neAv  beds  will  have  to  be  built,  and  the  General 
proposed  to  staff  them  with  physicians  in  the 
private  practice  of  medicine.  He  hopes  to  build 
beds  near  medical  schools  and  centers,  so  that 
his  institutions  can  be  associated  closely  Avith 
the  hospital  and  medical  staffs  of  these  pri- 
vate institutions.  Then  too,  he  hopes  to  get 
younger  physicians  returning  from  the  ser- 
A-iees,  men  who  have  qualified  by  passing  their 
specialty  boards,  and  a\-1io  are  now  interested 
in  locating  in  places  where  an  opportunity  is 
available  for  replenishing  financial  resources. 
Many  of  these  he  hopes  to  hire  on  a part  time 
basis,  particularly  Avhen  located  conveniently 
to  medical  centers.  Then,  he  hopes  to  provide 
residencies  to  other  physicians  whose  education 
Avas  interrupted,  or  who  have  not  even  started 
their  qualifications  for  a board.  Teaching  facil- 
ities will  be  expanded  in  these  veteran  hospitals 
which  are  near  teaching  centers. 
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The  above  discussion  discloses  the  questions, 
in  part,  for  the  hospitalization  of  veterans. 
Then  what  about  the  problems,  of  outpatient 
care  and  treatments  ? This  is  an  even  more 
complex  problem,  with  many  legal  obstacles  to 
overcome,  especially  since  the  veteran  is  now 
entitled  to  outpatient  treatment,  at  government 
expense  only  for  a service  connected  disability. 
This  means  that  a service  connected  disability 
must  theu  be  established  before  treatment  can 
be  authorized. 

Attempts  were  made  to  contract  this  out- 
patient business  to  private  physicians  following 
the  first  world  war.  Many  of  these  designated 
physicians  were  political  appointees,  and  scan- 
dals resulted.  Collusion  with  patients  were 
carried  out,  and  fees  were  split  for  unneces- 
sary treatments.  So  now,  with  the  reorganiza- 
tion of  the  Veteran  Administration,  we  cannot 
afford,  either  as  an  administration,  or  as  a 
profession  of  medicine,  to  have  scandals  in  out- 
patient treatment  of  the  veteran.  The  answer, 
as  the  General  sees  it,  should  be  for  the  veteran 
to  have  free  choice  of  physician,  and  the  vet- 
eran can  have  this  free  choice,  if  every  quali- 
fied physician,  ethically  bound,  accepts  ap- 
pointment by  the  Veterans’  Administration. 
He  called  attention  that  the  Administration 
cannot'  deal  separately  with  over  125,000  phy- 
sicians, so  that  now  he  is  seeking  ways  and 
means  of  dealing  with  them  thru  respective 
state  or  county  organizations,  and  since  the 
physicians  will  have  to  do  the  work,  the  ad- 
ministration should  be  willing  to  deal  with 
them  largely  on  their  own  terms.  The  general 
stated  further  that  he  wants  the  veteran  to 
have  adequate  treatment,  but  no  more  than  he 
needs,  and  to  meet  this  requirement,  medical 
groups  should  set  up  the  necessary  control 
over  the  medical  service,  and  to  provide  effec- 
tive policing  of  it,  so  that  neither  the  veteran, 
the  doctor,  nor  the  government  will  be  de- 
frauded. In  connection  with  the  operation  of 
the  outpatient  service,  the  government,  thru 
the  veterans’  administration,  will  set  up  admin- 
istrative offices  in  connection  with  the  county 
or  state  medical  agencies,  or  with  various  states 
existing  prepayment  medical  service  plans.  In 
this  manner,  most  of  the  administrative  work 
connected  with  service  to  the  veterans  can  be 
taken  from  the  medical  men,  and  at  the  same 
time,  will  provide  an  agency  which  can  quickly 


determine  service  connection  and  authorize  out- 
patient treatment. 

In  the  concluding  remarks  of  the  General, 
he  delighted  the  House  with  his  remarks  when 
he  said  that,  altho  he  had  spent  thirty  years  in 
a,  highly  organized  government  service  of  med- 
icine, he  would  deeply  regret  a government 
control  of  the  medical  profession,  alluding  in- 
directly to  the  recent  overtures  made  in  con- 
gress by  the  Truman  Compulsory  Health  In- 
surance bill.  He  stated  that  we  could  establish 
this  great  organized  profession  of  medicine  in 
the  esteem  of  the  people  of  this  country  in  no 
greater  degree  than  for  the  medical  profession 
to  get  together  with  the  newly  organized  vet- 
eran administration,  in  order  to  attack  the  mo- 
mentous problem  of  care  of  the  injured  veteran. 
In  that  manner,  we  can  show  our  people  that 
a free  and  unregimented  and  ungoverned  pro- 
fession can  solve  the  problem,  and  that  it  is 
not  necessary  for  the  government  to  tell  the 
medical  profession  how  to  run  its  business.  The 
General  stated  that  he  was  committed  to  only 
one  principle-  that  the  veteran  receive  the  best 
in  American  medicine.  He  cannot  support  any 
program  which  denies  him  the  best  in  medicine, 
and  he  is  quite  sure  it  will  be  a long  time  before 
we  find  the  best  in  American  Medicine,  in  any 
quantity  at  least,  in  other  than  in  the  civil 
practice  of  medicine. 

I shall  next  discuss  the  manner  in  which  the 
House  of  Delegates  expressed  its  opposition  to 
federal  compulsory  sickness  insurance  as  pro- 
posed by  the  Wagner-Murray  Dingell  bill,  and 
to  the  extraordinary  proposals  made  by  Sena- 
tor Pepper  in  his  bill  for  maternal  and  infant 
care. 

The  President’s  program  includes  five  fea- 
tures. The  first  is  to  grant  federal  aid  for  the 
building  of  hospitals  and  health  centers  thru 
the  nation.  The  Board  of  Trustees  has  approved 
the  principles  of  the  Hill-Burton  bill,  and  the 
House  of  Delegates  endorsed  this  action  as  be- 
ing within  the  program  of  constructive  action 
toward  improving  the  health  of  the  American 
people. 

In  respect  to  the  W.M.D.  bill,  and  the  pre- 
sent super  E.M.I.C.  bill  1318,  the  conference 
unanimously  disapproved,  and  called  upon  the 
members  of  the  entire  medical  profession  for 
personal  disapproval.  The  conference  report 
called  attention  to  the  fact  that  the  Children’s 
Bureau  lias  repeatedly  announced  that  the 
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E.M.I.C.  would  be  completed  six  months  after 
termination  of  the  war,  and  that  we  feel  that 
the  object  of  this  program  has  been  attained, 
accomplished  thru  the  cooperation  of  the  med- 
ical profession.  The  need  for  this  emergency 
measure  has  now  diminished  in  importance.  It 
seems,  however,  that  a definite  move  is  now 
underway  by  S.  bill  1318,  (Pepper  bill)  tb  con- 
tinue this  program  and  provide  for  its  appli- 
cation to  the  people  of  the  entire  U.  S.,  with 
widened  scope  and  expanded  power  centralized 
in  the  Children’s  Bureau.  We  feel  that  this 
plan  should  not  now  have  expanded  applica- 
tion thruout  the  TJ.  S.  because;  1.  There  is  no 
real  need  for  the  continuation  and  expansion 
of  this  wartime  measure.  2.  Such  compulsory 
plans  are  not  consistent  with  good  care,  excel- 
lence of  service  or  American  principles.  3.  The 
inclusion  of  children  until  the  age  of  21  years 
is  not  required  and  their  medical  needs  can  be 
met  more,  efficiently  in  other  way.  And,  4.,  no 
health  work  or  medical  service  that  can  be  ren- 
dered by  a state  or  any  of  its  political  subdivi- 
sions should  be  administered  or  controlled  by 
the  federal  government,  or  any  federal  bureau. 
Therefore,  the  House  of  Delegates  resolved 
that  the  present  Medical  Advisory  Committee 
to  the  Children’s  Bureau  is  not  truly  repre- 
sentative of  the  medical  profession,  and  that 
any  program  of  that  bureau  must  be  adminis- 
tered thru  the  state  medical  association,  which 
should  be  represented.  The  House  further  re- 
solved that  the  present  advisory  and  steering 
committees  to  the  Children’s  Bureau  should  be 
abolished,  and  a new  committee  be  established 
which  shall  consist  of  one  representative  from 
each  state  medical  association  to  be  designated 
by  that,  association,  and  representatives  from 
such  other  organizations  as  have  a direct  in- 
terest in  the  functions  of  the  Children’s  Bureau 
selected  by  these  organizations.  The  House  re- 
solved further  that  the  Children’s  Bureau  is 
not  properly  related  to  the  Deprtment  of  La- 
bor, and  should  be  transferred  to  the  Federal 
Security  Agency  until  such  time  as  all  health 
and  medical  activities  of  the  government  are 
segregated  into  a single  department  of  health, 
with  a secretary,  who  is  a doctor  of  medicine, 
in  the  president’s  cabinet.  The  House  adopted 
further  resolutions  in  connection  with  the  above 
E.M.I.C.  proposals  by  designating  the  Secre- 
tary of  the  A.M.A.  to  forward  copies  of  the 
fourteen  point  program  of  the  American  Med- 


ical Association,  together  with  all  adopted  re- 
solutions at  our  conference,  to  the  Children’s 
Bureau  and  the  Federal  Security  Agency,  so 
that  they  would  know  our  policies  and  con- 
clusions on  the  medical  economics  of  maternal 
and  child  welfare.  Further  resolutions  empha- 
sized to  the  proper  government  authorities  that 
funds  appropriated  by  Congress  for  health  and 
medical  services  for  nse  in  the  separate  states 
should  be  integrated  with  the  state  medical 
associations  so  that  our  societies'  would  have 
some  control  over  expenditures.  Every  state 
association  is  urged  to  place  before  its  repre- 
sentatives in  Congress  the  defects  in  the  above 
bills,  the  harm  that  will  result  in  their  enact- 
ment, the  dangers  resulting  from  compulsory 
central  government  measures,  then  to  empha- 
size the  medical  policies  favored. 

The  third  feature  of  the  President’s  message 
dealt  with  the  development  of  the  National 
Research  Foundation.  The  House  supported 
the  opinion  of  the  Board  of  Trustees,  the  Com- 
mittee on  Postwar  Medical  Service,  the  Coun- 
cil on  Medical  Education  and  Hospitals,  and 
the  reference  committee  on  legislation  that  the 
control  of  the  National,  Research  Council  should 
be  placed  under  a scientific  board  of  directors, 
as  proposed  by  the  Magnuson  bill  in  Congress, 
rather  than  under  an  individual  director  to  be 
appointed  by  the  President. 

The  fifth  proposal  is  compensation  for  the 
loss  of  earnings  due  to  sickness.  The  American 
Medical  Association,  thru  its  House  of  Dele- 
gates has  consistently  favored  such  insurance. 

Finally,  the  other  proposal  of  the  President 
and  the  main  feature  of  the  W.M.D.  bill  is  to 
create  a federal  system  of  compulsory  sickness 
insurance.  The  House  of  Delegates  registered 
its  disapproval  of  this  section  of  the  proposals 
for  the  following  reasons:  1.  The  W.D.B.  is 
founded  on  the  false  assumption  that  the  solu- 
tion of  the  medical  care  problem  of  the  Amer- 
ican people  is  the  panacea  for  all  the  troubles 
of  {the  needy.  2.  This  is  the  first  step  in  a plan 
for  general  socialization  not  only  of  the  medi- 
cal profession,  but  of  all  professions,  industries, 
business  and  labor.  3.  Positive  proof  exists  from 
experience  in  other  countries  that  inferior  med- 
ical service  results  from  compulsory  health 
insurance.  4.  A program  such  as  outlined  is 
enormously  expensive.  Tt  will  result  in  greatly 
increased  taxes  for  the  entire  population  of 
the  United  States.  5.  Voluntary  prepayment 
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Barr1  states:  . . it  is  just  as  important  to  treat 

properly  the  symptomless  'carrier’  of  th\s  parasite 
as  to  treat  the  patient  suffering  from 
amebic  dysemery.” 

Stitt,  Clough  and  Clough2  report,  "The  disease 
be  symptomless  . . . These  mild  or  symptomless 

have  been  shown  to  outnumber  greatly  the  case^ 
with  clinical  dysentery.  They  constitute 
the  carriers  or  'cyst-passers’ 

DIODOQUIN  (5,  7-diiodo-8-hydroxyquinoline)  is 
safe  to  use  even  in  suspected  cases  of  amebiasis. 

Nonirritating,  nontoxic — Diodoquin  has  been  found 
promptly  destructive  to  protozoa  in  amebiasis  and 

Trichomonas  hominis  (intestinalis).  DIODOQUIN 


1.  Barr , D.  P Modern  Medical  Therapy  in  General  Practice , 2:1830 , 
Baltimore , Williams  & Wilkins  Company , 1940. 

2.  Stitt , E.  R.;  Clough , P.  W and  Clough , M.  C.:  Practical  Bacteriol- 
ogy, Haematology  and  Animal  Parasitology , ed.  9,  Philadelphia% 
P.  Blakiston  s Son  & Co.,  1938,  pp.  410-412. 
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medical  plans  now  m operation  in  many  parts 
of  the  United  States,  and  which  are  rapidly 
increasing  in  number  will  accomplish  all  the 
objects  of  this  bill  with  far  less  expense  to  the 
people,  and  under  such  plans  the  public  will 
receive  the  highest  type  of  medical  care  without 
regimentation. 

Thereafter,  the  House  of  Delegates  adopted 
two  resolutions  of  paramount  importance,  as 
its  answer  and  proposed  solution  in  opposition 
to  the  W.M.D.  bill.  The  first  of  these  deal  with 
the  expansion  of  premedical  care  plans.  The 
resolution  adopted,  presented  by  the  Council 
on  Medical  Service  and  Public  Relations,  called 
attention  to  the  fact  that  voluntary  prepaid 
medical  care  programs,  sponsored  and  operated 
by  the  medical  profession  in  many  parts  of  the 
country,  are  providing  the  means  whereby 
millions  of  persons  are  able  to  obtain  good  med- 
ical care  and  hospital  service  on  a budgeted 
basis,  that  this  service  is  being  rendered  on  a 
basis  that  is  satisfactory  to  both  patient  and 
physician.  There  are  now  forty-seven  voluntary 
plans  in  operation  in  twenty-four  states,  and 
many  other  states  now  in  the  process  of  develop- 
ing such  plans.  These  voluntary  prepayment 
plans  are  based  on  the  intrinsic  American  prin- 
ciples  of  personal  initiative  and  personal  re- 
sponsibilities, therefore  these  plans,  on  a vol- 
untary basis,  are  to  be  preferred,  in  the  interest 
of  the  peoples  health,  to  compulsory  care  under 
political  control.  The  resolution  adopted  by  the 
House  of  Delegates  urged  the  encouragement 
of  the  development  of  a national  voluntary  pre- 
payment medical  care  plan  for  the  purpose  of 
covering  areas  not  now  served  by  any  plan,  so 
that  it  can  assist  in  the  enrolment  in  local  plans 
of  national  enrolment  groups,  and  to  serve  un- 
til such  time  as  all  states  have  their  own  plans. 
The  resolution  adopted  in  connection  with  this 
proposal  further  stipulated  that  the  American 
Medical  Association’s  Council  on  Medical  Ser- 
vice and  Public  Relations  be  instructed  to  take 
immediate  steps  to:  1.  Coordinate  the  activities 
of  all  prepayment  medical  care  plans  now  in 
operation.  2.  Foster  the  development  of  such 
plans  in  those  areas  where  there  are  none.  3. 
Fducate  physicians  and  the  public  as  to  the 
functions  of  voluntary  prepayment  plans  and 
the  need-  for  supporting  them,  and  4.  To  en- 
courage the  officers  and  committees  of  every 
state  medical  society  to  secure  prompt  action 
by  their  state  societies  in  inaugurating  new  or 
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increasing  benef  its  of  existing  prepayment  med- 
ical care  programs  in  every  state. 

Another  resolution  considered  favorably  call- 
ed for  the  creation  of  a National  Health  Con- 
gress. This  proposal  called  attention  to  the  fact 
that  existing  bill  in  Congress  would  federalize 
and  socialize  the  health  services  of  this  country 
and  would  regiment  doctors  of  medicine,  den- 
tists, nurses,  hospitals,  pharmacists  and  the 
people  whom  they  serve,  and  that  the  medical 
and  allied  health  professions  are  interested  in 
bringing  the  greatest  amount  of  health  protec- 
tion to  all  the  people  of  this  nation,  and  that 
this  cannot  be  accomplished  thru  compulsory 
health  insurance.  So,  these  groups,  being  inter- 
ested in  bringing  the  greatest  amount  of  health 
protection  to  all  people  in  this  nation,  are  in- 
terested in  preserving  the  quality  of  health 
care  for  the  people,  therefore,  they  favor  volun- 
tary nonprofit  prepayment  plains  instead  of 
health  services  under  compulsory  governmental 
control.  So,  in  spite  of  the  fact  that  these  in- 
dividual groups  in  the  field  of  health  have 
their  own  organization,  working  independently 
for  the  preservation  of  the  American  system 
of'  health  care,  it  would  be  well  to  create  an 
overall  body  or  council  in  order  to  integrate 
the  necessary  collective  thinking  and  activity 
of  all  these  organizations  or  units. 

Therefore,  the  House  of  Delegates,  recogniz- 
ing the  serious  need  of  developing  a working 
laisson  or  congress  of  all  agencies  in  the  health 
field  to  secure  the  most  effective  results  of  ac- 
tion and  public  education,  adopted  a resolution 
approving  such  a coordinating  body  as  men- 
tioned above.  The  resolution  adopted  stipulated 
further  that  the  Council  on  Medical  Service 
and  Public  Relations  should  take  the  initiative 
in  bringing  together  the  interested  groups  to 
organize  and  incorporate  immediately  a Nation- 
al Health  Congress,  this  congress  to  undertake 
to  bring  to  all  the  people  of  this  nation  the 
complete  benefits  of  modern  medical- dental 
science  and  the  finest  hospital  facilities,  to  ar- 
range for  budgeting  the  cost  of  such  service  at 
monthly  rates  within  the  financial  means  of  all 
Americans  thru  voluntary,  nonprofit  health 
plans  and  to  work  speedily  for  the  institution 
of  such  voluntary  nonprofit  health  plans  in 
those  places  or  localities  where  they  do  not  now 
exist. 

Other  important  matters  suggested  in  the 
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GLENDALE 

CALIFORNIA 


The  Baxter  Vacodrip 

This  device  is  an  integral  part  of  the 
Baxter  Vacolifer  Parenteral  Therapy  Pro- 
gram. The  Vacodrip  is  simply,  securely  and 
aseptically  plugged  into  the  Vocoliter  and 
then  serves  as  a sight  gauge  for  regulat- 
ing rate  of  flow.  It  is  another  advantage 
of  the  Baxter  technique. 

Such  safeguards,  and  Baxter's  simple,  con- 
venient technique,  contribute  to  a trouble- 
free  parenteral  program.  No  other  method 
is  used  by  so  many  hospitals. 

Manufactured  by 


DISTRIBUTORS. 


Bischoff’s ' Oakland 

The  Denver  Fire  Clay  Co.  . Denver-Salt  Lake  City-El  Paso 

Great  Falls  Drug  Co Great  Falls 

McKesson  & Robbins Billings 

Missoula  Drug  Company Missoula 


Ohio  Chemical  & Manufacturing  Co San  Francisco 

Shaw  Supply  Co.,  Inc Tacoma-Sealtle 

Shaw  Surgical  Co Portland 

Southwestern  Surgical  Supply  Co Phoenix 

Spokane  Surgical  Supply  Company Spokane 
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Report  of  the  Council  on  Medical  Service  and 
Public  Relations  were  endorsed  by  the  House. 

1.  In  Public  Relations  work,  it  is  important 
to  utilize  all  dignified  approachments  to  the 
public  by  which  the  public  may  have  a clear 
understanding  of  the  work  of  organized  med- 
icine. The  utilization  of  community  health  con- 
ferences have  proved  valuable,  and  the  utiliza- 
tion of  professional  public  relations  councils 
on  a national,  state  and  county  level  is  approved. 

2.  Under  the  item  of  medical  care  for  the 
American  people,  the  House  stressed  the  im- 
portance of  the  Article  of  Hr.  Louis  H.  Bauer, 
member  of  the  Board  of  Trustees,  which  ap- 
peared in  the  December  1st  issue  of  the  A.M.A. 
'Journal.  This  article  stresses  particularly  the 
importance  of  sustained  production  in  this 
country,  which  leads  to  better  living  conditions, 
improved  housing,  nutrition  and  sanitation 
which  are  fundamental  to  good  health,  section 
4,  dealing  with  the  development  in  or  extension 
of  voluntary  sickness  insurance  plans;  section 
7,  dealing  with  federal  aid  to  states  where 
definite  need  is  demonstrated,  administered  on 
a state  basis  with  the  help  and  advice  of  the 
medical  profession,  section  10,  dealing  with 
discharge  of  physicians  from  the  armed  forces 
as  rapidly  as  is  consistent  with  the  post  war 
effort,  section  12,  dealing  with  adoption  of 
federal  legislation  to  provide  for  adjustments 
in  draft  regulations  which  will  permit  students 
to  prepare  for  and  continue  the  study  of  med- 
icine, and  section  12,  dealing  with  the  post- 
ponement of  consideration  of  revolutionary 
changes  while  such  a large  number  of  men  and 
women  are  still  in  the  armed  forces.  The  above 
items  are  part  of  the  fourteen  point  program 
of  the  A.M.A.  adopted  for  the  guidance  of  med- 
ical policies  in  this  emergency. 

In  connection  with  the  fundamental  work 
of  the  American  Cancer  Society,  the  House 
approved  of  the  work  done  by  the  Council  on 
Medical  Service  in  connection  Avith  conferences 
had  with  the  Cancer  Society  pertaining  to  cer- 
tain of  its  rules  and  regulations.  Standards 
taken  from  these  resolutions  clearly  defined  a 
cancer  detection  center,  or  cancer  prevention, 
or  well  person  clinic  is  designed  to  detect  ab- 
normalities no  producing  symptoms  sufficient 
to  send  the  patient  to  a doctor.  These  clinics 
do  not  diagnose  or  treat  disease,  and  2-  no  such 
clinics  shall  be  established  in  any  community 


without  the  consent  of  the  county  medical  so- 
ciety. 

It  is  becoming  apparent  that  tins  report  is 
becoming  somewhat  long.  There  were  many 
other  items  of  business  conducted  by  the  House, 
those  dealing  with  the  reception  of  the  address- 
es and  reports  of  the  officers,  and  the  various 
Councils.  To  review  these  would  be  altogether 
too  time-consuming.  To  any  of  these,  I would 
refer  you  to  recent  issues  of  the  A.M.A.  Jour- 
nal for  full  reports. 

Respectfully  submitted, 

•1.  D.  IIAMBR,  M.  1). 


Stall  Aleeting* 

ST.  JOSEPH’S  HOSPITAL 
January  10,  1946 

1.  Statistics  of  St.  Joseph’s  Hospital  for  the 
Month  of  December  1945 — Dr.  James 
Coffey. 

2.  Case  of  Aplastic  Anemia — Dr.  Robt. 
Phillips. 

2.  Case  of  Tracheo-Esophageal  Fistula — 
Dr.  I).  Melick. 

4.  Eight  Cases  of  Congesti\re  Heart  Failure 
Apparently  Precipitated  by  Influenza — 
Dr.  Titos.  Munson. 

February  8,  1946 

1 . A NeAv  Method  of  Treating  Carbuncles — 
Dr.  Tlios.  II.  Bate. 

2.  A Technical  Cause  for  False  Positive 
Cephalin  Flocculation,  by  Miss  Mary 
Theo  Maze — Dr.  J.  Coffey. 

3.  Case  of  Carcinoma  of  the  Stomach — Dr. 
Tlios.  Munson. 


MARICOPA  COUNTY  MEDICAL  SOCIETY 
January  7,  1946 

1 . Experiences  in  the  European  Theater  of 
Operations — Dr.  Thomas  Woodman. 

2.  Report  of  the  Delegate  to  the  American 
Medical  Association  Convention — Dr. 
Jesse  Hamer. 

February  4,  1946 

Two  Films : 

1.  The  Physiology  of  Anoxia,  The  Basis  of 
Inhalational  Therapy. 
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® picragol  is  an  effective  agent  in  the  treatment 
of  urethritis  and  vaginitis.  Its  specific  action  is 
especially  valuable  for  the  control  of  trichomoniasis 
or  moniliasis  of  the  vagina  and  for  trichomonas  infec- 
tions of  Bartholin’s  or  Skene’s  glands. 

picragol  crystals.  Bottles  of  2 grams.  • compound  picracol 
powder.  Silver  Picrate  Wyeth,  1 per  cent,  in  a kaolin  base.  Packages 
of  six  5 gram  vials.  • vaginal  suppositories  picragol.  Silver 
Picrate  Wyeth,  0.13  grams,  in  a boroglyceride-gelatin  base.  Pack- 
ages of  12  • vaginal  suppositories  picragol,  for  infants.  Silver 
Picrate  Wyeth,  65  mg.,  in  a boroglyceride-gelatin  base.  Packages  of  12. 
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2.  The  Oxygen  Therapy  Procedures. 
Discussion  on  the  Mechanics  of  Oxygen  Ther- 
apy. 

Introduced  by  Dr.  Benjamin  Herzberg. 

Presented  by  Mr.  Evern  Saville  of  Linde 
Air  Products  Company. 

GOOD  SAMARITAN  HOSPITAL 
STAFF  MEETING 

January  28,  1946 

1.  Review  of  Deaths  and  Autopsies — Dr. 
Robert  Antos. 

2.  “Subacute  Bacterial  Endocarditis”  with 
Case  Report — Dr.  S.  K.  Conner. 


ST.  MARY’S  HOSPITAL,  TUCSON 
February  19,  1946 

1.  Carcinoma  of  Splenic  Flexure  of  the 
Colon — Dr.  N.  K.  Thomas. 

2.  Interesting  Case  of  Polyhydramnios — 
Dr.  F.  C.  Gregg. 


ST.  MONICA’S  HOSPITAL 
February  15,  1946 

1.  Improved  Treatment  of  Syphilis  bv  Pen- 
icillin— Dr.  Paul  S.  Armour. 

2.  Case  of  Spinal  Cord  Tumor — Dr.  I).  .1, 
Condon. 

ARIZONA  CHAPTER 

AMERICAN  COLLEGE  OF  CHEST  PHYSI- 
CIANS MEETING 

May  1,  1946 

Wes. ward  IIo  Hotel,  Phoenix,  Arizona 
1 :30  P.  M. 

Carcinoma  of  the  Lung — Dr.  John  C.  -Jones, 
Los  Angeles,  Cal. 

Pulmonary  Pathology  in  Heart  Disease — Dr. 
Robeit  Flinn,  Phoenix,  Arizona 
Synergism  between  Mycotic  and  Tuberculous 
Infections  of  Lungs — Dr.  Alvis  E.  Greer,  Hons 
ton,  Texas 

Bronchoscopy  in  Pulmonary  Disease — Di*.  E. 
J.  Nagoda,  Tucson,  Arizona 

Non  Medical  Aids  in  Bronchial  Asthma-Dr. 
Duane  Carr,  Memphis,  Tenn. 


Pathological  Laboratory 

507  Professional  Building  Phoenix,  Arizona 

X-RAY  and  RADIUM  THERAPY 
DIAGNOSTIC  X-RAY 
CLINICAL  PATHOLOGY 

W.  Warner  Watkins.  M.  D.,  Director 
R.  Lee  Foster,  M.  D.,  Radiologist 
Thomas  T.  Frost,  M.  D.  Pathologist 
Douglas  D.  Gain,  M.  D. 


HOURS  9:00  to  5:00 

SATURDAY  AFTERNOONS  AND  SUNDAYS  EXCEPTED 
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6 :30  P.  M. 

Dinner  Meeting  and  Xray  Diagnosis  of  Un- 
usual Films 

Diagnosticians : 

Dr.  John  Jones 
Dr.  Warner  Watkins 
Dr.  Duane  Carr 
Dr.  Edward  Hayden 
Dr.  Alvis  Greer 

8:00  P.  M. 

Lobectomy  and  Pneumonectomy  in  Pulmon- 
ary Tuberculosis — Dr.  John  C.  Jones 
Noxious  Gases  and  Bronchiectasis — Dr. 
Duane  Carr 

Non  Malignant  Tumors  of  the  Thoracic  Cav- 
ity— Dr.  Alvis  E.  Greer 
Business  Meeting 

SHARP  & DOHME  ANNOUNCES  TWO 
RESEARCH  GRANTS 
A grant  of  $5,000  was  made  to  the  Depart- 
ment of  Gynecology,  Tulane  University,  New 
Orleans,  La.,  in  support  of  clinical  research 
conducted  by  Dr.  C.  Gordon  Johnson. 

A $2,200  grant  was  directed  to  Columbia 
University,  College  of  Physicians  and  Sur- 
geons, New  York  City,  in  support  of  Dr.  Er- 
win Brand’s  work  on  proteins. 


Location  for  Doctors 
in 

Southside  Clinic 

Light  industry  and  residential  area 
on  South  Central  Avenue.  Near  St. 
Monica's  Hospital.  Adjacent  to  pre- 
scription Pharmacy.  No  doctors  in 
neighborhood  — need  urgent.  Draws 
1 5,000  population.  Space  for  Obste- 
trician, Pediatrician,  General  Practi- 
tioner and  Dentist.  Address  Box  J-3 
Arizona  Medicine. 
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Schieffelin  BENZESTROL  Tablets: 

Potencies  of  0.5,  1.0,  2.0  and  5.0  mg. 

Bottles  of  50,  100  and  r000. 
Schieffelin  BENZESTROL  Solution : 
Potency  of  5.0  mg.  per  cc.  in  10  cc. 
Rubber  Capped  Multiple  Dose  Vials 
Schieffelin  BENZESTROL  Vaginal  Tablets: 
Potency  of  0.5  mg.  Bottles  of  100 


VektkentO'ack- 


• Exerts  a full  estrogenic  effect  . . . Very 

well  tolerated  . . . Highly  effective 
either  ©rally  ©r  pesrersferally  . . . Costs 
gust  a fraction  ©f  the  "natural"  estrogens.  . 
@ This  synthetic  estrogen  is  indicated  in  menopause 
disorders,  in  suppressing  lactation,  senile  vaginitis, 
infantile  gonorrheal  vaginitis,  and  hypo-ovarian 
conditions  in  which  there  is  an  estrogen  deficiency. 

Literature  and  sample  on  request 


Schieffelin  & Co. 


“ 20  COOPER  SQUARE  • NEW  YORK  3,  N.  Y. 
Pharmaceutical  and  Research  Laboratories 
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MEDICO-LEGAL  SECTION 


IN  THE  SUPREME  COURT  OF  THE 
STATE  OF  ARIZONA 
Failure  of  Employee  to  report  Accident  or  In- 
jury forthwith,  does  not  relieve  Employer  of 
Liability  for  Medical  Care. 

Respondent  (applicant)  Smith  was  an  em- 
ployee of  petitioner  Consolidated  Vultee  Air- 
craft Corporation  which  was  insured  against 
liability,  pursuant  to  the  provisions  of  the 
workmen’s  compensation  law,  by  its  co-petition- 
er Eagle  Indemnity  Company. 

About  eight  o’clock  on  the  morning  of  April 
3,  1944  applicant  was  descending  from  the 
“nose-hole  opening”,  four  feet  by  four  feet  in 
dimensions,  of  a B-24  bomber.  In  letting  him- 
self down,  his  foot  missed  the  wheel  used  for 
support  and  he  dropped  down  suddenly  a short 
distance.  He  noticed  an  acute  pain  in  his  left 
groin,  so  severe  that  he  was  compelled  to  crawl 
out  of  the  ship  and  sit  down  for  approximately 
three-quarters  of  an  hour.  He  thought  it  to  be 
a gas  pain,  and  did  not  go  for  first  aid.  The 


condition  continued  to  bother  him  from  that 
time  on.  He  resumed  work,  however,  without 
mentioning  his  pain  or  discomfort  to  his  fore- 
man, and  continued  to  do  his  usual  work.  About 
May  9 he  told  a fellow  employee  that  he  had 
been  suffering  pain  in  his  lower  abdomen.  On 
May  15,  while  working  at  a bench  adjusting 
radio  receivers  weighing  about  forty-five 
pounds  each,  which  lie  had  to  lift  up  and  down 
from  the  bench,  he  stooped  over  to  lift  one  of 
them  down.  In  the  act  of  lifting,  he  felt  a 
severe  pain  in  his  lower  left  groin,  similar  to 
the  one  suffered  April  3,  but  a great  deal  more 
severe.  He  made  no  report  to  first  aid,  and  did 
not  communicate  the  occurence  to  his  foreman 
or  to  anyone  in  authority.  That  night  he  no- 
ticed a lump  in  his  left  groin.  On  May  17  he 
told  another  fellow  employee  that  he  wasn’t 
feeling  well  and  was  going  to  take  off.  He  did 
not  mention  in  this  conversation  or  the  prior 
conversation  with  the  former  employee  that 
his  abdominal  pains  Avere  due  to  an  injury  by 
accident. 

On  May  19  applicant  Avas  examined  by  his 
family  doctor  to  whom  he  disclosed,  in  sub- 
stance, the  incidents  above  mentioned.  This 
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"The  Last  Thousandth" 
Builds  Our  Reputation 
and  Yours 


The  difference  between  a 
lens  that  performs  just  as  your 
prescription  calls  for  and  one 
which  imposes  needless  strain 
on  the  patient’s  eye  is  a matter 
of  the  most  minute  quantities. 
Top-quality  products,  precise  shop  equipment  and  expert  workmanship 
alone  can  provide  necessary  accuracy.  We  ask  only  the  opportunity  to 
show  you  how  well  we  can  fill  your  requirements. 
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Male  Involution 


NORMAL  TESTICLE 


ATROPHIC  TESTICLE 


The  male  climacteric,  closely  related  to  declining  testicular  function,  responds 
specifically  and  dramatically  to  replacement  therapy  with  Perandren,  Ciba’s 
brand  of  testosterone  propionate  for  intramuscular  injection.  As  many  as  34 
different  symptoms  have  been  observed  in  the  male  climacteric.  The  achieve- 
ment of  successful  treatment  of  many  of  these  symptoms  is  described  in  "The 
Male  Period  of  Involution",  a concise  and  impartial  survey  of  the  clinical 
experience  with  this  type  of  therapy.  Your  request  to  the  Ciba  Professional 
Service  Division  will  bring  a copy- 


erandren/ 

TRADE  MARK  REG.  U.  S.  PAT.  OFF. 


CIBA  PHARMACEUTICAL 

SUMMIT, 


PRODUCTS,  Incorporated 

NEW  JERSEY 


STEROID  HORMONES  AND  FINE  PHARMACEUTICALS 


124 


Arizona’  Medicine 


March,  1946 


WHEN  the  menopausal  storms  set  in  — vaso- 
motor disturbances,  mental  depression,  un- 
accountable pain  and  tension  — physicians 
today  can  take  prompt,  positive  action  to 
alleviate  symptoms. 

By  the  administration  of  a reliable  solu- 
tion of  estrogenic  substances,  you  may  exert 
a gratifying  measure  of  control. 

For  control  of  menopausal  symptoms,  you 
may  turn  with  confidence  to  Solution  of 
Estrogenic  Substances,  Smitli-Dorsey  . . . 
manufactured  in  the  fully  equipped,  capably 
staffed  Smitli-Dorsey  Laboratories  . . . meet- 
ing rigid  standards  of  purity  and  potency. 

With  such  a medicinal,  you  can  indeed  do 
something  about  “stormy  weather.” 


SOLUTION  OF 


Supplied  in  1 cc.  ampuls  and  10  cc.  ampul 
vials  representing  potencies  of  5,000 , 10,000 
and  20,000  inter  national  units  per  cc. 


THE  SMITH-DORSEY  COMPANY 

LINCOLN  . NEBRASKA 

Manufacturers  of  Pharmaceuticals  to  the  Medical  Profession  Since  1908 


examination  disclosed  the  presence  of  a left 
inguinal  hernia.  An  operation  was  performed 
on  May  21.  Prior  to  this  operation,  and  on  May 
20,  he  made  a trip  to  the  Consolidated  Vultee 
plant,  checked  his  tools,  and  talked  to  his  fore- 
man, stating  that  he  would  need  a leave  of 
absence  for  the  operation  and  convalescence, 
but  did  not  mention  any  injury.  Applicant  re- 
turned to  work  on  July  5,  and  for  the  first 
time  reported  to  his  foreman  the  incidents  of 
April  3 and  May  15. 

'Hie  employer’s  report  was  then  filed  with 
the  Industrial  Commission.  The  commission  at 
first  denied  compenstion,  but  later,  on  rehear- 
ing, entered  an  award  for  accident  benefits 
covering  the  period  of  disablement,  including 
medical  benefits. 

Petitioners,  have  appealed,  and  contest  the 
award  on  two  grounds:  First,  that  the  appli- 
cant’s proof  wholly  failed  to  disclose  that  the 
hernia  suffered  by  him  was  compensable  under 
the  provisions  of  section  56-959  (b),  ACA  1939; 
second,  that  the  commission  could  not  legally 
excuse  the  failure  of  the  applicant  to  report 
forthwith  to  the  employer  where  the  employer’s 
rights  are  prejudiced  by  his  failure  to  report. 

The  hernia  involved  in  this  action  is  of  the 
class  mentioned  in  subdiv.  (b)  of  sec.  56-959, 
supra.  We  have  reviewed  the  evidence  in  the 
case,  and  in  our  opinion  the  commission  was 
justified  in  finding  the  existence  of  the  first 
three  elements  mentioned  in  the  section  which 
must  constitute  the  basis  of  compensability. 
The  immediate  cause,  from  the  testimony,  ap- 
peal’s to  have  been  a severe  strain  received  in 
the  course  of  employment.  It  seems  obvious 
that  the  descent  of  the  hernia  occurred  at 
least  immediately  following  the  incident  of  May 
15,  since  the  doctor’s  examination  three  days 
later  disclosed  the  presence  of  the  hernia.  It 
is  admitted  that  the  strain  was  accompanied 
by  severe  pain  in  the  hernial  region,  both,  on 
April  3 and  My  15. 

This  court  has  had  occasion  to  review  a sim- 
ilar hernia  case.  In  Arizona  Grocery  Co.  v. 
Meier,  61  Ariz.  317,  149  Pac.  2d  274,  the  ap- 
plicant, while  loading  meat,  slipped  and  strain- 
ed himself.  He  felt  a pain  in  the  region  of  the 
groin  but  did  not  think  much  about  it,  and 
continued  to  work.  He  appears  to  have  advised 
no  one  of  the  strain  and  pain  until  a week  or' 
ten  days  thereafter.  The  award  in  his  behalf 
was  upheld  by  this  court.  In  that  case,  we  did 
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BLAIR  SURGICAL  SUPPLY 


Arizona’s  Own  Complete  X-ray  and  Surgical  Supply  House 
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MAICO  IN  ARIZONA 

We  pledge  full  and  complete  co-operation  with  the  Medical  Profession  (M.D.) 

at  all  times. 

PRECISION  AUDIOMETERS 

ELECTRONIC  STETHESCOPES 

SCHOOL  HEARING  EQUIPMENT 
FINE  HEARING  AIDS 

Audiograms  of  hard  of  hearing  patients  will  be  furnished  their  attend- 
ing physicians  (M.  D.)  Careful  audiometric  tests  made  upon  request  with- 
out charge. 

90%  of  all  precision  hearing  test  instruments  in  America  is  supplied 
by  MAICO.  Includes  Army,  Navy,  Physicians,  Hospitals,  Universities,  In- 
stitutions, Air  Lines. 

LITERATURE  SUPPLIED  UPON  REQUEST 

Tentative  application  has  been  made  for  reservations  Hotel  Westward  Ho,  Phoenix, 
starting  April  29,  for  display  demonstrations. 

MAICO  SOUTHWEST  DISTRIBUTORS 

P.  0.  BOX  2526  PHOENIX 
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ACCIDENT  HOSPITAL  SICKNESS 

INSURANCE 


FOR  PHYSICIANS,  SURGEONS,  DENTISTS  EXCLUSIVELY 


$5,000.00  accidental  death  $8.00 

$25.00  weekly  indemnity,  accident  and  sickness  Quarterly 


$10,000.00  accidental  death  $16.00 

$50.00  weekly  indemnity,  accident  and  sickness  Quarterly 

$15,000.00  accidental  death  $24.00 

$75.00  weekly  indemnity,  accident  and  sickness  Quarterly 

ALSO  HOSPITAL  EXPENSE  FOR  MEMBERS, 
WIVES  AND  CHILDREN 


86c  out  of  each  $1.00  gross  income 
used  for  members’  benefit 


$2,800,000.00  $13,000,000.00 

INVESTED  ASSETS  PAID  FOR  CLAIMS 

$200,000  deposited  with  State  of  Nebraska  for  protection  of  our  members. 

Disability  need  not  be  incurred  in  line  of  duty — benefits 
from  the  beginning  day  of  disability. 

PHSICIANS  CASUALTY  ASSOCIATION 
PHYSICANS  HEALTH  ASSOCATON 

43  years  under  the  same  management 
400  First  National  Bank  Building  Omaha  2,  Nebraska 


not  in  terms  say  wlmf.  meaning  should  be  given 
to  the  word  “immediately”  as  used  in  the 
statute,  either  in  reference  to  t lie  descent  of 
the  hernia  or  the  communication  made  to  others. 

Insofar  as  the  descent  of  the  hernia  is  con- 
cerned, and  taking  into  consideration  that  the 
descent  was  evidently  the  effect  of  two  causes, 
that  of  the  drop  of  April  3 and  the  lifting  of 
May  Id,  we  are  satisfied  that  the  proof,  as  a 
matter  of  law,  disclosed  that  the  hernia  imme- 
diately followed  the  cause.  On  the  evening  of 
May  Id,  the  applicant  noticed  the  protrusion 
in  his  groin.  Within  a few  days  medical  exam- 
ination disclosed  this  to  he  a hernia.  We  think 
the  statute  means  simply  that  the  hernia  des- 
cended soon  enough  and  in  such  a manner  as 
to  make  it  appear  clear  that  the  descent  was 
the  effect  of  the  strain  and  pain  complained 
of  which  forced  the  applicant  to  abandon  his 
work  after  May  15.  Frank  A.  McBride  Co. 
Inc.,  v.  Kuehn,  11  N.  J.  Misc.  764,  168  Atl.  64. 
The  phrase  “descent  of  the  hernia  occurred 
immediately  following  the  cause”  is  given  a 
liberal  construction  in  favor  of  the  injured 
workman.  Maryland  Cas.  Co.  v.  Robinson,  149 
Va.  307,  141  S.  E.  225;  Ussery  v.  Erlanger 
Cotton  Mills,  201  N.  C.  688,  161  S.  E.  307;  71 
C.  -1.  621,  sec.  373,  Workmen’s  Compensation 
Acts. 

We  have  repeatedly  held  that  the  workmen’s 
compensation  law  and  its  various  provisions 
are  to  be  construed  liberally  in  favor  of  the 
injured  workman.  Kay  v.  Hillside  Mines,  Tnc., 
54  Ariz.  36,  91  Pac.  2d  867. 

There  was  no  immediate  communication  by 
applicant  of  the  incident  of  April  3.  The  record 
discloses  that  nothing  was  said  by  him  until 
about  May  9 when  he  complained  to  a fellow 
workman  of  abdominal  pain.  However,  it  ap- 
pears that  within  a day  or  two  after  the  strain 
caused  by  the  lifting  on  May  15  and  the  pain 
he  suffered  at  that  time,  applicant  contacted 
his  doctor  and  communicated  to  a fellow  work- 
man that  lie  was  suffering  from  a pain  in  the 
groin  or  abdomen.  The  record  'would  justify 
the  commission  in  finding  that  on  May  19  he 
advised  his  doctor  of  the  incidents  of  April  3 
and  May  15.  The  question  is,  does  this  evidence 
comply  with  the  statute  which  provides  that 
the  facts  of  the  strain,  the  severe  pain  in  the 
hernial  region,  and  the  descent  of  the  hernia 
shall  be  “communicated  immediately  to  one  or 
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The  active  ingredient  of  Koromex  Jelly  is 
phenylmercuric  acetate,  whose  remarkable 
contraceptive  efficiency  was  affirmed  in 
the  illuminating  report  by  Eastman  and  Scott 
(Human  Fertility  9:33  June  1944).  Their  clinical  and 
experimental  data  confirmed  the  earlier  findings 
of  Baker,  Ranson  and  Tynen  (Lancet  2:882 
October  15,  1938).  In  addition  to  its  excellent  spermicidal 
efficacy,  Koromex  Jelly  possesses  to  a high  degree  those 
other  qualities  which  are  physiologically  and 
aesthetically  so  important  to  patients  ...  For  these  reasons  you 
can  prescribe  Koromex  Jelly  with  confidence. 


MEDICAL 


Write  for  literature. 
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551  Fifth  Avenue,  New  York  17,  N.  Y. 
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has  been  demonstrated  by  more  than  twenty 
years  of  extensive  clinical  use.  For  professional 
convenience  Mercurochrome  is  supplied  in 
four  forms — Aqueous  Solution  in  Applicator 
Bottles  for  the  treatment  of  minor  wounds, 
Surgical  Solution  for  preoperative  skin  dis- 
infection, Tablets  and  Powder  from  which 
solutions  of  any  desired  concentration  may 
readily  be  prepared. 

Jtlc  'icu'zec/i  ti&me 

(H.  W.  & 0.  brand  of  merbromin,  dibromoxymercurifluorescein-sodium) 

is  economical  because  stock  solutions  may  be 
dispensed  quickly  and  at  low  cost.  Stock  solu- 
tions keep  indefinitely. 

Mercurochrome  is  antiseptic  and  relatively 
non-irritating  and  non-toxic  in 
wounds. 

Complete  literature  will  be  fur- 
nished on  request. 


HYNSON,  WESTCOTT 
& DUNNING,  INC. 

BALTIMORE,  MARYLAND 


more  persons”?  In  Black’s  Law  Diet.,  3d  Ed. 
page  919,  the  word  “immediately”  is  defined 
as  follows : 

‘It  it  impossible  to  lay  down  any  hard 
and  fast  rule  as  to  what  is  the  meaning  of 
the  word  “immediately”  in  all  cases.  The 
words  “forthwith"  and  “immediately”  * 
have  te  same  meaning.  They  are  stronger 
than  the  expression  “within  a reasonable 
time,  and  imply  prompt,  vigorous  action,  ■ 
without  any  delay,  and  whether  there  has 
been  such  action  is  a question  of  fact,  hav- 
ing regard  to  the  circumstances  of  the  par-  i 
ticular  case.’  ” 

In  Howell  v.  Gaddis,  31  N.  J.  Law  313,  it 
was  said: 

“The  word  ‘immediately’  does  not,  in  le-  j 
gal  proceedings,  necessarily  import  the  ex- 
clusion of  any  interval  of  time.  It  is  a word 
of  no  very  definite  signification,  and  it  is 
much  in  subjection  to  its  grammatical  con- 
nections. ’ ’ 

For  all  practical  purposes,  in  dealing  with  I 
the  word  “immediately,”  as  used  in  statutes 
and  in  agreements,  the  courts  have  construed 
the  term  as  meaning  within  a resonable  time, 
taking  into  consideration  all  of  the  facts  and 
circumstances  of  the  particular  transaction,  i 
Vol . 20  Words  and  Phrases,  Perm.  Ed.  124,  et 
seq. 

The  commission  is  the  fact-finding  body.  Tt 
had  the  opportunity  to  see  and  hear  the  wit- 
nessess.  It  was  for  the  commission  to  determine  ■ 
whether,  under  all  the  facts  and  circumstances,  ; 
compliance  was  made  with  the  fourth  ground 
of  the  statute.  The  evidence  taken  in  its  most 
favorable  light  would  justify  a finding  that 
the  communication  was  made  in  conformity 
with  the  law. 

This  court  has  repeatedly  passed  upon  the 
question  raised  by  petitioners’  second  ground: 
The  failure  of  the  applicant  to  report  the  acci- 
dent and  injury  forthwith,  and  the  right  of  the 
commission  to  excuse  such  failure  to  so  report, 
as  provided  in  section  56-966,  AC  A 1939.  We 
can  add  nothing  to  what  has  already  been  said 
in  Maryland  Cas.  Co.  v.  Ind.  Com.,  33  Ariz. 
490,  266  Pac.  1 1 ; Hartford  Acc.  etc.  Co.  v.  Ind. 
Com.,  43  Ariz.  50,  29  Pac.  2d  142;  Paramount 
Pictures  Inc.  v.  Ind  Com.,  56  Ariz.  217,  106 
Pac.  2d  1024;  and  Arizona  Grocery  Co.  v. 
Meier,  supra.  In  each  of  these  cases  claims 
similar  to  that  here  urged  by  petitioners  were 
resented  to  this  court  and  rejected.  Upon  the 
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WHEN 

PROVES  DIFFICULT 


Stamina  and  strength,  essential  to  a joyous, 
optimistic  outlook,  are  vitally  linked  to  the 
nutritional  status,  and  will  quickly  wane  if 
undernutrition  is  allowed  to  develop.  Zest- 
ful living  and  boundless  energy  are  hardly 
compatible  with  nutritional  deficiencies. 

For  the  below-par  patient  whose  inadequate 
nutritional  intake  is  the  responsible  factor, 
Ovaltine  as  a dietary  supplement  can  make  a 
real  contribution  toward  assuring  nutritional 
balance.  A good  source  of  high-quality  pro- 


tein, readily  utilized  carbohydrate,  well-emulsi- 
fied fat,  and  essential  vitamins  and  minerals, 
Ovaltine  can  prove  a significant  factor  in 
restoring  the  desired  state  of  optimal  nutri- 
tion. Three  glassfuls  daily,  made  with  milk  as 
directed,  provide  appreciable  amounts  of 
essential  nutrients  as  indicated  by  the  table. 
The  low  curd  tension  of  Ovaltine  assures 
rapid  gastric  emptying,  hence  the  appetite 
for  regular  meals  is  not  impaired.  Ovaltine  is 
enjoyed  as  a beverage  and  between  meals. 


THE  WANDER  COMPANY,  360  N.  MICHIGAN  AVE.,  CHICAGO  1,  ILL. 


Three  daily  servings  of  Ovaltine,  each  made  of 
Yi  oz.  of  Ovaltine  and  8 oz.  of  whole  milk,*  provide: 


CALORIES 

669 

VITAMIN  A 

3000  I.U. 

PROTEIN 

32.1  Gm. 

VITAMIN  Bi 

1.16  mg. 

FAT 

31.5  Gm. 

RIBOFLAVIN 

1.50  mg. 

CARBOHYDRATE 

64.8  Gm. 

NIACIN 

6.81  mg. 

CALCIUM 

1.12  Gm. 

VITAMIN  C 

39.6  mg. 

PHOSPHORUS 

VITAMIN  D 

417  I.U. 

IRON 

12.0  mg. 

COPPER  

0.75  mg 
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SOUTHWEST  SPECIALISTS 


PHOENIX,  ARIZONA 


T.  T.  CLOHESSY,  M.  D. 

Practice  Limited  to 
Dermatology  and  Syphilology 
X-Ray  Therapy 

620  Professional  Bldg.  Phoenix 


FRED  G.  HOLMES,  M.  D. 

VICTOR  RANDOLPH.  M.  D. 
HOWELL  RANDOLPH,  M.  D 

Limited  to 

Diseases  of  the  Chest 
Heart  and  Allergy 

1005  Professional  Bldg.  Phoenix 


D.  V.  MEDIGOVICH,  M.  D. 

Diplomate  American  Board 
Dermatology  and  Syphilology 

905  Professional  Building 
Phone  3-6617  Phoenix 


E.  A.  GATTERDAM,  M.  D. 

Allergy 

910  Professional  Bldg.  Phoenix 

MedicaUDental 
Finance  Bureau 

GEORGE  RICHARDSON,  Pres. 

407  Professional  Bldg.  Phone  4-4688  Phoenix,  Ariz. 

An  Ethical  Financial  Service  for  Your  Patients --Founded  1936 


TUCSON,  ARIZONA 


LUDWIG  LINDBERG,  M.  D. 

Cancer  and  Allied  Diseases 
Therapeutic  Radiology 

23  East  Ochoa  St.  Tucson,  Arizona 


authority  of  these  eases  we  are  constrained  to 
hold  that  the  commission,  under  the  evidence 
in  this  case,  properly  relieved  applicant  of  his 
failure  to  forthwith  report  the  injury.  Nor 
does  it  appear  that  petitioners  were  prejudiced 
by  the  failure  of  the  applicant  to  report  forth- 
with. Mass.  Bonding  & Ins.  Co.  v.  Arizona 
Concrete  Co.,  47  Ariz.  420,  56  Pac.  2d  188. 

The  award  is  affirmed. 


'southwestern  Dermatological  Society 

For  some  considerable  time  the  desire  for  a 
dermatological  society  serving  the  southwest 
has  been  felt  by  those  doctors  interested  in  skin 
diseases.  Such  a society  was  organized  and  the 
inaugural  meeting  was  held  at  the  Westward 
Ho  Hotel,  in  Phoenix,  Arizona,  on  April  15th, 
1944  and  was  attended  by  Ur.  Leslie  Smith  of 
El  Paso,  Texas,  and  Doctors  Clohessy,  Medigo- 
vicli,  Jekel  and  Rogers  of  Phoenix.  It  was  de- 
cided upon  to  call  this  newly  formed  group  the 
Southwestern  Dermatologic!  Society  and  a sub- 
sequent listing  of  tli  is  society  was  made  in  the 
Archives  of  Dermatology.  The  officers  elected 
were  Dr.  Louis  Jekel,  president,  through  whose 
efforts  this  meeting  was  made  possible,  and 
Dr.  G.  K.  Rogers,  secretary. 

It  was  further  decided  at  this  meeting  that 
the  members  consist  of  those  doctors  in  the 
southwestern  part  of  the  United  States  who 
practice  dermatology  exclusively  or  who  are 
actively  interested  in  dermatology  It  is  the 
purpose  of  this  society  to  hold  combined  busi- 
ness and  clinical  meetings  once  or  twice  a year 
in  conjunction  with  the  Arizona  State  Medical 
and  the  Southwestern  Medical  Society  meet- 
ings. It  is  the  hope  of  the  members  that  pa- 
tients can  be  presented  at.  these  meetings  and 
discussions  held  on  these  eases  which  will  prove 
profitable  to  both  patient  and  doctor. 

With  the  resumption  of  peace  the  activities 
of  the  Southwestern  Dermatological  Society 
will  again  begin  to  function  and  the  next,  meet- 
ing will  be  belli  on  the  morning  of  May  the 
second  in  Phoenix  at  the  time  of  the  Arizona 
State  Medical  meeting. 


PHYSICIAN  AND  SURGEON  SEEKS 

ARIZONA  LOCATION  — PREFERABLY 
PHOENIX  OR  TUCSON 

Ethical  doctor,  eligible  for  American  Board 
in  Gynecology  and  Obstetrics,  will  pay  cash 
for  a general  practice,  or  will  buy  one-half 
interest  in  small  medical  building  already 
open  or  one  which  will  be  constructed. 

Will  also  consider  an  association  with  busy 
doctor  or  will  trade  Los  Angeles  practice  for 
suitable  Arizona  practice.  Address  replies  to 
Box  J-2,  Arizona  Medicine. 
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LAS  ENCINAS 

PASADENA,  CALIFORNIA 

Internal  Medicine 
Including  Nervous  Diseases 


All  types  of  general  medical  and  neurological  cases  are  received  for 
diagnosis  and  treatment. 

Special  facilities  for  care  and  treatment  of  gastro-intestinal,  metabolic, 
cardio-vesicular-renal  diseases  and  the  psychoneuroses. 

Dietetic  department  featuring  metabolic  and  all  special  diets. 

All  forms  of  Physio-  and  Occupational  Therapy. 


BOARD  OF  DIRECTORS 

George  Dock,  M.  D.  Charles  W.  Thompson,  M.  D 

Stephen  Smith,  M.  D James  Robert  Sanford,  M.  D 


Write  for  illustrated  booklet 

Stephen  Smith,  M.D.,  F.A.C.P.  Charles  W.  Thompson,  M D.,  F.A.C.P 

MEDICAL  DIRECTORS 

LAS  ENCINAS,  PASADENA,  CALIF. 
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The  rooster's  legs 
are  straight. 

The  boy's  are  not. 


The  rooster  got  plenty  of  vitamin  D. 


Fortunately,  extreme  cases  of  rickets  such  as  the  one  above  illustrated 
are  comparatively  rare  nowadays,  due  to  the  widespread  prophy- 
lactic use  of  vitamin  D recommended  by  the  medical  profession. 

One  of  the  surest  and  easiest  means  of  routinely  administering  vitamin  D (and  vitamin  A) 
to  children  is  MEAD’S  OLEUM  PERCOMORPHUM  WITH  OTHER  FISH-LIVER 
OILS  AND  VIOS1  EROL.  Supplied  in  10-cc.  and  50-cc.  bottles.  Council  Accepted.  All 
Mead  Products  Are  Council  Accepted.  Mead  Johnson  & Company,  Evansville21,  Ind.,  U.S.A. 
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LESTRA-LITE 
LENS  COATING 


A new  process  of  real 
merit  which  reduces  annoy- 
ing surface  reflections  by 
by  over  70%. 

Your  patients  will  appre- 
ciate the  advantages  of 

LESTRA-LITE 


GEORGE  W. 

SPRATT 


Phone  4-3230  21  W.  Monroe  Phoenix 

LOS  ANGELES  HUNTINGTON  PARK 
BEVERLY  HILLS  SANTA  BARBARA 
LONG  BEACH  SANTA  ANA 

PHOENIX  INGLEWOOD 

OPTICAL  COMPANY 
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1 . Virginia  M.  Monthly 
72:240  (June)  1945. 


With  the  recognition  that  avitaminoses  may  make  operations 
more  hazardous,  imperil  recovery,  and  delay  convalescence,1  a 
new  member  has  been  added  to  the  surgical  team  high  potent  y 
vitamins.  In  the  field  of  oral  and  parenteral  vitamins,  Upjohn 
offers  a full  range  of  high  potency,  supplemental  and  ther- 
apeutic formulas— convenient  to  administer  and  economical. 


Upjohn 


FINE  PHARMACEUTICALS  SINCE  1886 


KALAMAZOO  99.  MICHIGAN 


UPJOHN  VITAMINS 
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D octor— J udge 


hilip  Morris  suggests  you  judge  . . . from 


the  evidence  of  your  own  personal  obser- 


vations . . . the  value  of  Philip  Morris  Ciga- 
rettes to  your  patients  with  sensitive  throats. 

PUBLISHED  STUDIES*  SHOWED  WHEN  SMOKERS 
CHANGED  TO  PHILIP  MORRIS  SUBSTANTIALLY  EVERY 
CASE  OF  THROAT  IRRITATION  DUE  TO  SMOKING 
CLEARED  COMPLETELY,  OR  DEFINITELY  IMPROVED. 

But  naturally,  no  published  tests,  no  matter 
how  authoritative,  can  be  as  completely  con- 
vincing as  results  you  will  observe  for  yourself. 


Philip  Morris 


PHILIP  MORRIS  & CO.,  LTD.,  INC. 

1 19  FIFTH  AVENUE,  NEW  YORK,  N.  Y. 

*Laryngoscope,  Feb.  1935,  Vol.  XLV,  No.  2,  149-154. 
Laryngoscope,  Jan.  1937,  Vol.  XLVII,  No.  1,  58-60. 


TO  THE  DbCTOR  WHO  SMOKES  A PIPE:  We  suggest  an  unusually  fine  new  blend  — 
Country  Doctor  Pipe  Mixture.  Made  by  the  same  process  as  used  in  the  manufacture  of 
Philip  Morris  Cigarettes. 
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UNSHAKABLE  FOUNDATIONS 


The  Borobudur  on  Java  has  resolutely  survived  eleven 
centuries  of  unrelenting  tropical  climate,  savage  jungle 


ON 


growth  and  volcanic  earthquakes  — because  of  its 
unshakable  foundations.  • Likewise,  optimum  develop- 
ment in  childhood  is  dependent  Upon  a firm  nutritional 
foundation  laid  in  early  infancy.  • BIOLAC  furnishes 
among  other  essential  nutrients  the  valuable  proteins 
of  milk,  an  outstanding  source  of  all  the  indispensable 
amino  acids  . . . the  prerequisite  building  blocks 
of  strong  tissues.  • BIOLAC  is  bacteriologically 

safe  . . . convenient . . . economical . . . readily  available. 

\ / 

BORDEN'S  PRESCRIPTION  PRODUCTS  DIVISION 


Biolac 

buiiMitceil  ti  7^5  fhuuj. 


Biolac  is  a liquid  modified  milk,  prepared  from  whole 
and  skim  milk  with  added  lactose,  and  fortified  with 
thiamine,  concentrate  of  intamins  A and  D from  cod  liver 
oil,  and  iron  citrate;  only  ascorbic  acid  supplementation 
is  necessary.  Evaporated,  homogenized  and  sterilized. 
Biolac  is  available  in  13  fi.  oz.  tins  at  all  drug  stores. 


Quickly  prepared . . . easily  cal- 
culated: 1 fi.  oz.  Biolac  to  I1/2  fl- 
oz.  water  per  lb.  of  body  weight. 
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Tablets  Penicillin  Calcium  Squibb 
are  individually  and  hermetically 
sealed  in  aluminum  foil  to  protect 
against  penicillin -destroying  mois- 
ture. As  a result,  the  physician  can 
prescribe  the  precise  number  of 
tablets  needed  without  fear  of 
potency  deterioration.  Each  tablet 


contains  0.5  gm.  trisodium  citrate 
to  buffer  destructive  gastric  juices. 

Tablets  Penicillin  Calcium  Squibb 
provide  20,000  units,  making  oral 
therapy  feasible  for  many  condi- 
tions which  heretofore  could  be 
treated  only  by  repeated  parenteral 
injections. 


CALC  I U M 


MANUFACTURING  CHEMISTS  TO  THE  MEDICAL  PROFESSION  SINCE  1858 
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Control... 

the  Core  of  Confidence 


You r Confidence  in  Penicillin  Schen/ey 
Is  Assured  by  the  Vast  Program  of  Control 
Maintained  at  Schenley  Laboratories 


RIGID  CONTROL  at  every 
- step  in  Te  production  of 
Penicillin  Schenley  insures 
an  extremely  high  standard 
of  purity,  potency,  and 
pyrogen-freedom. 

This  fact... and  the  con- 


tinuing research  procedures 
which  determine  production 
methods  at  the  Schenley 
Laboratories  . . . are  the  vital 
core  of  the  confidence  with 
which  you  can  specify 
Penicillin  Schenley. 


PENICILLIN  SCHENLEY 

SCHENLEY  LABORATORIES,  INC. 
Executive  Offices:  350  Fifth  Avenue,  New  York,  N.  Y 
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Estrogens  are  excreted  by  the  kidney  not  as  free  chemical  compounds 
but  as  conjugates.  In  this  natural  form,  the  equine  estrogens  . . . estrone, 
estradiol,  equilin,  equilenin,  and  hippulin  . . . are  present  as  water- 
soluble  sulfates  which  are  highly  active  when  administered  orally. 
Under  hydrolysis,  however,  the  conjugation  is  destroyed  and  the 
estrogens  are  converted  to  free  chemical  compounds  which  are  water 
insoluble  and  comparatively  inactive  orally. 

In  “PREMARIN”,  the  equine  estrogens  are  carefully  protected  against 
hydrolysis  to  preserve  their  highly  desirable  characteristics.  “PREMARIN”, 
therefore,  is  water  soluble  and  orally  effective,  making  possible  the 
control  of  menopausal  symptoms  with  tablet  or  liquid  medication. 

An  extensive  bibliography  on  “PREMARIN”  attests  to  its  high  ther- 
apeutic effectiveness,  its  comparative  freedom  from  toxicity,  and  to  the 
fact  that  treatment  is  usually  followed  by  a general  feeling  of  well-being. 


rnmm 
.in 


CONJUGATED  ESTROGENS  (equine) 

Tablet  No.  866  (1.25  mg.)  Tablet  No.  867  (Half-Strength)  (0.625  mg.) 

Liquid  No.  869  Each  teaspoonful  is  equivalent  in  potency  to  one  "Premarin"  Half-Strength  Tablet 


AYER  ST,  McKENNA  & HARRISON  Limited  • 22  EAST  40TH  STREET  • NEW  YORK  16,  N.  Y. 


Atabrine  dihydrochloride, 


the  drug  of  choice  for  all  types  of  malaria,  is  particularly 
effective  in  the  prevention  of  malignant  tertian  (falciparum)  malaria.  It  not  only  sup- 
presses the  clinical  symptoms  but  actually  cures  this  malignant  form  of  malaria.  The 
evidence  of  a similar  curative  effect  of  quinine  is  not  conclusive. 


Convincing  evidence  regarding  the  high  relative  safety  of  Atabrine  dihydrochloride 
has  been  accumulated  in  the  tremendous  military  experience  of  recent  years.  In  fact, 
true  toxicity  of  Atabrine  dihydrochloride  in  man  following  recommended  dosage  over 
long  periods  of  time  has  not  been  proved. 

RTflBRinE  DIHYDROCHLORIDE 

"Atabrine,"  Trademark  Reg.  U.  S.  Pat.  Off.  & Canada 

BRAND  OF  QUINACRINE  HYDROCHLORIDE 


SYNTHESIZED  IN  OUR  LABORATORIES 


CHEMICAL  COMPANY, 

Pharmaceuticals  of  merit  for  the  physician  • New  York  13,  N.  Y.  — W 


dsor 


N C . 

O n t . 


VMERICA’S  AUTHORITY  ON  VITAMINS 

\\V  / 


Vho 


is  he:  The  American  physician.  It  is  he  who  is  qualified  to  diag- 
nose vitamin  deficiency  disease,  to  treat  or  prevent  it  with  suitable 
amounts  of  the  indicated  vitamins. 


Therefore,  to  the  end  that  White’s  vitamin  products  may  contribute 
most  effectively  to  American  well  being,  information  concerning  these 
preparations,  like  all  White’s  pharmaceuticals,  is  entrusted  to  the 
profession  alone. 

Our  promotion  does  not  deviate  from  the  strictly  ethical. 


PHARMACEUTICAL 


LABORATORIES*  INC." 

NEWARK  7f  N,  h 


MANUFACTURERS 
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R.  J.  Reynolds  Tobacco  Co.,  Winston-Salem,  N.  C. 


According  to  a 
recent  independent 
nationwide  survey: 

MORE  DOCTORS 

SMOKE  CAMELS 

than  any  other  cigarette 


“Emergency  Case!” 

While  the  city  sleeps, 
lights  blaze  in  a hospital 
ward — they  mean 

“Doctors  at  Work!” 


H e isn’t  interested  in  making  speeches  and  taking 
bows  on  the  magnificent  job  he  does.  He’s  just  inter- 
ested in  doing  that  job  with  all  the  skill  and  selfless 
devotion  he  possesses. 

His  battle  knows  no  lulls.  But  he  asks  no  quarter. 
All  this  he  knew— and  accepted— when  those  proud 
letters  “M.D.”  were  first  affixed  to  his  name. 
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from  the  first 
to  last 

rose  of  summer 


. . . many  of  your  patients  will  be  harassed  by  a variety  of  pruritic  skin  irrita- 
tions which  require  prompt,  symptomatic  treatment. 

Your  patients  with  ivy  and  oak  poisoning,  summer  prurigo,  insect  bites  and  other  derma- 
toses commonly  encountered  during  the  summer  season  will  welcome  the  prompt,  soothing 
relief  provided  by  ‘Caligesic’  Analgesic  Calamine  Ointment. 

A greaseless,  bland  cream  with  anesthetic,  analgesic,  astringent  and  protective  properties, 
‘Caligesic’  Ointment  does  not  stain  the  skin  and  may  be  used  safely  on  infants.  It  is  also 
useful  in  the  symptomatic  treatment  of  such  conditions  as  intertrigo,  pruritus  ani,  pruritus 
vulvae  and  pruritus  scroti. 

Each  100  Gm.  contains:  Calamine,  8.00  Gm.;  Benzocaine,  3.00  Gm.;  Hexylated  Meta- 
cresol,  0.05  Gm.  Supplied  in  VA  ounce  tubes.  Sharp  & Dohme,  Philadelphia  1,  Penna. 
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CyVWP  Belt  for  Inguinal  Hernia 

T*A0(vmM>ai 


Belt  with  pad 
in  place 


Camp  Spring  Pad 

( Patented ) 


Belt  fitted,  adapted  to 
all  types  of  build 


IN  patients  with  indirect  inguinal  hernia  of  small  or  moderate  size, 
this  belt  with  pad  has  proved  successful  in  many  instances  in 
holding  the  hernia  within  the  abdominal  cavity.  The  comfort  of  a 
belt  about  the  pelvic  girdle  is  greatly  appreciated  by  the  patient. 

The  Camp  adjustable  spring  pad  for  use  with  the  belt  is  equipped 
with  prongs  of  piano  wire.  The  strong  flexible  prongs  fit  firmly  in 
the  casings  of  the  belt.  Pads  are  available  in  varying  shapes  and 
depths. 

The  Camp  adjustment  of  the  belt  courses  along  the  groin  over 
the  pad,  hugging  it  in  and  up  for  the  protection  of  the  internal  ring. 

Surgeons  who  wish  some  protection  over  the  area  after  operation 
will  find  this  belt  of  particular  advantage  because  the  adjustment 
allows  varying  degrees  of  firmness  about  the  lower  abdomen. 

S.  H.  CAMP  & COMPANY  • JACKSON,  MICHIGAN  • World’s  Largest  Manufacturers  of  Scientific  Supports 
Offices  in  CHICAGO  • NEW  YORK  • WINDSOR,  ONTARIO  • LONDON,  ENGLAND 
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PENICILLIN  - 


u 

CRYSTALLINE  SODIUM  SALT 


★ Requires  No  Refrigeration 


★ Pain  upon  Injection  Minimized,  Even  in  High 
Dosages 

★ Well  Tolerated  and  Effective  Subcutaneously 

★ Potency  Clearly  Stated  on  Label 


NOTE  THESE  ADVANTAGES: 

• Since  refrigeration  is  not  required,  the  physi- 
cian’s bag  may  now  contain  penicillin  in  the  form 
of  Penicillin-C.S.C.  Crystalline  Sodium  Salt,  so 
that  administration  may  be  made  immediately 
at  the  first  call,  if  indicated. 


M EDO  CAL 


Penicillin-C.S.C.  is  accepted  by  the 
Council  on  Pharmacy  an,d  Chemistry 
of  the  American  Medical  Association 


• Because  of  its  high  purity  Penicillin-C.S.C. 
Crystalline  Sodium  Salt  may  be  given  in  high 
dosage  (200,000  units)  by  aerosol  administration. 

Available  in  serum-type  vials  containing 
700,000,  200,000,  or  500,000  units 

PHARMACEUTICAL  DIVISION 

COMMERCIAL  SOLVENTS 

17  Eost  42nd  Street  Maw  York  17,  N.  Y 
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the  physician  treating  diabetes  today  has  the 
choice  of  three  types  of  insulin.  One  is  rapid- 
acting but  short-lived.  Another  is  slovv-to-start 
but  prolonged.  Intermediate  between  them  is  the 
new ‘Wellcome’ Globin  Insulin  with  Zinc  which 
starts  fairly  promptly  and  continues  for  sixteen 
hours  or  more.  Action  is  maximal  during  the 
times  of  major  carbohydrate  intake  but  dimin- 
ished toward  bedtime  so  that  the  likelihood  of 
nocturnal  reactions  is  decreased.  Today,  the 
physician  is  wise  to  consider  all  three  insulins. 

‘Wellcome’ Globin  Insulin  with  Zinc  is  a clear 
solution,  comparable  to  regular  insulin  in  its 
freedom  from  allergenic  properties. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  I 


Accepted  by  the  Council  on  Pharmacy  and 
Chemistry,  American  Medical  Association. 
Developed  in  the  Wellcome  Research  Labora- 
tories, Tuckahoe,  New  York.  U.S.  Patent  No. 
2,161,198.  Available  in  vials  of  10  cc.,  80  units 
in  1 cc.  and  vials  of  10  cc.,  40  units  in  1 cc. 
Literature  on  request. 

‘Wellcome’ T radcmark  Registered 


C.,  9 and  II  EAST  4IST  STREET,  NEW  YORK  17 
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Doctor's  nightcap  in  baby's  bottle 


When  the  doctor  prescribes  ’Dexin’  brand  High  Dextrin  Carbohydrate,  it 
is  like  a soothing  nightcap  for  both  himself  and  his  little  patients.  Because 
of  the  high  dextrin  content,  (1)  intestinal  fermentation  with  its  tendency  to 
colic  and  diarrhea  is  diminished,  and  (2)  the  formation  of  soft,  llocculent, 
easily  digested  curds  is  promoted.  Frantic  parental  midnight  phone  calls 
are  less  frequent  and  both  the  doctor’s  and  the  babies’  rest  are  undisturbed. 


'Dexin’  is  readily  soluble  in  either  hot  or  cold  milk  or  other  bland  fluids, 
and  it  is  not  so  sweet  as  to  be  unpalatable.  'Dexin’  does  make  a difference. 

‘Bexin’ 

NIGH  DEXTRIN  CARBOHYDRATE 


Composition — Dextrins  75%  • Maltose  24%  • Mineral  Ash  0.25%  • Moisture 
0.75%  • Available  carbohydrate  99%  • 115  calories  per  ounce  • 6 level  packed 
tablesijjoonfuls  equal  1 ounce  • Containers  of  twelve  ounces  and  three  pounds  • 
Accepted  by  the  Council  on  Foods  and  Nutrition,  American  Medical  Association. 
'Dexin’  Reg.  Trademark 


Literature  on  • request 

BURROUGHS  WELLCOME  & CO.  (U.  S.  A.)  INC.,  9 & 11  East  41st  St.,  New  York  17,  N.  Y. 
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in  ECZEMATOUS  DERMATITIS 


Secondary  infections  in  eczematous 
dermatitis  respond  to  treatment  with 
penicillin  when  the  condition  is  com- 
plicated with  organisms  susceptible 
to  penicillin. 

Bristol  Penicillin,  with  its  low 
toxicity  and  freedom  from  pyrogens, 


its  absolute  sterility  and  standard 
potency,  provides  dependable  thera- 
peutic action. 

For  additional  current  literature 
on  the  clinical  uses  of  this  potent 
antibiotic,  refer  to  y our  issues  of  the 
BRISTOL  PENICILLIN  DICEST. 


Other  products  of  Bristol  Laboratories  include  high-type  paren- 


BRISTOL 

feral  medications  such  as  Epinephrine  Hydrochloride , Liver  in 
jection , Estrogenic  Substance  in  Oil , and  Phenobarbital  Sodium. 

i i 

LAB  O R ATORIES 

INCORPORATED 

SYRACUSE  1,  NEW  YORK 

Disturbance  of  electrolyte  balance  in 
Addison’s  disease  and  in  burn  shock 
can  be  corrected  promptly  and 
dramatically  with  CORTATE, 
Schering’s  desoxycorticosterone  acetate 
administered  intramuscularly. 

In  infections  as  pneumonia,  influenza, 
etc.,  followed  by  prolonged  asthenia  due  to  adrenal  hypo- 
function,  CORTATE  administered  sublingually  will  be 
found  a convenient  and  economical  method  for  speeding 
rehabilitation. 


CORTATE,  desoxycorticosterone  acetate  in  oil,  5 mg.  per 
cc.  for  intramuscular  injection.  Ampules  of  1 cc.,  boxes  of 
6 and  50  ampules;  vials  of  10  cc.  containing  50  mg.  COR- 
TATE for  sublingual  administration  is  supplied  in  a solu- 
tion of  propylene  glycol  containing  20  per  cent  absolute 
alcohol  U.S.P.  in  a concentration  of  10  mg.  per  cc.  Avail- 
able in  10  cc.  screw  capped  vials  with  calibrated  dropper. 

Trade-Mark  CORTATE-Reg.  U.  S.  Pat.  OR. 


CORPORATION  - BLOOMFIELD  - N.J. 

In  Canada,  Schering  Corporation  Limited,  Montreal 


Arizona  Medicine 


May,  194(i 


152 


PROTEIN 

and  the  Dietary  of  Kidney  Disease 


The  fundamental  concept,  that  nutritional  requirements  must  be 
met  in  disease  as  well  as  in  health,  holds  especially  true  in  renal 
disease.1  Because  many  affections  of  the  kidney  involve  excretion 
of  blood  albumin  via  the  urine,  the  intake  of  protein  in  former 
years  was  curtailed  in  a futile  attempt  to  stem  the  loss  of  protein. 

Modern  nutritional  science  has  emphasized  the  necessity  for 
maintaining  nitrogen  balance  even  in  the  face  of  the  severe 
albuminuria  characteristic  of  lipid  nephrosis.2  Not  only  must 
the  basic  nitrogen  requirements  of  the  organism  be  met,  but  the 
urinary  loss  must  be  compensated  for  as  well.3  Only  when  this 
adjustment  of  protein  intake  is  made  can  the  plasma  albumin  be 
restored  to  normal  levels  and  the  associated  edema  overcome. 

Meat  is  an  excellent  source  of  protein  in  the  management  of 
nephritis  and  nephrosis,  not  only  because  of  the  high  percentage 
of  protein  contained,  but  especially  because  its  protein  is  of  highest 
biologic  quality,  applicable  for  every  protein  need. 


1 Stare,  F.  J.,  and  Thorn,  G.  W.:  Protein  Nutrition  in  Problems 
of  Medical  Interest,  J.A.M.A.  127:1120  ( April  28)  1945. 

2 Stare,  F.  J.,  and  Davidson,  C.  S.:  Protein:  Its  Role  in  Human 
Nutrition;  Introduction,  J.A.M.A.  127:985  ( April  14)  1945. 

3 Anderson,  G.  K.:  The  Importance  of  Protein  in  Diet  Therapy, 
J.Am.Dietet.A.  21:436  (July- August)  1945. 


The  Seal  of  Acceptance  dendtes  that  the  nutri- 
tional statements  made  in  this  advertisement 
are  acceptable  to  the  Council  on  Foods  and 
Nutrition  of  the  American  Medical  Association. 


AMERICAN  MEAT  INSTITUTE 

MAIN  OFFICE,  CHICAGO  . . . MEMBERS  THROUGHOUT  THE  UNITED  STATES 
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YOU  CAH’T 

overrate  the  value  of  CONTROL 

It's  spectacular,  but  brief  — the  kind  of 
control  that  reigns  beneath  the  big  top  each  Spring. 

Less  heralded  is  the  day-in  day-out  control 
that  rules  each  operation  in  the  manufacture  of 
pharmaceuticals  in  white-walled  U.D.  laboratories  and 
production  rooms.  For  this  is  quolity  control. 
It  consists  of  a long-established,  efficient  system  of 
tests  which  have  won  for  these  products 
an  exceptional  record  for  consistent  quality. 

Much  credit  for  these  fine  results  is  due 
the  body  of  doctors,  chemists  and  pharmacists  who  set 
and  maintain  the  high  standards.  This  group  is 
U.D.'s  famous  Formula  Control  Committee  which  insists 
upon  topping  all  previous  precautions  with  a 
personal  check  of  every  finished  formula. 

Interest,  effort,  care  and  experience  combine 
to  insure  that  your  orders  are  filled  with  materials  of 
unexcelled  purity  when  you  specify  U.D.  preparations.  The 
same  qualities  mark  the  service  of  your  neighborhood 
Rexall  Drug  Store.  Additional  features  that  patients 
appreciate  are  this  store's  convenience  and  economy. 


UNITED-REXALL  DRUG  CO. 


,j  U.D.  products  PHARMACEUTICAL  CHEMISTS  FOR  MORE  THAN  43  YEARS 

Wherever  °you  Los  Angeles  • Boston  • St.  Louis  • Chicago  • Atlanta  • San  Francisco 
see  this  sign  Portland  • Pittsburgh  • Ft.  Worth  • Nottingham  • Toronto  • So.  Africa 


DRUGS 

UNITED-REXALL  DRUG  COMPANY  AND  YOUR  REXALL  DRUGGIST 


Your  Partners  in  Health  Service 
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The  unpredictable  can  of  course  always  happen  in  surgery 
— but  by  rigid  adherence  to  aseptic  routine  and  the  use 
of  an  effective  antiseptic,  such  as  Tincture  Metaphen, 
the  surgeon  can  control  the  ever-present  threat  of  infec- 
tion. In  Tincture  Metaphen  you  have  a very  real  assur- 
ance of  high  antiseptic  power,  prolonged  action  and  rela- 
tive freedom  from  tissue  irritation.  There  are  other 
outstanding  qualities  you  will  also  appreciate — its  dis- 
tinctive orange  stain  clearly  delineates  the  operative  field 
— it  does  not  affect  surgical  instruments  or  rubber  goods, 
is  quite  stable  when  exposed  to  air — and  now  costs  far 
less  than  ever  before.  Tincture  Metaphen  1 :200  is  available 
through  hospital  and  prescription  pharmacies  in  bottles 
containing  1 fluidounce,  4 fluidounces,  1 pint  and  1 gal- 
lon. Abbott  Laboratories,  North  Chicago,  Illinois. 


(Tincture  of  4-nitro-anhydro-hydroxy-mercury-orthocresol,  Abbott) 


Tincture  Metaphen 
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STEELTONE 


15.") 


/or  tlioAe  who  prefer 

MODERN  STEEL  FURNITURE 


We  offer  the  STEELTONE  suite  with  many  distinc- 
tive features  including:  HIDE-A-HOLE  paper  attach- 
ment that  furnishes  a clean  paper  surface  for  each 
patient  . . . COUNTERBALANCED  TOP  that  per- 
mits the  head  end  of  the  table  to  be  lowered  or  raised 
easily  . . . RUBBER  BUMPERS  on  the  drawers  for 
silent  operation  . . . DUPONT  DuLux  Hi-Bake  fin- 
ish that  will  not  chip  or  crack. 


Write  for  our  Hamilton  Steeltone  Catalog  A-546 
distributed  by 


PHYSICIANS  AND  HOSPITALS  SUPPLY  CO.,  Inc. 

MINNEAPOLIS  MINNESOTA 


b-Uh 


Scrubbing  the  operative  held  with  soap  and  water  effectively  eliminates  most  of 
the  bacteria.  But  before  the  surgeon  makes  his  incision,  he  must  be  certain  that 
the  last  troublesome  enemy  is  dispatched.  Tincture  'Merthiolate’  (Sodium  Ethyl 
Mercuri  Thiosalicylate,  Lilly),  1:1,000,  is  especially  qualified  for  the  "mop-up” 
detail.  When  Tincture  'Merthiolate’  is  applied,  many  nonsporulating  pathogenic 
organisms  are  given  the  coup  de  grace  on  contact.  Stragglers  which  dare  to  rise 
from  a hair  follicle  or  which  fall  on  the  operative  held  from  the  air  are  also  ex- 
posed to  the  germicidal  action  of  the  him  of  'Merthiolate’  on  the  skin.  The  low 
toxicity  of 'Merthiolate’  and  its  compatibility  with  body  fluids  recotnmend  it  as 
a safe,  reliable  skin  disinfectant.  Tincture  'Merthiolate’  is  available  in  leading 
hospitals  and  pharmacies  everywhere. 


] INDIANAPOLIS  6,  INDIANA,  U.S.A. 


ELI  LILLY  AND  COMPANY 
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THE  PRESIDENT’S  ADDRESS 

GEORGE  0.  BASSETT,  M.  D. 
Prescott,  Arizona 


T WISH  to  thank  you  for  this  honor  and  the 
A confidence  that  you  have  shown  me. 

It  has  been  a great  pleasure,  a privilege  and 
an  inspiration  to  work  with  so  many  fine  men 
in  this  association  during  the  past  years,  men 
who  have  given  of  their  time  and  their  unselfish 
effort  in  the  interest  of  medicine.  I know  that 
in  the  years  to  come  this  same  spirit  of  cooper- 
ation and  fraternity  will  continue. 

Before  I proceed  with  the  few  remarks  that 
I shall  make,  I would  like  to  pay  tribute  to 
those  men,  members  of  this  organization,  who 
served  in  the  armed  forces.  At  the  call  of  duty 
they  left  their  families  and  homes,  set  aside 
years  of  professional  attainment,  to  serve  their 
country.  They  sustained  a great  economic  loss 
and  on  their  return  were  hard  put  to  find  a 
place  to  open  an  office.  Their  services  were  a 
magnificent  contribution  to  their  country.  To 
them  all  honor. 

For  the  past  ten  years  or  more  we  have  lived 
in  a world  of  revolution  and  change.  The  med- 
ical profession  in  the  United  States  has  received 
the  direct  impact  of  this  trend,  and  we  know 
not  yet  the  extent  of  the  change  nor  how  it  may 
affect  us  in  our  professional  lives.  As  individ- 
uals and  as  an  organization  we  have  fought  this 
trend  because  we  feel  that  it  li olds  a menace  to 
the  standards  and  progress  of  our  profession. 

Our  spokesmen  in  the  American  Medical  As- 
sociation have  admitted  the  gentle  indictment, 
contained  in  the  opening  preamble  of  the  Wag- 
ner Bill,  with  reservations.  Our  objection  has 
been  with  the  method  by  which  the  sponsors 
of  the  bill  guarantee  to  bring  about  this  Utopia 

Dr.  John  H.  Fitzgibbon,  chairman  of  the 
Council  on  Medical  Service  and  Public  Rela- 
tions, in  a statement  issued  December  6,  1944, 
lays  down  this  program  for  the  medical  profes- 
sion. 

1.  The  objective  of  the  medical  profession 
of  this  country  is  the  provision  of  good  medical 
care  to  every  person  in  the  United  States. 

2.  Adequate  trained  professional  personnel 
and  facilities  for  providing  preventative,  diag- 
nostic, and  treatment  services  must  be  available 
to  all  areas. 

Delivered  before  the  Annual  Meeting  of  the  Arizona  State 
Medical  Association,  May  2,  1946,  at  Phoenix,  Arizona. 


3.  Sound  economic  arrangements  for  finan- 
cing these  services  and  facilities  must  be  set  up. 

4.  Educational  efforts  will  be  required  to 
inform  the  people  of  the  value  of  good  medical 
care  in  order  to  induce  them  to  make  intelligent 
use  of  the  services  and  facilities  made  available. 

This  is  a splendid  program.  In  effect  it  has 
always  been  the  program  and  hope  of  every 
physician.  Yesterday  we  worked  quietly  and 
individually  towards  this  goal ; today  we  become 
a militant  organization  with  this  promise  on 
our  standard. 

Let  us  for  a moment,  with  this  objective  in 
mind,  examine  our  own  sphere  of  effort,  for 
tomorrow. 

Good  medical  care  — This  is  more  nearly 
true  than  ever  before  in  the  history  of  Ameri- 
can Medicine.  Since  its  organization  the  Amer- 
ican Medical  Association  has  encouraged  and 
promoted  a continually  higher  standard  in  our 
medical  schools  and  hospitals.  Arizona  is  for- 
tunate that  it  has  available  such  a large  number 
of  splendidly  trained  men. 

‘-to  every  person  in  Arizona.’  I believe  that 
you  will  agree  that  we  have  slipped  up  a bit. 
Phoenix,  Tucson,  yes.  Even  Prescott,  but  to 
many  of  the  smaller  towns  we  have  failed  in 
our  obligation.  Many  of  these  towns  are  without 
any  physician ; some  have  what!  is  worse,  a,  phy- 
sician who  has  violated  and  forgotten  his  pro- 
fessional oath;  some  are  served  only  by  cultists. 
These  towns  and  communities  are  not  in  the 
jungles  of  Colombia;  they  are  in  Arizona.  They 
are  lively  towns,  often  on  the  railroad  or  main 
highway.  They  need  physicians  and  can  support 
physicians.  Why  does  this  condition  exist? 
Briefly,  because  the  younger  men  of  today,  most 
of  them  seeking  specialties,  have  flocked  to  the 
larger  cities.  Because  there  is  today  a dearth 
of  men  who  are  interested  in  that  greatest  of 
all  fields,  the  general  practice  of  medicine.  In 
a.  sense  it  is  the  finest  field  in  medicine,  the 
most  interesting.  Even  for  those  who  wish  to 
specialize,  it  is  an  invaluable  field  to  learn  and 
gain  confidence.  If  we  accept  the  wisdom  of 
Sir  William  Osier,  who  said : 1 ‘ Every  young 
man  who  hopes  and  plans  to  follow  a specialty 
should  engage  in  general  practice  for  at  least 
ten  years,”  then  our  young  men  are  missing 
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an  opportunity,  and  we  as  an  association  have 
been  derelict  in  our  responsibility.  Some  solu- 
tion must  be  found  for  this  problem. 

Sound  economic  arrangements  — This  asso- 
ciation, thru  the  Committee  on  Medical  Econ- 
omics, has  accepted  this  challenge,  and  will  pre- 
sent to  the  House  of  Delegates  the  plan  based 
on  this  need.  In  a state  sparsely  settled  this  has 
been  a difficult  problem. 

Educational  efforts  — Here  again  we  have 
made  a beginning.  The  Committee  on  Public 
Health  Education  with  the  limited  funds  that 
were  available  has  done  a splendid  job.  The 
program  for  the  coming  years  should  be  care- 
fully studied. 

I would  like  to  suggest  one  or  two  other  mat- 
ters that  are  purely  a State  problem,  yet  are 
vitally  important  if  we  as  an  organization  are 
to  do  our  job. 


The  Medical  Practice  Act  of  the  State  of 
Arizona  is  obsolete  in  many  respects.  It  should 
he  revised  if  for  no  other  reason  that  we  might 
have  a medical  examining  board  that  is  com- 
plete 

Our  Public  Health  Laws  need  revision. 

The  provisions  for  the  hospitalization  and 
care  of  pulmonary  diseases  should  he  adequately 
increased. 

As  a profession,  we  have  not  only  our  re- 
sponsibility as  citizens,  but  by  our  oath  have 
dedicated  our  lives  to  that  profession  that  has 
for  its  objective  the  alleviation  of  pain  and  the 
conquering  of  disease.  We  have  accomplished 
much  in  a relatively  short  time. 

Whatever  pattern  the  practice  of  medicine 
may  take  tomorrow,  it  is  imperative  that  we 
carefully  safeguard  the  ideals  and  maintain 
our  standards  of  our  profession. 


A CLASSIFICATION  OF  THE  DIFFERENT  TYPES  OF 
DIABETES  MELLITUS  WITH  A DISCUSSION  OF  THE 
DIAGNOSIS  AND  TREATMENT  OF  EACH 

From  the  Department  of  Medicine,  Baylor  University  College  of  Medicine  and  Hermann  Hospital 

JAMES  A.  GREENE,  M.  I).,  Professor  of  Medicine 
Houston,  Texas 


'T'lIE  general  principles  of  diet,  insulin  and 
education  of  the  patient  are  generally  ac- 
cepted in  the  treatment  of  diabetes  mellitus 
and  only  the  details  of  their  application  are  of 
controversial  nature.  Any  discussion  of  the 
treatment  of  diabetes  mellitus,  however,  should 
take  into  consideration  the  different  types  of 
diabetes  with  which  we  are  now  familiar.  Clas- 
sification of  diabetes  mellitus  into  the  different 
types  facilitates  consideration  of  the  etiologic 
factors,  the  pathologic  physiology  and  the  pre- 
ferable treatment  of  each  type.  The  present 
discussion  concerns  itself  with  a classification 
of  diabetes  mellitus  and  with  the  diagnosis  and 
treatment  of  the  different  types. 

CLASSIFICATION 

One  classification  is  shown  in  Table  1.  The 
regular  or  usual  type  consists  of  those  patients 
with  diabetes  mellitus  of  unknown  etiology, 
which  are  considered  hv  most  authors  to  have 
a decrease  in  the  production  of  insulin  by  the 
pancreas.  In  the  unstable  variety  the  blood  su- 
gar will  rise  above  the  renal  threshold  without 

Presented  at  Annual  Meeting  of  Arizona  State  Medical 
Association,  Phoenix,  Arizona,  May  3,  1946. 


relation  to  the  ingestion  of  food  and  the  hyper- 
glycemia and  glycosuria  occur  nearly  as  fre- 
quently during  the  night  as  during  the  day. 
This  variety  is  usually  observed  in  young  per- 
sons and,  therefore,  the  term  juvenile  variety 
has  been  attached  to  it.  In  the  stable  variety 
the  hyperglycemia  and  glycosuria  occur  in  re- 
lation to  the  ingestion  of  food,  and  do  not 
appear  at  night,  if  the  diabetes  is  controlled 
during  the  day.  This  variety  is  more  common 
in  the  adult  and,  therefore,  the  term  adult  var- 
iety has  been  attached  to  it. 

The  arteriosclerotic  type  of  diabetes  mellitus 
occurs  in  older  individuals  who  have  arterio- 
sclerosis. If  is  mild  and  the  patients  never  de- 
velop acidosis,  nor  is  the  glycosuria  excessive. 
The  diabetes  developes  late  life  after  arterio- 
sclerosis has  become  well  developed.  The  com- 
plications occurring  in  these  patients  are  due 
to  inadequate  circulation  of  blood  to  the  myo- 
cardium, cerebrum,  kidneys  or  lower  extre- 
mities. 

The  obesity  type  was  pointed  out  by  New- 
burgh and  Conn1,  and  the  individual  has  hy- 
perglycemia and  glycosuria,  but  does  not  de‘ 
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velop  acidosis.  The  hyperglycemia  and  glyco- 
suria disappear  when  the  body  weight  of  the 
patient  is  brought  to  within  normal  limits. 

The  endocrine  type  includes  those  persons 
with  diabetes  mellitus  secondary  to  tumors  of 
the  pituitary  or  adrenal  glands. 

The  fifth  type  includes  those  patients  with 
diabetes  mellitus  in  which  demonstrable  lesions 
of  the  pancreatic  parenchma  are  present.  These 
cases  probably  should  be  considered  under  the 
first  type,  but  they  are  listed  as  a separate 
group  to  emphasize  that  disease  of  the  pancreas 
should  be  considered  in  every  case  of  diabetes 
mellitus.  In  some  cases  recurring  attacks  of 
pancreatitis  may  be  the  causative  agent  or  tu- 
mors of  the  pancreas  have  been  encountered. 

The  sixth  type  includes  those  cases  of  diabetes 
mellitus  in  which  hepatic  disease  is  present. 
This  type  may  or  may  not  be  different  from 
the  first  type,  except  for  the  addition  of  the 
liver  disease,  but  the  therapy  differs  in  the 
two  groups. 

DIAGNOSIS 

The  diagnosis  of  the  first  type  is  made  by 
establishing  the  presence  of  diabetes  mellitus 
and  by  exclusion  of  other  types.  This  may  re- 
quire some  time  and  careful  study. 

The  diagnosis  of  the  arteriosclerotic  type  is 
made  in  an  older  person  with  a mild  diabetes 
mellitus  and  with  arteriosclerosis.  We  should 
not  forget  that  an  older  person  may  develop 
the  usual  type  of  diabetes  and  acidosis  may  oc- 
cur. If  there  is  a history  of  acidosis  or  it  is  pre- 
sent, arteriosclerotic  diabetes  is  excluded,  re- 
gardless of  the  age  and  amount  of  arterioscler- 
osis. 

The  obesity  type  is  suspected  in  all  obese 
patients  with  diabetes  mellitus.  The  diagnosis 
is  established  only  if  the  diabetes  disappears 
after  the  body  weight  of  the  patient  is  brought 
to  within  normal,  limits.  The  incidence  of  the 
obesity  type  is  fairly  common.  Newburgh2 
found  approximately  35  per  cent  of  the  cases 
of  diabetes  coming  into  the  University  Hospital 
at  Ann  Arbor  to  be  of  this  type.  In  Iowa  and 
in  Texas  I have  not  found  the  incidence  to  be 
that  great. 

The  diagnosis  of  the  fourth  type,  those  with 
diabetes  mellitus  secondary  to  tumors  of  the 
pituitary  or  adrenal  glands  is  made  by  the  pre- 
sence of  other  manifestations  of  such  tumors  and 
the  diagnosis  is  definitely  established  if  the 
diabetes  subsides  following  removal  of  the  tu- 


mor or  recession  of  the  tumor  following  roent- 
genotherapy. 

The  fifth  type  is  diagnosed  only  in  those 
cases  with  demonstrable  lesions  of  the  pancre- 
atic parenchyma.  A history  of  chronic  biliary 
tract  disease,  or  of  large,  bulky  and  foul  stools, 
or  attacks  of  pain  in  the  epigastrium,  radiating 
through  to  the  back  in  the  upper  lumbar  and 
lower  thoracic  regions  are  sufficient  indications 
for  further  studies  of  possible  pancreatic  de- 
ficiencies. A palpable  mass  in  the  region  of  the 
head  of  the  pancreas,  which  is  usually  very 
questionable  or  an  enlarged  liver  or  the  pre- 
sence of  large,  bulky  and  foul,  fatty  stools  are 
additional  indications  for  further  study.  Studies 
of  the  pancreatic  enzymes  in  the  stools  and  in 
aspirations  from  the  duodenum  through  duo- 
denal tube^  may  be  of  help.  If  the  enzymes  are 
reduced,  a diagnosis  of  probable  pancreatic  de- 
ficiency can  be  made.  I have  not  had  sufficient 
experience  with  blood  amylase  estimations  in 
chronic  cases  to  justify  an  opinion  of  their 
value. 

The  diagnosis  of  the  sixth  type  or  those  pat- 
ients with  both  diabetes  mellitus  and  hepatic 
disease  is  made  only  when  there  are  other  man- 
ifestations of  hepatic  disease  in  a person  with 
diabetes  mellitus.  Early  and  mild  cases  of  he- 
patic disease  are  undoubtedly  overlooked. 
TREATMENT 

The  treatment  of  the  diabetes  will  depend, 
to  a certain  extent,  upon  the  type  of  diabetes 
present.  In  the  regular  or  usual  type  dietary 
therapy  is  generally  accepted.  The  composition 
of  the  diet,  however,  is  still  controversial.  In  the 
more  severe  cases  insulin  therapy  is  generally 
accepted,  but  the  types  of  and  doses  of  insulin 
are  still  the  subjects  of  arguments.  In  the  un- 
stable or  juvenile  variety,  of  case  injections  of 
insulin  are  required  more  frequently  or  insulin 
preparations  which  are  absorbed  more  slowly 
are  employed.  In  the  stable  variety  less  con' 
troversy  has  arisen  in  regards  to  the  insulin  to 
be  prescribed,  but  the  opinion  is  not  unani- 
mous. Education  of  the  patient  regarding  his 
or  her  diabetes  is  generally  recognized  and 
agreed  upon  and  the  best  results  are  obtained 
in  clinics  and  in  practices  with  good  educa- 
tional programs  for  the  patients.  A discussion 
of  these  different  controversial  subjects  is  not 
the  purpose  of  this  presentation. 

The  treatment  of  the  arteriosclerotic  type  of 
diabetes  mellitus  has  been,  in  the  past,  the  same 
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as  that  employed  for  the  stable  regular  variety. 
In  more  recent  years,  however,  patients  have 
been  observed  with  arteriosclerotic  heart  di- 
sease and  diabetes  mellitus  who  received  the 
usual  therapy  for  their  diabetes  mellitus  and 
the  cardiac  condition,  either  did  not  improve 
or  became  worse  and  did  improve  when  the 
diabetes  became  slightly  or  moderately  out 
of  control.  The  idea  has  become  prevalent  that 
patients  with  arteriosclerotic  heart  disease  and 
diabetes  mellitus  should  receive  more  carbo- 
hydrate in  their  diet  and  that  the  blood  sugar 
level  should  be  permitted  to  remain  at  a higher 
level  than  in  the  average  case.  It  has  been  my 
practice  for  several  years  to  control  the  dia- 
betes in  the  usual  fashion  in  these  eases  and  as 
soon  as  the  urine  has  become  free  of  sugar  to 
increase  the  diet  by  50  to  100  grams  of  carbo- 
hydrate. In  rare  instances  it  will  be  necessary 
to  add  or  to  increase  the  dose  of  insulin.  The 
urine  is  permitted  to  show  a trace  of  sugar  in 
the  mid-morning  specimens,  but  is  kept  free  of 
sugar  for  the  remainder  of  the  24  hours.  The 
blood  sugar  rises  to  slightly  above  the  renal 
threshold  during  the  mid-morning,  but  remains 
below  for  the  rest  of  the  time.  In  such  cases 
the  renal  threshold  is  elevated  frequently  and 
the  blood  sugar  level  will  be  proportionately 
higher  than  in  cases  with  normal  renal  thres- 
holds. All  cases  of  arteriosclerosis  and  diabetes 
mellitus  have  been  managed  in  this  fashion 
regardless  of  whether  or  not  the  arteriosclerosis 
involves  the  arteries  of  the  cerebrum,  heart, 
kidneys  or  extremities  or  all  of  them.  I think 
that  it  is  just  as  important  to  maintain  this 
regimen  in  patients  with  cerebhal  or  periplie- 
rial  arteriosclerosis  as  it  is  in  patients  with 
arteriosclerotic  heart  disease. 

The  patient  with  the  obesity  type  of  diabetes 
should  receive  a diet  sufficiently  inadequate 
in  calories  to  cause  the  body  weight;  to  decrease 
on  the  average  of  approximately  2 pounds  week- 
ly until  it  has  reached  normal  limits.  I have 
usually  prescribed  diets  of  one  gram  of  protein, 
and  from  IV2  to  2 grams  of  carbohydrate  for 
each  kilogram  of  ideal  body  weight  and  fat  in 
amounts  sufficient  to  make  up  the  calories  to 
1000  per  day.  The  urine  usually  becomes  free 
of  sugar,  but  if  the  insulin  is  required  it  is 
employed  in  the  necessary  doses.  As  the  diabetes 
improves  the  insulin  is  reduced  and  eliminated 
and  after  the  body  weight  reaches  normal  limits 
the  diet  is  increased  gradually  until  glycosuria 


appears  or  until  a high  carbohydratt  intake  is 
obtained.  If  the  patient  is  able  to  utilize  400 
or  more  grams  of  carbohydrate  per  day  the 
diabetes  is  considered  to  have  disappeared  and 
the  patient  is  instructed  to  eat  a general  diet, 
but  ot  keep  the  body  weight  within  normal 
limits. 

The  treatment  of  the  diabetes  in  cases  of  the 
first  type  except  as  modified  by  pancreatic 
lesion.  A tumor  should  be  removed  if  possible. 
If  the  external  pancreatic  enzymes  are  reduced 
or  absent  they  should  be  supplemented  and  the 
possibility  of  the  developement  of  a fatty  liver 
should  be  borne  in  mind.  The  enzymes  can  be 
replaced  fairly  satisfactorily  by  the  oral  ad- 
ministration of  dried  pancreas  or  other  pre- 
parations of  pancreatic  enzymes.  The  develope- 
ment  of  a fatty  liver  can  he  prevented  by  the 
administration  of  lipocaic,  choline,  betaine  hy- 
drochloride and  possibly  by  methionine.  A 
higher  protein  content  of  the  diet  may  be  pre- 
ferable. 

The  treatment  of  the  sixth  type  or  those  with 
concomitant  diabetes  mellitus  and  hepatic  di- 
sease are  treated  in  the  same  manner  as  the 
first  type  except  for  the  modifications  required 
by  the  hepatic  disease.  As  a rule  the  carbohy 
drate  intake  is  increased,  as  is  the  protein,  but 
the  fat  content  of  the  diet  is  reduced  greatly. 
Betaine  hydrochloride,  or  choline,  or  methionine 
may  be  administered.  I have  preferred  in  some 
cases  to  permit  the  blood  sugar  to  remain  above 
normal  and  from  a slight  to  a moderate  amount 
of  glycosuria  to  be  present.  The  insulin  dosage, 
if  required,  is  adjusted  accordingly. 

SUMMARY 

Cases  of  diabetes  mellitus  have  been  classified 
into  six  different  types. 

The  practical  considerations  of  the  differen- 
tiation, diagnosis  and  treatment  of  the  various 
types  have  been  discussed  and  outlined. 

Table  1 

1.  Regular  or  Usual  Type: 

A.  Unstable  or  Juvenile  Variety 

B.  Stable  or  Adult  Variety 

2.  Arteriosclerotic  Type : 

A.  Cerebral  Arteriosclerosis 

B.  Coronary  Arteriosclerosis 

C.  Renal  Arteriosclerosis 

D.  Peripheral  Arteriosclerosis 

E.  Generalized  Arteriosclerosis 

3.  Obesity  Type : 

4.  Endocrine  Type : 

A.  Pituitary  Variety 

B.  Adrenal  Variety 
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5.  Parenchymal  Pancreatic  Disease 

6.  Parenchymal  Hepatic  Disease 

A classification  is  given  of  the  different  types 
of  Diabetes  Mellitus. 
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SICKLE  CELL  ANAEMIA 

IAN  P.  STEVENSON 
St.  Joseph's  Hospital,  Phoenix,  Arizona 


'T'HE  sickle  cell  trait  has  been  estimated  to 
be  present  in  from  7-13%  of  North  Amer- 
ican Negroes.  While  ouly  a small  proportion  of 
these  with  the  sickling  trait  actually  suffer 
from  sickle  cell  anaemia,  this  disease  must  he 
considered  in  the  differential  diagnosis  of  many 
disorders  affecting  the  negro  I’ace.  Because  this 
condition  is  so  frequently  confused  with  com- 
pletely different  diseases  it  is  important  to 
cultivate  a greater  awareness  of  its  existence, 
particularly  in  areas  where  there  is  a large 
negro  population. 

Case  Report 

The  patient  was  a six  year  old  negro  girl 
whose  past  history  contained  nothing  unusual 
apart  from  a number  of  episodes  resembling 
the  one  which  brought  her  to  the  hospital,  al- 
though these  were  milder  in  severity. 

This  attack  began  one  evening  with  nausea, 
vomiting  and  severe  abdominal  pain  which  was 
localized  around  the  umbilicus.  The  child  was 
seen  by  a doctor  who  administered  a narcotic 
and  told  the  parents  to  bring  the  child  to  the 
hospital  the  following  day  if  she  was  not  better. 
This  they  did  and  when  seen  the  following 
morning  the  child  still  had  severe  abdominal 
pain  which  at  this  time  was  localized  in  the 
right  lower  quadrant.  The  white  cell  count  in 
the  blood  was  27,400  and  the  differential  show- 
ed a shift  to  the  left.  The  diagnosis  of  appendi- 
citis was  strongly  considered  - and  reasonably 
so. 

There  were,  however,  several  points  out  of 
harmony  with  the  usual  picture  of  appendicitis. 
The  pain  although  severe  was  not  accompanied 
by  a proportionate  tenderness  and  in  fact  at 
times  there  seemed  to  be  no  tenderness  in  the 
abdomen  at  all  - even  on  deep  palpation.  The 
site  of  the  pain  also  seemed  to  shift  from  place 
to  place.  Further,  although  the  rectal  tempera- 
ture was  slightly  elevated  to  100.4°,  the  pulse 
was  disproportionately  rapid,  being  108.  The 
hemoglobin  was  found  to  be  only  52%  with  a 
red  cell  count  of  2,550,000.  When  a slight 
icteric  tinge  was  noted  in  the  sclerae  it  became 
obvious  that  the  child  was  undergoing  a haemo- 
lytic crisis  of  some  sort.  In  view  of  the  patient’s 
race  a special  search  Avas  made  for  sickle  cells 
in  the  blood  smear  and  numerous  sickled  forms 


were  found.  Later  these  Avere  demonstrated 
even  more  conclusively  in  a Avet  preparation. 

Further  laboratory  tests  tended  to  confirm 
the  diagnosis.  The  icterus  index  was  40.5.  The 
cell  fragility  Avas  decreased  as  is  usual  in  these 
cases ; initial  haemolysis  occurred  in  a saline 
solution  of  0.34%  and  complete  haemolysis  in 
one  of  0.23%.  There  Avas  a slight  retieulocytosis 
(3.8%).  The  prothrombin  time  was  normal. 
The  urine  showed  no  bilirubin  or  excess  uro- 
bilin. The  child’s  father  Avas  found  to  have  the 
sickling  trait  although  he  had  never  had  any 
symtoms  of  sickle,  cell  anaemia : the  patient ’s 
sister  did  not  show  this  trait. 

The  patient  Avas  treated  with  two  transfusions 
of  500  c.c.  of  whole  blood  and  her  haemoglobin 
at  the  time  of  discharge  was  81%.  Her  symp- 
toms improved  considerably  and  within  a feAV 
days  her  abdominal  pain  disappeared  complete- 
ly. For  several  days  after  this  she  suffered 
from  transient  excruciating  headaches  which 
came  and  went,  very  suddenly,  but  which,  while 
they  lasted,  produced  apparently  agonizing  pain 
so  that  the  child  would  cry  miserably.  They  had 
usually  disappeared  before  any  therapeutic  re- 
lief could  be  offered. 

The  duration  of  the  disease  in  this  child  can- 
not be  stated  with  any  certainty  although  it.  is 
likely  that  her  previous  attacks  of  abdominal 
pain  had  a similar  explanation.  On  the  other 
hand  the  disease  had  not  progressed  to  the 
point  where  there  were  any  bone  changes  as 
the  x-ray  pictures  of  her  fore-arm  Avere  entirely 
normal.  The  prognosis  in  this  case  is  similarly 
difficult  to  determine.  It  must,  however,  be 
guarded  as  it  is  known  that  in  this  disease,  as 
in  rheumatic  fever,  the  outlook  depends  upon 
the  age  of  onset  as  well  as  upon  the  frequency 
of  attacks.  Where  the  first  attack  is  delayed 
until  young  adulthood  the  outlook  is  much 
better.  Some  patients  eventually  outgrow  the 
attacks  although  the  sickling  trait  remains. 
Others  become  gradually  weaker  with  succeed" 
ing  attacks  and  death  is'  not  infrequent. 

The  pathogenesis  of  symptoms  in  this  con- 
dition is  still  someAvliat  obscure,  but  the  fol- 
loAving  account  is  the  most  probable  explanation. 
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The  symptoms  are  usually  found  in  crises  which 
occur  cyclically.  As  the  cells  become  older  they 
have  a greater  tendency  to  become  sickled.  All 
cells  show  a sickling  tendency  but  young  cells 
may  only  sickle  under  markedly  reduced  oxy- 
gen tension.  The  older  the  cell  the  more  easily 
it  will  sickle  under  higher  oxygen  tensions.  A 
certain  point  is  reached  when  numbers  of  cells 
are  senile  enough  to  sickle  at  the  arterial  ends 
of  the  capillaries.  Sickled  cells  are  more  rigid 
and  less  adaptable  to  changes  in  vascular  shape 
and  calibre.  As  a result  they  are  apt  to  be 
caught  in  narrow  capillaries  and  ‘cell  jams’ 
occur.  There  is  a tendency  for  this  obstruction 
to  spread  back  to  the  arterioles  and  smaller 
arteries  with  resultant  thrombosis  and  infarc- 
tion. This  tendency  is  promoted  by  the  release 
of  coagulating  substances  into  the  blood  stream 
during  the  course  of  the  destruction  of  the  red 
cells  which  are  jammed.  The  resultant  increase 
in  blood  coagulability  may  be  responsible  for 
the  sudden  initiation  of  a crisis  with  widespread 
thromboses.  The  destruction  of  the  clotted  red 
cells  is  conducted  by  the  reticulo-endothelial 
system.  It  is  not  an  intravascular  haemolysis 
as  haemoglobinaemia  is  never  demonstrated  in 
these  patients.  During  this  phagocytosis  the 
jammed  sickle  cells  are  removed  from  the  cir- 
culation and  the  blood  becomes  rejuvenated  by 
the  production  of  younger  cells.  The  latter  do 
not  have  as  low  a threshold  to  sickling  as  their 
predecessors  and  another  crisis  does  not  occur 
until  they  have  aged.  There  is,  however,  a cer- 
tain minimal  amount  of  constant  red  cellular 
destruction  going  on  even  in  quiescent  stages 
as  indicated  by  persistent  hyperbilirubinaemia. 

During  one  of  these  crises  large  numbers  of 
red  cells  may  he  rapidly  eliminated  from  the 
circulation  and  the  ensuing  symptoms  are  those 
of  the  ‘haemolytic  crisis’  first  described  by 
Widal  many  years  ago.  The  reduced  cell  volume 
results  in  reduced  delivery  of  oxygen  which  in 
turn  promotes  tissue  anoxia.  The  reduced  blood 
oxygen  tension  further  increases  the  tendency 
to  sickling.  In  addition  metabolic  products  of 
deficient  oxidation  lead  to  capillary  atony  and 
a shock-like  state  in  which  further  stasis  and 
thrombosis  may  occur.  Tomlinson  has  ably 
drawn  attention  to  the  shock-like  state  produced 
in  sickle  cell  anaemia  and  described  this  vicious 
circle  which  may  lead  tP  death. 

More  specifically  this  generalized  anoxaemia 
may  manifest  itself  in  such  symptoms  as  weak- 


ness, prostration,  leukocytosis,  tachycardia  and 
circulatory  collapse.  The  severity  of  the  symp- 
toms naturally  depends  upon  the  extent  of 
cellular  destruction. 

In  addition  to  these  general  manifestations 
of  anaemia  there  may  he  signs  of  localized  an- 
oxaemia secondary  to  the  arterial  thromboses 
Almost  any  organ  of  the  body  may  be  thus  in- 
volved and  infarcted.  The  principal  symptom 
of  this  process  is  usually  severe  pain.  Such  pains 
are  commonly  felt  in  the  abdomen  and  the  ex- 
tremities. It  is  probable  that  the  headaches 
felt  by  our  patient  were  due  to  numbers  of 
such  small  thromboses,  it  is  these  multifarious 
pains  which  make  the  differential  diagnosis  of 
the  condition  exceedingly  subtle.  The  disease 
has  naturally  and  excusably  been  mistaken  for 
a great  variety  of  intra-abdominal  emergencies, 
for  rheumatism,  meningitis,  various  blood 
dyscrasias,  and  numerous  other  disorders  both 
common  and  obscure. 

An  accurate  diagnosis  is  particularly  impor- 
tant not  only  because  unnecessary  operation  is 
very  dangerous  in  the  middle  of  a haemolytic 
crisis,  hut  also  because  these  patients  are  often 
victims  of  the  other  conditions  with  which  the 
disease  is  so  easily  confused  such  as  appendicitis 
and  in  these  situations  operation  may  be  just 
as  lifesaving  as  it  would  be  dangerous  in  the 
presence  of  a crisis. 

Errors  may  be  avoided  quite  easily  if  the 
usual  care  is  taken  in  eliciting  the  history  and 
making  the  physical  examination.  The  condition 
should  always  he  kept  in  mind  in  the  examina- 
tion of  a negro  patient.  The  combination  of 
nausea,  vomiting,  abdominal  pain,  fever  and 
leukocytosis  is  naturally  tempting  tb  the  con- 
scientious surgeon,  but  if  unusual  anaemia  or 
tachycardia  is  present  suspicion  should  be 
aroused,  all  the  more  so  if  the  pain  seems  to 
shift  and  if  there  is  little  or  no  tenderness  in 
the  presence  of  much  pain.  In  such  cases  icterus 
in  the  sclerae  should  always  he  sought,  and 
even  if  not  found  a blood  smear  should  be 
carefully  studied.  If  the  symptoms  are  due  to 
sickle  cell  anaemia  there  will  usually  he  enough 
sickled  forms  present  in  the  ordinary  blood 
smear  to  confirm  the  clinical  impression.  If 
special  preparations  are  required  it  is  probable 
that  the  patient  has  the  sickling  trait,  but  not 
sickle  cell  anaemia.  This  distinction  is  very  im- 
portant as  the  former  is  much  commoner  than 
the  latter  and  the  mere  presence  of  sickling 
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should  not  be  considered  as  establishing'  a diag- 
nosis. In  doubtful  cases  special  techniques  should 
be  employed  to  demonstrate  sickle  cells.  Scriver 
and  Waugh  collect  blood  which  has  been  made 
stagnant  in  the  finger  tip ; Tomlinson  exposes 
the  blood  to  carbon  dioxide  to  bring  out  the 
sickling.  Often  a simple  air-tight  wet  sjispen- 
sion  of  cells  will,  after  sufficient  oxygen  has 
been  consumed,  show  the  sickling  as  well  as 
any  other  preparation  and  this  is  by  far  the 
easiest  method  to  use. 

Winsor  and  Burch  have  recommended  a spe- 
cial test  which  depends  upon  the  fact  that  the 
sickled  cells  have  a much  slower  sedimentation 
rate  than  unsickled  cells.  They  collect  stagnant 
blood  some  of  which  they  set  up  for  a sedimenta- 
tion rate  immediately.  The  remainder  of  the 
blood  is  then  thoroughly  aerated  and  a sedi- 
mentation rate  is  determined  on  it.  If  the  dif- 
ference between  the  rates  of  the  unaerated  and 
the  aerated  specimens  is  greater  than  20  mm. 
per  hour  the  patient  has  sickle  cell  anaemia  in 
98%  of  cases.  They  have  used  this  method  as 
a screening  test  for  negro  patients  on  whom  it 
is  done  as  routinely  as  the  Wassermann  test.  By 
means  of  it,  numerous  unsuspected  cases  of 
sickle  cell  anaemia  have  been  uncovered  and 
faulty  diagnoses  with  their  attendant  thera- 
peutic errors  avoided.  It  is  doubtful  however, 
if  this  test  is  applicable  to  small  hospitals  and 
fortunately  it  is  not  necessary  as  most  errors 
and  certainly  all  catastrophic  mistakes  can  be 
avoided  by  the  clinician  who  bears  in  mind  the 
preceding  suggestions. 


The  therapy  of  this  condition  is  very  unsat- 
isfactory and  centres  around  blood  transfusions 
which  are  given  at  the  time  of  crises  to  combat 
the  anaemia.  It  might  be  thought  that  anything 
which  would  reduce  the  tendency  of  the  cells 
to  sickle  and  of  the  sickled  cells  to  coagulate 
would  prevent  or  mitigate  the  crises.  Actually 
only  the  latter  is  even  theoretically  possible  as 
in  those  predisposed,  eventually  enough  of  the 
cells  would  become  old  enough  to  sickle  and 
cause  jamming.  In  this  connection  attempts 
have  been  made  to  give  anticoagulants  such  as 
dicumarol  at  the  onset  of  a crisis,  but  without 
benefit.  Likewise  oxygen  has  been  administered 
in  the  hope  of  decreasing  the  sickling  tendency 
and  perhaps  allowing  the  cellular  jamming  and 
destruction  to  take  place  more  gradually  in- 
stead of  critically.  This  also  has  been  ineffec- 
tive. Probably  no  further  advances  in  therapy 
will  be  made  until  we  can  discover  the  factors 
responsible  for  the  production  of  a red  cell  with 
a tendency  to  sickle.  Given  such  a cell  attempts 
to  alter  its  habits  can  be  at  best  merely  pallia- 
tive and  only  delay  the  inevitable  change  in 
form. 
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A CASE  OF  CHRONIC  REGIONAL  ILEITIS 

GEO.  G.  McKHANN,  M.  D.,  ELTON  R.  CHARVOZ,  M.  I).  .JAMES  M.  OVENS,  M.  D. 
W.  W.  WATKINS,  M.  D.  MAURICE  ROSENTHAL,.  M.  D. 

Phoenix,  Arizona 


HISTORY  AND  CLINICAL  FINDINGS 
Geo.  G.  McKhann,  M.  D.  Elton  R.  Charvoz,M.  D. 

D.  B.,  a girl,  age  16,  was  first  seen  at  her 
home  about  7 P.  M.  March  31,  1945.  That 
afternoon  she  had  come  to  the  office,  but  tired 
of  waiting,  returned  home  with  a temperature 
of  103  on  arrival. 

Present  Illness:  The  illness  began  March 

17th,  1945  with  diarrhea,  four  or  five  stools 
daily  with  mucus  and  streaks  of  fresh  blood, 
accompanied  by  high  fever.  This  lasted  ten  days, 


after  which  she  had  cramps  across  the  upper 
abdomen,  and  became  constipated.  She  has 
spells  of  nausea,  gets  a “bitter  taste  in  mouth”, 
and  feels  as  if  she  would  get  relief  from  vomit- 
ing, but  does  not  vomit.  Recently  she  has  had 
some  discomfort  in  the  upper  abdomen,  the 
epigastrium,  and  the  lower  abdomen.  The  lower 
abdominal  distress  is  crampy  and  comes  on 
especially  in  the  evening  and  at  night.  She  has 
some  discomfort  on  voiding,  but  no  actual  pain, 
nor  burning.  She  has  no  joint  pains. 
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Past  History:  Scarlet  Fever  19  months  ago, 
followed  by  Rheumatic  Fever,  of  which  she  was 
ill  three  weeks  in  a hospital  and  four  months 
at  home.  During  this  time  she  also  had  a urin- 
ary infection.  During  the  time  she  was  ill  with 
Rheumatic  Fever  she  says  that  she  had  no  joint 
pains  because  the  doctor  got  it  early  enough. 
Strep  Throat  one  year  ago  followed  by  tonsil- 
lectomy. Rather  severe  bruise  of  the  lower  ab- 
domen about  one  year  ago  when  thrown  against 
the  handle-bar  of  her  bicycle  when  she  collided 
with  a parked  car.  She  has  lived  in  Arizona 
since  February  1944,  previously  resided  in 
Washington  and  Nebraska.  Always  nervous 
and  has  a hackv  cough  when  especially  nervous. 
She  has  had  diarrhea  off  and  on  ever  since 
February  1944.  The  diarrhea  lasted  for  two  or 
three  days  out  of  every  two  weeks  on  the  aver- 
age. Her  mother  did  not  want  her  to  attend 
school  last  year  because  she  did  not  seem  very 
well.  She  did  attend  school  altho  at.  times  she 
would  feel  so  weak  that  she  had  to  bend  forward 
to  keep  from  fainting.  (One  wonders  if  the 
present  illness  does  not  date  back  to  the  series 
of  illnesses  following  Scarlet  Fever.)  Menstrua- 
tion began  in  January  1945,  quite  normally. 
None  since. 

Family  History : Father,  age  40,  living  and 
well.  Mother,  about  40,  has  Arthritis  and  Per- 
nicious Anemia.  One  brother,  age  19,  well,  re- 


cently discharged  from  the  Marines.  He  had 
Malaria  while  in  the  service.  Maternal  grand- 
mother had  Pulmonary  Tuberculosis. 

Physical  Examination:  A well-nourished, 

pale  girl.  Temperature  99.2,  pulse  80,  respira- 
tion 20.  Tongue  had  a white  coat.  Head,  neck 
and  chest  showed  no  abnormal  physical  signs. 
The  abdomen  was  soft,  no  masses  were  felt, 
but  there  was  slight  tenderness  on  deep  pres- 
sure over  the  lower  abdomen  and  around  the 
umbilicus.  Some  type  of  intestinal  or  urinary 
infection  was  suspected.  Soft  diet,  poly-vita- 
mines,  and  sulphadiazine  gr.  7.7  every  6 hours 
were  prescribed  until  laboratory  studies  could 
be  made. 

Course:  For  the  next  few  days  her  tempera- 
ture varied  from  normal  to  101.  On  April  2nd 
she  came  to  the  office  with  temperature  100, 
pulse  90,  respirations  20.  She  was  coughing 
some  and  complained  of  headache  over  the  top 
and  front  of  the  head.  One  faint  sibilant  rale 
was  heard  in  the  left  interscapular  area.  Fluor- 
oscopic examination  of  the  chest  showed  nor- 
mal heart,  lungs  and  great  vessels. 

Laboratory  reports  are  shown  in  tables  1 
and  2.  The  agglutinations  included  typhoid, 
para-typhoid,  Brucella  and  Proteus  OX19, 
which  were  all  negative.  On  April  7th  stool 
examination  and  cultures  were  negative  except 
for  a four  plus  occult  blood.  The  Cutler  Blood 


Table  1.  LABORATORY 

REPORTS  ON 

FIRST  ADMISSION  April 

1945 

Date 

April  2 

April  5 

April  9 

April  10 

April  11 

April  13 

April  25 

May  15 

Office 

Home 

Hospital 

Hospital 

Hospital 

Hospital 

Hospital 

Home 

Hb 

82%  ? 

68% 

70.6% 

RBC 

3050000 

3840000 

WBC 

11.400 

19,500 

12.200 

12,150 

10,300 

8,400 

11,900 

17.300 

Polynuclears 

85% 

61% 

83  % 

84% 

64% 

70% 

00 

Basophils 

1 

Eosinophils 

1 

1 

2 

1 

1 

Juvenile 

5 

1 

1 

Stab 

20 

10 

10 

7 

7 

8 

15 

Segmented 

59 

49 

72 

77 

54 

61 

71 

Lymphocytes 

13 

35 

16 

14 

33 

25 

11 

Monocytes 

2 

4 

1 

2 

3 

5 

2 

Malaria,  or 
Parasites 

none 

none 

Blood  culture 
Sed.  Rate 

16mm 

26mm 

no  growth 

26mm 

25mm 

Temperature 

100 

99.4 

104.4 

99.8 

99.2 

98 

Pulse 

90 

96 

126 

100 

80 

80 

Respiration 

20 

20 

28 

24 

20 

22 

Coccidiodin 
Tbc  Patch  Test 

neg. 

neg. 

Brucellergen 

Kahn 

neg. 

neg. 

Agglutinations 

all  neg. 

Brucella 

neg. 

Urine 

neg. 

neg. 

Culture  B.  Subtilis 

on  4/17 

Stool 

occult 

blood,  no  ova,  parasites 

nor  pathogens 

Urethral  smear 

Gram  pos.  and  neg 

. rods 

Ekg 

Blood  sulpha 

within 

normal  limits 

on  May  1, 

1945 

7.5  mg 

X-rays  are  reported  elsewhere 
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Sedimentation  Test  was  used.  Table  3 shows 
the  pre-operative  Penicillin  and  Sulpha  therapy. 

On  April  7th  she  was  seen  at  home  sitting 
up  in  bed,  quite  pale,  temperature  99.4,  pulse 
80.  There  was  faint  jaundice  of  the  sclera.  The 
abdomen  was  soft,  but  the  cecum  was  palpable 
and  quite  tender  on  deep  pressure.  There  was 
no  rigidity  and  no  rebound  tenderness.  The 
possibility  of  a chronic  appendicitis,  or  appen- 
diceal abscess  was  considered,  and  she  was 
hospitalized. 

On  April  8th  Dr.  Elton  R.  Charvoz  and  Dr. 
McKhann  noted  a waxy  pallor  of  the  skin,  a 
thick,  white  coat  on  the  tongue,  heart  tones 
quite  loud  with  some  roughening  over  the  tri- 
cuspid area  with  a possibly  shortened  first 
sound,  a single  sibilant  rale  in  the  left  inter- 
scapular  area,  liver  area  tender  on  deep  pres- 
sure, as  was  the  suprapubic  area,  no  masses 
and  no  rigidity,  blood  pressure  108/60,  con- 
tinued moderate  fever  and  pulse  of  100.  The 
sulphacliazine  was  increased  to  gr.  7.7  every 
4 hours. 

On  April  9th  the  gastrointestinal  X-ray 
examination  showed  an  appendix  visualized 
and  not  tender.  Barium  enema  showed  no  evi- 
dence of  inflammatory  disease  of  the  colon. 
Other  findings  are  discussed  later. 

On  April  10th  when  fever  went  to  104.4  she 
had  no  pain,  but  seemed  excited  and  laughing. 
A profuse  sweat  followed.  No  new  physical 
signs  followed  this  episode.  On  April  16th  sul- 


phadiazine  was  discontinued,  and  Penicillin 
10,000  units  intra-muscularly  every  four  hours 
was  ordered.  This  was  increased  to  15,000  units 
on  April  22nd.  On  April  22nd  and  24th  she 
had  severe  cramps  in  the  lower  abdomen  dur- 
ing mid-day  and  in  the  early  evening. 

After  April  23rd  and  400,000  units  of  Peni- 
cillin the  temperature  ranged  from  97  to  99, 
and  the  pulse  from  80  to  90.  On  April  30th 
she  was  discharged  after  a total  of  940,000 
units  of  Penicillin.  Rectal  examination  before 
discharge  shoAved  a tender  nodule,  like  a gland, 
palpable  high  in  the  right  posterior  pelvis. 
This  area  was  extremely  tender.  Because  of  the 
history  of  Rheumatic  Fever  an  electrocardio- 
gram was  taken.  It  Avas  normal. 

After  leaving  the  hospital  her  condition  re- 
mained good  for  several  days,  but  by  May  7th 
her  temperature  began  a slow  rise.  Aspirin 
afforded  no  relief.  On  May  14th  the  tempera- 
ture Avas  102,  pulse  140,  face  flushed,  tongue 
heavily  coated  Avith  white,  first  heart  sounds 
rather  short  and  quick,  abdomen  soft,  cecum 
palpable  and  gurgled  with  gas  and  fluid,  very 
definite  sensitiveness  of  the  lower  abdomen. 
Small,  pea-sized  inguinal  glands,  bilateral,  and 
proximo-distal  curvature  of  the  finger  nails 
were  noted.  That  night  she  had  severe  cramps 
and  pain  in  the  abdomen,  and  vomited  bile 
stained  fluid.  She  also  had  discomfort  when 
her  bladder  Avas  full  and  on  voiding.  She  passed 
tAvo  yellow,  liquid  stools. 


Table  2. 

LABORATORY  REPORTS 

ON  SECOND 

ADMISSION 

May  1945 

Date 

May  16 

May  22 

May  25 

May  28 

May  30 

June  11 

June  16 

Hb 

71% 

71% 

70% 

60% 

RBC 

4250000 

3640000 

3270000 

4150000 

3040000 

WBC 

8.000 

11,850 

12,000 

16.050 

14,450 

10.600 

8,200 

Polynuclears 

69% 

03 

O 

82% 

64% 

83% 

61% 

75% 

Basophils 

Eosinophils 

1 

3 

7 

3 

2 

Juvenile 

1 

1 

Stab 

5 

8 

1 

6 

13 

3 

2 

Segmented 

63 

69 

74 

54 

66 

58 

73 

Lymphocytes 

28 

17 

17 

30 

16 

32 

22 

Monocytes 

3 

3 

1 

6 

1 

3 

3 

Platelets 
Sed.  Rate 

26mm 

277,950 

Temperature 

100.4 

99.6 

102 

99.4 

100.6 

99.4 

98.6 

Pulse 

no 

130 

130 

100 

130 

120 

88 

Respiration 

24 

28 

32 

18 

20 

24 

20 

Urine 

neg. 

neg. 
RBC  — 

neg. 

menstruating  — 

ft  tr  albumin 
RBC 

neg. 

neg. 

Stool 

Smear  and 

culture  negative  on  5/16,  6/2,3. 

Agglutinations 
Blood  sulpha 
Throat 

All  negative 

on  5/15. 

Pharyngitis 

5/25  to  6/10. 

9mg 

on  6/14. 

Smear  , Pure  Staphylococcus  aureus. 


Culture  Pure  Staphylococcus  aureus,  slightly  hemolytic. 

No  fungus  on  culture. 


Operation  and  transfusion  June  11,  1945. 
Discharged  from  hospital  June  23,  1945. 
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On  the  15th  of  May  she  was  re-admitted  to 
the  hospital.  Agglutinations  were  again  all 
negative.  Enteric  coated  snlphathiazole  gr.  5 
was  ordered  every  four  hours.  Pain  in  the  epi- 
gastrium and  in  the  suprapubic  area  continued 
with  no  rigidity.  The  tender,  sensitive  area  in 
the  right  pelvis  was  still  present.  The  uterus 
and  adnexa  seemed  normal  on  rectal  examina- 
tion. 

Dr.  James  M.  Ovens  saw  her  on  May  22nd. 
He  noted  a soft  abdomen  except  suprapubically. 
and  quite  tender  there.  Rectal  showed  a nodu- 
lar cul-de-sac  lesion,  painful  to  touch.  She 
appeared  more  anemic  than  count  indicated. 
The  second  menstrual  period  had  appeared  a 
few  days  previously  and  persisted  for  twelve 
days.  Dr.  Ovens  advised  laparotomy,  which 
was  planned,  but  postponed  because  of  another 
chill  and  high  fever,  accompanied  by  pain  in 
the  right  sacro-iliac  area  and  down  the  right 
leg  to  the  foot.  She  got  some  relief  from  pres- 
sure on  the  foot  and  massage.  X-ray  of  the 
lower  spine  and  sacrum  showed  only  spina 
bifida  of  the  first  sacral  segment.  A flat  plate 
of  the  abdomen  shoAved  no  abnormal  shadow. 

On  May  26th  she  developed  an  acute  pharyn- 
gitis. The  enteric  coated  snlphathiazole  was 
discontinued,  and  sulphadiazine  gr.  7.7  dissolved 
on  the  tongue  every  four  hours  was  ordered. 
By  May  30th  the  pharyngitis  had  become  Avorse 
with  a heavy  pseudo-membrane,  more  like  mu- 
cus, adherent  and  dirty  gray,  covering  the 
posterior  pharyngeal  Avail.  When  removed  it 
left  a red,  granular,  inflamed  pharynx  with 
pin-point,  white  spots.  Smear  and  culture 
showed  a pure  staphylococcus  aureus,  slightly 
hemolytic.  This  developed  in  spite  of  both  sul- 
pha and  penicillin  therapy.  Operation  had  been 
planned  for  the  4th  of  June,  but  was  again 
postponed.  Dr.  B.  L.  Melton  was  called  to  treat 
the  throat  condition.  He  found  her  sinuses  clear 
except  for  a little  ethmoid  drainage.  The  sul- 
phadiazine and  penicillin  were  omitted  for  one 


Table  3. 

PRE.OPERATIVE  PENICILLIN  AND  SULPHA  THERAPY 


Home 

Days 

Dosage 

Penicillin 

Sulphadiazine 

8 

16Gm 

Sulphathia^ole 
(Enteric  coated) 

Hospital 

Days 

12 

16 

Dosage 

940.000 

36Gm 

Hospital 

Days 

21 

ii 

11 

Dosage 

1. 100,000 

30.5Gm 

17.6Gm 

Total 

Days 

33 

35 

11 

Dosage 

2,740,000 

82.5Gm 

17.6Gm 

day  only.  By  June  11th  her  tln-oat  had  improved, 
and  her  general  condition  was  enough  improved 
to  permit  operation. 

DISCUSSION  OF  X-RAY  FINDINGS 
Dr.  W.  W.  Watkins 

Regional  enteritis  is  recognized  on  roent- 
gen examination  by  narrowing  of  the  intestinal 
lumen,  usually  irregular  in  caliber  with  ab- 
sence of  the  mucosal  folds  and  Avith  a palpable 
tender  mass  corresponding  to  the  abnormal 
shadow.  The  shadow  of  the  involved  area  may 
be  only  2 or  3 mm.  wide.  This  marked  narrow- 
ing in  most  cases  is  due  in  large  part  to  spasm. 

The  narrowing  may  become  sufficiently  rigid 
so  that  a fibrous  constriction  is  produced.  This 
may  cause  mechanical  ileus.”  (Quotation  from 
Golden's  recent  book  on  “Radiologic  Examina- 
tion of  the  Small  Intestine.”) 

This  condition  Avas  originally  called  “ter- 
minal ileitis”  on  the  misconception  that  it 
involved  only  the  terminal  ileum.  While  the 
terminal  one  or  two  feet  of  the  ileum  is  the 
most  frequent  location  of  this  lesion,  other 
parts  of  the  small  boAvel  can  be  involved  and 
there  may  be  multiple  areas  of  regional  enter- 
itis. 

The  most  certain  way  of  finding  the  lesion  is 
to  suspect  it  before  x-ray  examination  is  made 
and  then  inform  the  radiologist  of  this  suspi- 
cion,- else  he  is  very  likely  to  overlook  the 
condition.  The  reason  for  this  is  that  the  exam- 
ination required  is  a special  one  and  not  part 
of  the  routine  barium  meal  gastro-intestinal 
procedure.  Such  a special  examination  would 
not  be  done  unless  requested  or  unless  a suspi- 
cion of  regional  ileitis  is  stated  to  be  present. 

The  narrowing  of  the  terminal  ileum  as 
shown  in  the  six  hour  film  (see  figure  1)  is 
the  typical  appearance  but  a very  similar  con- 
traction might  be  present  as  the  result  of  tem- 
porary spasm  of  the  ileum  from  hypertonicity 
without  infection.  Therefore,  the  condition 
must  first  be  suspected  on  clinical  evidence, 
and  fluoroscopic  and  roentgenographic  exam- 
inations carried  out  at  frequent1  intervals  dur- 
ing the  progress  of  the  barium  through  the 
small  bowel.  In  this  Avay,  the  evidence  of  per- 
manent contraction  of  the  segment  of  ileum 
can  he  detected  and  palpated  under  fluoros- 
copic guidance. 
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Fig.  1 — Six  hour  barium  meal  film  showing  contracted  terminal  ileum  of  regional 
ileitis.  (Arrow  points  to  lesion.) 


SURGICAL  DISCUSSION 
Dr.  James  M.  Ovens 

Dr.  McKhann  has  given  a very  complete  dis- 
cussion of  the  history  and  physical  findings  in 
the  case  of  this  young  girl.  Surgery  was  decided 
upon,  and  on  June  11,  1945,  she  was  operated 
upon  with  a diagnosis  of  an  inflammatory  mass 
in  the  right  side  of  the  pelvis,  nature  to  be 
determined. 

Operation  was  carried  out  as  follows : 

The  abdomen  was  opened  by  means  of  a 
right  para-rectus  incision.  The  hand  was  in- 
serted, and  the  liver,  stomach,  duodenum,  kid- 
neys, spleen  and  pancreas  explored.  The  hand 
was  then  inserted  into  the  pelvis,  where  a firm 
nodular  mass  was  found  in  the  cul  de  sac,  with 
a loop  of  terminal  ileum  entering  and  leaving 
the  pelvis,  well  fixed  in  the  mass.  The  rectum 
was  well  fixed  into  it,  and  this  in  turn  was 
fixed  to  the  right  pelvic  wall,  just  below  the 
brim  of  the  pelvis.  The  bowel  was  freed,  brought 


up,  and  there  was  found  to  be  a thickened 
terminal  foot  of  ileum  extending  into  the  cecum. 
In  places,  the  bowel  was  so  thick,  that  the  lumen 
was  practically  obliterated.  In  the  mesentery, 
immediately  proximal  to  the  bowel,  there  was 
evidently  an  ulcerated  lymph  gland  which  had 
caused  the  inflammatory  process  to  be  carried 
on  to  such  a degree  in  the  pelvis.  The  indura- 
tion in  the  rectum  was  merely  inflammatory 
from  the  surrounding  structures..  There  was 
in  the  lateral  wall  of  the  pelvis  an  indurated 
mass  which  was  evidently  an  extension  of  this 
procedure.  With  such  an  extensive  area  of 
pathology,  the  only  treatment  was  resection  of 
the  terminal  ileum  and  cecum,  with  a small 
portion  of  the  ascending  colon.  The  involved 
area  was  clamped  between  Mayo  forceps  and 
divided  by  the  cautery.  Approximately  12  to 
15  inches  of  terminal  ileum,  with  the  cecum, 
and  three  inches  of  ascending  colon  were  re- 
sected, leaving  the  blood  supply  to  the  rest  of 
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Fig.  2 — Terminal  ileum,  coecum  and  appendix, 
showing  nodular  mucosa  resulting  in  so-called 
“cobble-stone”  appearance. 

the  bowel  intact.  The  proximal  ileum  was  closed 
with  three  layers  of  00  chromic  and  a latero- 
terminal  anastomosis  was  done  by  uniting  the 
site  of  the  terminal  ileum  with  the  ascending 
colon.  A double  row  of  sutures  were  placed 
here  just  as  in  a gastro-enterostomy.  The  wound 
was  tested  for  leakage  and  found  secure.  The 
mesentery  was  closed  with  #2  after  all  bleeders 
were  tied.  Ten  grams  of  sulfanilamide  crystals 
were  sprinkled  into  the  area  and  into  the  pelvis. 
A Penrose  drain  w'as  inserted  into  the  pelvis, 
and  right  pericolic  gutter  in  the  area  of  anas- 
tomosis, and  the  drains  were  brought  out  through 
a stab  wound  in  the  region  of  the  anterior 
superior  spine  on  the  right.  The  abdomen  was 
closed  in  layers  with  chomic  #2  to  peritoneum, 
and  fascia,  plain  #1  to  the  fat,  and  clips  to 
the  skin. 

Post-operative  diagnosis : Regional  enteritis,  or 
segmental  enteritis. 

The  pathological  report  follows: 

Gross  Pathological  Findings:  The  specimen 
consists  of  the  terminal  end  of  the  ileum  and 
the  first  portion  of  the  cecum.  They  measure, 
respectively  26x8x2V2  cms,  and  5x6x2%  cms. 
The  wall  of  the  ileum,  and  the  portion  of  the 
cecum  removed,  show  a marked  thickening.  The 
regional  lymph  nodes  are  enlarged  and  firm 
in  consistency.  The  serosa  is  rough  and  gran- 
ular in  appearance  and  injected  in  some  areas. 
In  other  areas,  it  presents  a dull  appearance. 
In  some  places,  the  mesenteric  fat  appears  to 
he  growing  around  the  bowel.  The  proximal 


portion  of  the  ileum  presents  a marked  degree 
of  edema  of  the  component  parts  of  the  intes- 
tinal wall.  Upon  opening  the  intestine,  the 
mucosal  surface  shows  an  obliteration  of  the 
transverse  folds,  and  the  mucosa  presents  a 
nodular  appearance  and  is  red  in  color.  Several 
widened,  thickened  longitudinal  ridges  of  the 
mucosa  can  also  be  found.  Several  longitudinal, 
yellowish,  depressed  streaks  of  tissue  giving 
the  appearance  of  scar  tissue,  are  found.  No 
recent  ulcerations  are  noted.  The  appendix, 
which  is  attached  to  the  cecum,  measures  % cm 
in  diameter  and  6 cms  in  length.  The  serosa  is 
found  to  he  slightly  thickened  and  dull  in 
appearance.  Upon  making  multiple  cross  sec- 
tions, the  lumen  of  the  distal  portion  is  found 
to  he  obliterated.  Representative  sections  are 
taken  for  microscopic  study. 

Histologic  Examination:  In  some  sections, 
there  is  a marked  edema  of  the  submucosa  and 
serosa,  with  a cellular  infiltration  of  lympho- 
cytes and  plasma  cells.  These  are  diffusely  in- 
filtrating, and  at  times,  assume  a focal  nodular 
arrangement.  There  is  a degeneration  and  des- 
quamation of  the  epithelium  of  the  villi,  and 
dilatation  of  the  lymphatics  of  the  villi  can  be 
noted.  The  muscularis  shows  a hypertrophy  of 
the  individual  muscle  cells,  which  in  some  areas, 
are  separated  by  infiltrations  of  round  cells 
which  are  predominately  of  the  plasma  cell 
type.  The  serosa  shows  a proliferation  of  the 
mesothelial  cells,  with  desquamation  and  re- 
placement of  these  cells  by  eosinophilic  strain- 
ing, hyaline  membrane,  in  some  areas.  The  sub- 


Fig.  3 — Terminal  ileum  showing  thickened  wall 
and  obliteration  of  transverse  folds  and  villi,  being 
substituted  by  broad,  solid,  longitudinal  ridges. 
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Fig.  4 — Invading  round  cells  of  submucosa  with  follicle  formation  showing  straightened 
out  muscularis  mucosae. 


serosal  tissues  are  also  infiltrated  with  inflam- 
matory cells,  and  show  a fibrous  tissue  pro- 
liferation separating  these  cells  into  small  fol- 
licle-like masses.  In  the  vicinity  of  these 
follicles,  foreign  body  type  of  giant  cells  are 
noted.  In  some  areas,  giant  cells  are  also  found 
in  the  submucosa.  In  some  places,  the  mucosa 
and  submucosa  are  completely  replaced  by  a 
proliferation  of  fibrous  tissue.  In  these  areas, 
a few  lymphocytes,  plasma  cells,  and  an  occa- 
sional giant  cell  are  also  found.  Some  sections 
of  the  appendix  and  cecum  show  similar  his- 
tologic changes. 

DIAGNOSIS 

The  histologic  findings  in  this  case  are  con- 
sistent with  those  found  in  regional  ileitis. 

Her  post-operative  course  was  uneventful  and 
she  left  the  hospital  on  June  23,  1945.  She  has 
been  seen  in  the  office  periodically  since  then. 
Her  weight  has  risen  to  140  pounds  and  recheck 
gastrointestinal  motor  meal,  with  barium  enema, 


have  shown  no  signs  of  recurrence  of  her 
trouble. 

DISCUSSION 

The  treatment  of  chronic  regional  ileitis  is 
debated  by  different  men.  In  the  very  acute 
stage,  short  circuiting  operations  such  as  ileo- 
transverse  colostomy  have  a very  valuable  place. 
Such  an  operation  may.be  followed  at  a later 
date  by  resection  of  the  involved  portion  of  the 
howel  when  and  if  indicated.  Many  of  these 
patients  are  opened  under  a diagnosis  of  acute 
appendicitis.  In  these  cases,  some  men  prefer 
to  do  nothing  but  close  the  abdomen,  after  re- 
moving the  appendix,  and  sometimes  the  acute 
process  will  subside  completely.  In  the  chronic 
form,  resection  of  the  involved  area  with  an 
anastomosis  of  the  bowel  is  the  method  of  choice, 
in  my  opinion.  Care  should  be  taken,  however, 
to  examine  the  entire  small  bowel,  particularly, 
and  also  the  large  bowel  to  see  if  there  are  any 
“skip”  areas  present.  Frequently,  areas  of  nor- 
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mal  healthy  bowel  will  be  found  between  the 
pathological  areas,  and  when  found,  the  “skip” 
areas  should  also  be  included  in  the  resection 
together  with  a generous  area  of  healthy  bowel 
on  each  side.  The  problem  of  recurrence  cannot 
be  forecast.  The  occurence  of  diarrhea  post- 
operatively  does  not  necessarily  mean  that  the 
process  is  recurring.  In  fact,  many  of  the 
authors  quote  this  as  an  important  symptom 
post-op eratively,  especially  after  three  to  six 
months,  and  say  that  such  cases  have  less  chance 
of  having  a recurrence,  than  those  cases  which 
do  not  have  diarrhea  for  several  months.  This 
girl  had  a mild,  persistent  diarrhea  for  nearly 
three  months  post-operatively.  This  has  now 
subsided  entirely,  and  her  bowels  are  moving 
once  a day.  Tt  is  generally  believed  that  recur- 
rences are,  in  a large  amount,  due  to  either  one 
of  two  things,  namely:  (1)  Not  removing  suf- 
ficient healthy  bowel  on  either  side  of  the 
involved  area,  and  (2)  Leaving  behind  an  area 
of  pathology  separated  from  the  main  area  of 
enteritis  by  a so-called  ‘ skip”  area.  Lymphatic 
metastasis,  however,  cannot  be  excluded  as  a 
means  of  spread,  nor  can  direct  extension  along 
the  bowel  wall  be  excluded. 

DISCUSSION  OF  PATHOLOGICAL  LESION 
Dr.  Maurice  Rosenthal 

The  lesion  in  regional  ileitis  may  affect  vir- 
tually any  part  of  the  gastrointestinal  tract, 
and  terminally,  it  may  even  involve  all  parts  of 
the  abdominal  cavity,  as  reported  by  Crohn. 
However,  the  great  majority  of  reported  cases 
indicted  that  the  process  originated  in  the  ter- 
minal ileum.  The  typical  lesion  in  the  terminal 
ileum  grossly  reveals  a thickened  and  firm  in- 
testine. 

In  the  chronic  stages,  the  wall  is  thick  arid 
firm,  like  a “garden-hose”.  Fibrous  adhesions 
between  the  loops  of  small  intestine  and  the 
large  intestine,  may  result  in  kinking,  with  par- 
tial intestinal  obstruction.  Occasionally,  seg- 
mented parts  of  the  ileum  are  affected,  resulting 
in  the  so-called  “skip”  type  of  lesion.  The  gross 
examination  also  shows  a swollen,  edematous, 
firm  and  stiff  intestine,  with  an  injected,  gran- 
ular, rough-appearing  serosa,  which  is  dull  in 
contrast  to  the  smooth,  shiny,  neighboring,  un- 
involved serosa.  The  mesentery  is  usually  thick- 
ened and  may  be  fibrotic.  The  mesenteric  blood 
vessels  are  prominent  and  at  times  varicose  in 
character.  The  regional  lwmph  glands  may  be 


enlarged,  soft  and  edematous  in  the  acute  and 
sub-acute  cases.  Upon  making  a cross  section, 
tbe  lumen  is  found  to  be  narrowed  due  to  thick- 
ening of  t lie  component  layers  of  the  intestinal 
wall.  In  the  acute  and  sub-acute  cases,  most  of 
the  thickening  is  due  to  edema  and  cellular  in- 
filtrations of  the  sub-mucosa,  whereas  in  the 
later  stages  of  the  disease,  the  thickening  is  the 
result  of  fibrosis  in  the  serosa  and  sub-mucosa, 
with  hypertrophy  of  the  muscularis. 

The  mucous  surface  may  present  several  char- 
acteristic changes.  The  transverse  folds  and  villi 
may  be  obliterated  and  replaced  by  a varied 
number  of  nodules  and  small  papillomata  pro- 
jecting from  the  surface  of  wide,  firm  longitud- 
inal ridges.  These  changes  produce  a so-called 
“cobble-stone”  effect  of  the  mucous  surface. 
The  broad,  longitudinal  ridges  are  separated  in 
some  cases  by  penetrating  sinuses,  and  irregu- 
larly winding  ulcerations.  The  surface  epithe- 
lium of  the  ridges  and  papillomata  may  be  de- 
nuded in  some  areas. 

H I ST  O-PAT  HO  LOGIC  CHANGES 

When  a survey  of  the  literature  is  made,  it  is 
found  that  the  histologic  changes  are  varied, 
and  depend  upon  the  different  stages  of  the 
disease.  Thus,  in  suitable  cases,  when  different 
stages  of  the  pathologic  processes  are  system- 
atically examined,  a series  of  pathological  events 
can  be  deduced.  The  pathologic  changes  may  he 
divided  into  two  important  phases:  the  primary 
phase  is  characterized  by  edema,  hyperemia,  di- 
latation of  the  lymphatics,  and  cellular  infiltra 
tion  of  the  submucosa  and  serosa.  This  is  fol- 
lowed by  a diffuse  fibrous  tissue  proliferation 
and  healing.  The  secondary  phase  is  character- 
ized by  ulceration  and  fistula  formation,  super- 
imposed on  any  of  the  stages  of  the  primary 
lesions.  The  earliest  stage  is  characterized  by 
edema  of  the  submucosa  and  serosa,  with  dila- 
tation of  the  submucosal  lymphatics,  and  hyper- 
emia of  the  juxta-muscular  adventitial  blood 
vessels.  These  early  primary  changes  are  soon 
followed  by  a diffuse  round  cell  infiltration  of 
the  edematous  tissue.  The  infiltrating  cells  may 
be  arranged  in  cords,  masses,  or  diffusely  scat- 
tered. In  this  early  stage,  no  tendency  towards 
follicles  or  nodular  formation  can  be  observed. 
Furthermore,  the  infiltrating  round  cells  can  be 
distinguished  from  tbe  lymphoid  cells  of  the 
submucosa,  which  show  no  histologic  changes. of 
significance.  Apparently,  these  invading  cells 
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usually  remain  localized  in  the  submucosa,  un- 
less ulceration  of  the  mucosa  with  secondary  in- 
fection supervenes.  In  that  case,  the  invading 
cells  may  infiltrate  into  intra-mural  abscesses, 
which  are,  at  times,  found.  This  cellular  infil- 
tration soon  results  in  a rapid  proliferation  of 
fibroblasts  among  the  round  cells.  Gradually, 
an  intricate  reticular  tissue  is  laid  down  by  the 
fibroblasts  which  increases  in  quantity,  with  a 
gradual  disappearance  of  the  round  cells.  At 
this  stage,  if  there  is  no  complicating  ulceration 
of  the  mucosa,  the  submucosa  heals  by  fibrous 
tissue  replacement.  However,  if  ulceration  has 
supervened,  the  reticular  tissue  proceeds  to 
entrap  small  masses  of  round  cells  which  re- 
semble lymph  follicles.  I1  hey  are  not  true  lymph 
follicles,  however,  as  they  consist  of  plasma 
cells,  and  usually  are  found  nearer  the  muscu- 
lar layers.  Although  the  muscular  coats  are  not 
involved  by  the  primary  processes  of  edema  and 
cellular  infiltration,  hypertrophy  of  the  muscle 
fibers  has  been  observed  in  the  earlies  lesions. 
Furthermore,  hypertrophy  of  the  muscular  is 
persists  throughout  the  various  stages  of  the 
disease.  It  is  to  be  emphasized  however,  that  if 
ulcer  and  fistula  formation  complicate  the  early 
primary  lesions,  a variety  of  pathological  changes 
may  result  in  the  muscularis.  Round  cell  inva- 
sion and  secondary  infiltration  with  polymor- 
phonuclear leukocytes  and  eosinophiles,  may  be 
observed  separating  the  individual  fibers.  The 
adventitial  layer  of  the  intestine,  in  the  earliest 
stages,  shows  a massive  edema  and  profuse  hy- 
peremia with  interstitial  hemorrhages.  Soon  a 
slight  round  cell  infiltration  takes  place,  but 
the  characteristic  large,  dense  cellular  infiltra- 
tions of  the  adventitia  are  only  found  where 
there  is  extensive  complicating  ulcerations  of 
the  mucosa.  When  the  lesions  in  the  adventitial 
layer  become  older,  characteristic  lymphoid-like 
follicles,  giant  cell  nests,  and  infiltration  of  fat- 
ty tissue  may  be  found.  The  mesothelium  of  the 
serosa  also  shows  alterations.  These  cells  of  the 
serosa  may  show  swelling,  degeneration,  and 
desquamation.  A thick  layer  of  hyaline  material 
may  be  found  replacing  the  desquamated  cells. 
The  infiltrating  fat  previously  mentioned,  is 
found  to  be  continuous  with  the  mesentery,  and 
may  completely  encircle  the  bowel  in  older  le- 
sions. An  endarteritis  obliterans  of  tihe  sub-me- 
sothelial  blood  vessels  may  be  observed  in  some 
cases.  Further  examination  of  the  adventitial 
layer  and  mesentery  reveals  that  the  nerves  lead- 


ing towards  the  bowel  are  distinctly  swollen  and 
round  cell  infiltrations  in  the  zone  of  Auerbach 
plexus  may  be  found  in  some  of  the  early  cases. 

Etiology:-  Various  causes,  including  bacteria, 
parasites,  trauma,  ingested  inert  foreign  bodies, 
and  lymphatic  block,  have  been  considered,  but 
none  of  these  have  been  definitely  proved.  Re- 
cently a new  etiological  factor  has  been  suggest- 
ed by  Schepers.  He  believes  the  disease  is  caused 
by  neuropathic  disturbances  involving  Auer- 
bach’s and,  or  Meissener’s  plexuses,  or  mesen- 
teric and  coeliac  ganglia.  He  believes  the  origi- 
nal neuropathic  lesion  is  a type  of  visceral 
herpes  zoster.  Furthermore,  he  suggests  that  the 
chronic  type  of  secondary  ulceration  only  oc- 
curs when  ganglionic  lesions  are  not  only  imi- 
tative, but  destructive,  and  this  results  in  de- 
nervation of  the  affected  bowel  wall. 

SUMMARY 

A case  of  chronic  regional  ileitis  without  com- 
plications, as  classified  by  Kieffer  and  Ross1, 
has  been  presented.  Resection  of  the  diseased 
ileum  and  cecum  has  resulted  in  an  apparent 
cure.  On  leaving  the  hospital  the  patient  weigh- 
ed 90  pounds,  and  ten  months  later  she  weighs 
150  pounds,  looks  Avell,  and  enjoys  a very  active 
life. 

Regional  ileitis  is  a rather  uncommon  disease 
of  uncertain  etiology.  There  are  several  suspect- 
ed etiological  agents2  4.  It  was  recognized  as  a 
disease  entity  in  1932  by  Crohn  and  his  co- 
workers3. 

The  diagnostic  symptoms  and  signs  in  this 
ease  were:  1.  diarrhea  alternating  with  consti- 
pation, 2.  pain,  cramps,  epigastric  and  supra- 
pubic, especially  late  in  the  day,  3.  fever,  4. 
nausea,  5.  vomiting,  6.  loss  of  weight  (from  122 
to  103  pounds)  7.  anemia,  8.  localized  abdominal 
tenderness,  suggestive  of  appendicitis,  but  lack- 
ing the  rigidity  and  re-bound  tenderness  of 
appendicitis,  9.  increased  sedimentation  rate, 
10.  negative  stool  (except  for  occult  blood)  and 
negative  urinary  findings,  11.  polymorphonu- 
clear leucocytosis,  variable,  12.  temporary,  or 
no  improvement  on  penicillin  and  sulphonamide 
therapy,  13.  X-ray  evidence,  showing  narrowing 
of  the  terminal  ileum. 

The  above  signs  and  symptoms  seem  to  be 
typical  of  chronic  regional  ileitis  without  com- 
plications as  reported  in  recent  literature1 3. 
According  to  current  literature1  3 the  diagnosis 


172 


Arizona  Medicine 


May,  1946 


is  commonly  made  at  operation,  but  the  usual 
pre-operative  diagnosis  is  appendicitis. 
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Cditorial^ 

Plans  Announced  For  1946  Clin- 
ical Congress  of  American 
College  of  Surgeons  in 
New  York 

The  American  College  of  Surgeons  announces 
that  arrangements  have  been  completed  for  the 
holding  of  its  Thirty-second  Clinical  Congress 
at  the  Waldorf-Astoria,  New  York,  September 
9 to  13  inclusive..  Plans  include  the  usual  ex- 
tensive program  of  demonstrations,  scientific 
sessions,  panel  discussions,  symposia,  forums, 
Hospital  Standardization  Conference,  medical 
motion  pictures,  business  meetings,  and  educa- 
tional anti  technical  exhibits,  which  will  be  held 
in  the  headquarters  hotel,  and  operative  and 
non-operative  clinics  in  the  local  hospitals. 

This  will  be  the  first  Clinical  Congress  since 
the  meeting  in  Boston  in  1941.  Since  that  time, 
2,744  surgeons  have  been  received  into  fellow- 
ship in  absentia,  and  to  them  in  particular  the 
Convocation  on  the  opening  night  of  the  Con- 
gress will  be  a long  anticipated  event.  Many  of 
these  new  Fellows  will  have  recently  returned 
from  service  with  the  armed  forces.  The  formal 
initiation  ceremonies,  always  impressive,  will  be 
exceptionally  so  this  year  because  of  the  large 


number  of  new  Fellows  admitted  during  the 
past  four  years  who  are  expected  to  be  present. 

Officers,  Regents,  and  Governors  have  re- 
mained in  office  since  1941  because  of  the  can- 
cellation of  annual  meetngs  of  the  Fellows.  Es- 
pecial interest  will  also  therefore  be  attached 
to  the  installation  of  the  officers-elect,  headed 
by  Dr.  Irvin  Abell,  Chairman  of  the  Board  of 
Regents,  as  President.  Dr.  W.  Edward  Gallic 
of  Toronto  has  been  President  since  November, 
1941.  Dr.  Gallic  will  give  the  Presidential  Ad- 
dress at  the  Presidential  Meeting  and  Convoca- 
tion on  the  evening  of  September  9 in  the  Grand 
Ballroom  of  th  Waldorf-Astoria. 

Dr.  Howard  A.  Patterson  and  Dr.  Frank 
Glenn  of  New  York  City  are  Chairman  and 
Secretary  respectively  of  the  Committee  on  Lo- 
cal Arrangements.  Dr.  Henry  Cave  of  New 
York,  a member  of  the  Board  of  Regents  of  the 
College,  is  also  active  in  directing  the  local  plans 
for  the  meeting,  attendance  at  which  is  usually 
around  five  thousand  surgeons  and  hospital  re- 
presentatives. 


The  Arizona  Trudeau  Society 

The  Arizona  Trudeau  Society  was  founded 
by  correspondence  during  the  summer  of  194.1 
by  a committee  composed  of  Drs.  E.  J.  Nagoda, 
Benson  Bloom  and  W.  H.  Oatway,  Jr.,  all  of 
Tucson. 

Twenty-seven  members  applied  for  member- 
ship, and  requested  affiliation  with  the  Ameri- 
can Trudeau  Society. 

The  first  meeting  was  held  in  the  Staff  Room 
of  the  Pima  County  General  Hospital  at  Tuc- 
son, on  February  24,  1946.  At  a business  sec- 
tion the  society  was  organized  with  E.  J.  Nagoda 
as  Chairman,  H.  S.  Randolph,  of  Phoenix,  as 
vice-chairman,  Lloyd  Swasey  of  Phoenix,  as 
Treasurer,  and  William  11.  Oatway,  Secretary. 
A brief  constitution  was  adopted.  Phoenix  was 
adopted  as  the  next  meeting  site  for  the  fall  of 
1946.  Dr.  John  Steele  and  Dr.  John  Alexander 
were  elected  honorary  members. 

A program  section  was  attended  by  thirty- 
five  physicians  and  several  hospital  supervisors. 
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Reports  were  given  by  Dr.  Nagoda  on  the  intra- 
pleural use  of  penicillin;  by  Dr.  Randolph  on 
the  aspiration  treatment  of  tuberculosis  empy- 
ema ; by  Dr.  Kurlander  (of  the  State  Health 
Department  and  USPIIS)  on  sample  case-find- 
ing in  Arizona  by  pliotofluorography ; by  Dr. 
Oatway  on  a cooperative  survey  of  tuberculosis 
methods  in  use  in  Arizona  hospitals.  Dr.  John 
Steele  of  Milwaukee,  Wisconsin  (member  of  the 
Committee  on  Therapy  of  the  American  Tru- 
deau Society)  gave  a report  on  streptomycin. 
He  also  read  the  guest  paper  of  the  day  ‘The 
Use  of  Paraffin  Plombage’.  Dr.  John  Alexan- 
der was  unable  to  present  his  paper  on  ‘Pul- 
monary Resection  in  Tuberculosis.’ 


The  American  College  of 
Physicians 

The  twenty  seventh  Annual  Session  of  the 
American  College  of  Physicians  was  held  in 
Philadelphia  on  May  13-17.  The  last  meeting 
was  in  1912  as  subsequent  sessions  were  sus- 
pended due  to  the  war.  The  registration  for  the 
meeting  was  just  a little  below  4,000,  This  was 
considered  an  excellent  record,  as  the  college 
enrollment,  including  Fellows  and  Associates, 
is  about  6,500.  The  following  are  a few  high- 
lights of  the  program : 

1.  Medicine  in  the  Armed  Forces.  In  the  Eur- 
opean Theatre  Operations  there  were  46  cases 
of  typhoid  fever  with  2 deaths  and  one  death 
from  tetanus.  The  credit  for  this  remarkable 
record  goes  to  the  lessons  learned  by  the  medical 
personnel  of  your  army  in  the  first  world  war 
plus  our  excellent  system  of  disease  prevention 
by  innoeulation.  There  were  hundreds  of  deaths 
in  the  German  army  from  typhoid  and  tetanus, 
and  their  death  rate  from  combat,  casualties  was 
as  high  as  ours  in  the  first  world  war,  while 
our  death  rate  was  only  20%  of  that  of  the 
first  world  war.  This  is  an  indictment  of  the 
Compulsory  Health  system  of  Germany  which 
began  in  the  days  of  Bismarck. 

In  the  Pacific  Theatre  the  three  diseases  en- 
countered were : malaria,  Scrub  typhus  and 

Schistosomiasis.  Atabrine  is  still  the  drug  of 
choice  for  treatment  of  malaria.  The  newer 
drugs  are  still  veiy  toxic  and  should  not  be 
used  until  atabrine'  has  been  given  in  several 
courses. 

2.  Streptomycin.  This  drug  may  be  given  in- 
travenously, intramuscularly  and  intraspinally. 


Not  absorbed  in  the  intestinal  tract  as  98%  is 
found  in  stools.  It  is  eliminated  through  the 
kidneys.  For  meningeal  conditions  it  must  be 
given  intraspinally  as  very  little  is  found  in 
the  subarachnoid  space  if  given  by  the  other 
routes.  It  is  most  effective  in  tularemia,  influ- 
enzal meningitis  and  certain  mixed  infections 
of  the  kidney.  An  interesting  feature  about  the 
treatment  of  these  mixed  kidney  infections  is 
that  bacteria  which  are  resistant  to  streptomycin 
will  flourish  after  non-resistant  organisms  are 
eliminated,  and  in  some  instances  a patient  may 
become  worse.  The  drug  lias  no  effect  on  typhoid 
and  brucellosis.  There  is  not  much  information 
available  on  tuberculosis  except  that  it  has  an 
inhibitory  effect  on  the  growth  of  the  tubercle 
bacilli  in  guinea  pigs,  but  this  has  not.  been 
duplicated  in  the  human  although  in  cases  of 
miliary  tuberculosis  there  has  been  some  evi- 
dence of  healing  as  shown  at  autopsy.  Spinal 
fluids  have  returned  to  normal  after  its  admin- 
istration, but  so  much  damage  was  done  that  all 
cases  died.  Streptomycin  is  very  toxic  as  20% 
of  the  patients  develop  untoward  symptoms 
such  as  skin  eruptions,  fever  after  the  8th  to 
10th  day,  vertigo,  tinnitus  and  deafness,  but 
all  of  these  subside  after  6 to  8 weeks.  There  is 
renal  irritation  also  with  increase  in  casts  and 
albumin  in  the  urine. 

3.  Penicillin.  Penicillin  is  a very  useful  drug 
in  neuro-syyphilis.  Pain  is  the  symptom  most 
likely  to  be  influenced  - e.g.  2 out  of  3 cases  of 
gastric  eases  were  relieved. 

4.  The  Harvard  Medical  School  has  developed 
an  antihemophilic  globulin  which  will  bring  the 
coagulation  time  in  a hemophilic  patient  to  nor- 
mal when  injected.  It  is  used  only  in  emergen- 
cies of  course,  because  as  soon  as  it  is  discontin- 
ued the  effect  is  lost.  But  these  people  may  be 
operated  on  or  their  injuries  treated  as  in  any 
other  patient  when  it  is  administered. 

5.  A test  of  coronary  insufficiency  was  des- 
cribed. Electro-cardiographic  studies  are  made 
on  a patient  after  he  has  been  breathing  a mix- 
ture of  10%  oxygen  and  90%  nitrogen  for  20 
minutes. 

6.  Reflex  sympathetic  dystrophy  was  described- 
This  explains  post  traumatic  conditions  which 
persist  after  a normal  period  of  recovery  has 
elapsed.  It  requires  sympathectomy  to  relieve 
it  at  times. 

7.  Transpleural  sympathectomy,  sectioning 
the  vagus  nervum  to  the  stomach  for  treatment 
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of  peptic  ulcer.  The  result  is  a diminution  in 
the  secretion  of  free  hydrochloric  acid. 

8.  Acute  hepatitis.  This  was  observed  mostly 
in  armed  forces.  Etiology  is  unknown.  Prolonged 
bed  rest  emphasized  with  repeated  liver  func- 
tion tests  to  prevent  relapses  and  possible  chron- 
ic cirrhosis. 

9.  Thiouracil  and  radio-active  iodine  are  most 
effective  in  hyper-thyroidism. 

10.  Sympathectomy  for  relief  of  malignant 
hypertension.  Selection  of  cases.  Patients  under 
40  years  of  age  with  low  pulse  pressure  and 
absence  of  renal  damage  give  best  results. 

11.  50%  of  cases  of  adhesive  pericarditis  are 
relieved  by  operation. 

12.  Pulmonary  embolism  much  more  common 
as  medical  cases  than  as  complications  of  sur- 
gical cases.  The  diagnosis  is  often  missed. 

13.  Treatment  of  leukemia  by  a urine  extract 
from  cases  of  myeloid  leukemia. 

Members  of  the  College  attending  from  Ari- 
zona were : From  Phoenix  - Fred  G.  Holmes, 
Leslie  R.  Kober,  W.  Warner  Watkins,  Hilton 
J.  McKeown  and  Frank  J.  Milloy.  From  Tucson- 
W.  Paul  Holbrook. 


Reprinted  from  The  Journal  of  the  American  Medical  Associa- 
tion. December  8,  1945,  Vol.  129,  p.  1017 
Copyright,  1945.  by  American  Medical  Association 

Council  on  Pharmacy  and 
Chemistry 

REPORT  OF  THE  COUNCIL 
The  following  report  has  been  adopted  bg  the 
Council  for  publication. 

Austin  Smith,  M.  D.,  Secretary 


PREPARATIONS  EXEMPT  FROM 
COUNCIL  CONSIDERATION 
The  following  official  preparations  have  been 
declared  exempt  from  Council  consideration  for 
inclusion  in  New  and  Nonofficial  Remedies,  as 
their  actions,  uses  and  nature  are  sufficiently 
well  understood  by  physicians  not  to  require 
such  inclusion. 

This  list  has  been  adopted  for  publication  so 
that  it  may  be  brought  to  the  attention  of  all 
manufacturers  and  other  interested  groups.  From 
time  to  time  there  may  be  added  other  drugs, 
the  names  of  which  will  also  he  published. 

Iron  and  Ammonium  Citrates 
Ferrous  Sulfate 
Calcium  Gluconate 
Antimeningococcic  Serum 

Liver  and  Stomach  Preparations  included  in  U.  S.  P. 
Digitalis  Preparations  included  in  U.  S.  P. 

Acetylsalicylic  Acid 


Caffeine  with  Sodium  Benzoate 

Carbon  Dioxide 

Oxygen 

Oxygen- Ca-bon  Dioxide  Mixtures 
Chlorinated  Paraffin  (Chlorocosane) 

Cinchophen 

Neocinchophen 

Dextrose  Solution 

Sodium  Chloride  Solution 

Isotonic  Solution  of  Three  Chlorides 

Sodium  Citrate 

Sodium  Biphosphate 

Magnesium  Sulfate 

Trioxymethylene  jParaformaldehyde-  U.  S.  P.  X) 
Methylene  Blue 

Quinine  and  Urea  Hydrochloride 
Salicylic  Acid 
Sodium  Salicylate 

Natural  Oil  of  Sweet  Birch  (Methyl  Salicylate) 

Pentobarbital  Sodium 

Papaverine  Hydrochloride 

Emetine  Hydrochloride 

Totaquine 

Tribasic  Calcium  Phosphate 
Magnesium  Trisilicate 
Tribasic  Magnesium  Phosphate 
Ichthammol  Preparations 
Strophanthin 


Office  of  the  Surgeon  General 


GENERAL  KIRK  OUTLINES  ADVANTAGE 
OF  REGULAR  ARMY  CAREER 
FOR  DOCTORS 

Advantages  offered  in  the  Regular  Army  for 
the  purpose  of  attracting  doctors  to  maintain 
the  Medical  Department’s  high  wartime  stan- 
dards were  outlined  by  Major  General  Norman 
T.  Kirk,  Surgeon  General  of  the  Army,  in  a 
recent  talk  at  convocation  ceremonies  for  the 
44th  General  Hospital  and  the  135th  Medical 
Group  at  the  University  of  Wisconsin. 

“All  general  hospitals,”  General  Kirk  stated, 
“will  be  centers  for  certain  types  of  cases,  where 
medical  officers  will  get  exceptionally  wide  and 
varied  experience  in  residency -type  training.  It 
is  our  policy  to  assign  and  train  these  medical 
officers  so  that  they  may  obtain  board  certifi- 
cation by  the  American  Specialty  Boards. 

“Also,  looking  to  the  future  when  some  other 
emergency  might  arise,  we  are  working  on  a 
program  that  will  preserve  and  foster  the  kind 
of  cooperation  and  assistance  which  your  44th 
General  Hospital  and  135th  Medical  Group  gave 
us.  We  will  look  to  the  ‘sponsored’  medical  units 
to  provide  the  qualified,  integrated  personnel 
for  the  operation  of  certain  types  of  military 
hospitals  and  other  medical  units.  In  time  of  an 
emergency,  mobile  and  fixed  hospitals  must  be 
completely  integrated  units,  each  with  a har- 
monious staff  of  competent  doctors  so  coordina- 
ted and  organized  as  to  function  with  the  least 
possible  delay.  The  civilian-sponsored  medical 
units  organized  and  staffed  by  our  large  medi- 
cal institutions  meet  these  requirements.  They 
provide  for  early  availability,  early  departure" 
and  immediate  employment  in  an  emergency.’’ 
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General  Kirk  praised  the  “esprit  de  corps 
that  is  surpassed  in  but  few  organizations’’  and 
commended  the  44th  General  Hospital  and  the 
135th  Medical  Group  for  their  record  in  World 
War  II. 

The  44th  is  well-known  for  its  stand  against 
an  attack  by  Japanese  troops  on  Leyte,  when 
several  doctors  were  injured.  The  Japanese  dead 
numbered  seventy-five. 


NEW  STREPTOMYCIN  ALLOCATION  PRO- 
GRAM TO  MAKE  PROVISION 
FOR  CIVILIAN  USES 

The  Army  Medical  Department,  which  has 
received  many  requests  for  supplies  of  strepto- 
mycin to  be  used  in  treating  civilian  cases,  has 
announced  today  that  all  civilian  inquiries  and 
requests  for  this  drug  are  to  be  sent  to  Dr.  Ches- 
ter S.  Keefer,  Evans  Memorial  Hospital,  65 
East  Newton,  Boston,  Massachusetts.  Telephone 
Kenmore  9200. 

Dr.  Keefer  is  Chairman  of  the  Committee  on 
Chemotherapeutic  and  Other  Agents  of  the  Div- 
ision of  Medical  Sciences,  National  Research 
Council,  and  has  been  authorized  to  handle  civ- 
ilian requests,  providing  they  are  submitted  by 
a physician  giving  sufficient  technical  informa- 
tion to  enable  him  to  decide  whether  strepto- 
mycin is  indicated  in  the  treatment  of  the  case. 

Distribution  of  limited  supplies  of  strepto- 
mycin to  civilians  through  the  Committee  on 
Chemotherapeutic  and  Other  Agents  of  the  Div- 
ision of  Medical  Sciences,  National  Research 
Council,  has  been  provided  for  in  the  allocation 
program  recently  established  by  the  Civilian 
Production  Administration.  Other  agencies  re- 
ceiving allotments  of  the  scarce  drug  include 
the  Army,  Navy,  Veterans  Administration,  and 
the  United  States  Public  Health  Service. 

Although  there  has  been  a general  misconcep- 
tion that  the  Army  controls  the  total  strepto- 
mycin supply,  actually  an  approximate  thirty 
per  cent  will  be  allotted  to  the  Army  from  the 
production  for  the  month  of  March.  The  bulk 
of  the  limited  supply  received  by  the  Army  has 
been  employed  in  treating  urinary  tract  infec- 
tions associated  with  spinal  cord  injuries,  and 
a few  serious  infections  which  have  proved  re- 
sistant to  penicillin.  At  no  time  has  the  allot- 
ment been  adequate  to  permit  any  extensive  re- 
search, such  as  experimental  work  on  the  treat- 
ing of  tuberculosis.  In  order  that  Dr.  Keefer 
may  obtain  an  adequate  supply  for  civilian  ap- 


peals, the  Army  ha'a  voluntarily  agreed  to  a 
delay  in  its  March  delivery  of  streptomycin 
from  producers. 

Grants-in-aid  of  approximately  $500,000  for 
the  clinical  study  of  streptomycin,  contributed 
in  equal  shares  to  the  National  Research  Coun- 
cil by  eleven  pharmaceutical  manufacturers,  lias 
already  been  announced  by  the  Chemical  Divi- 
sion of  the  Civilian  Production  Administration. 
The  participating  firms  constitute  the  Strepto- 
mycin Producers  Advisory  Committee  of  the 
CPA. 

Dr.  Keefer,  who  headed  the  clinical  investi- 
gation of  penicillin,  will  be  in  charge  of  the 
similar  program  on  streptomycin  and  will  sub- 
mit recommendations,  together  with  a report  on 
the  results.  The  CPA  has  announced  that  there 
will  be  no  commercial  distribution  of  strepto- 
mycin at  this  time,  nor  will  the  producers  supply 
the  drug  directly  for  civilian  requests.  Physi- 
cians have  been  asked  not  to  submit  requests 
for  streptomycin  if  the  cases  are  susceptible  to 
the  action  of  the  sulfonamides,  penicillin  and 
other  therapeutic  agents. 

The  production  of  streptomycin,  which  was 
approximately  3,000  grams  last  September,  is 
expected  to  increase  to  nearly  27,000  grams  by 
March.  A companion  drug  to  penicillin,  strepto- 
mycin is  produced  in  a similar  manner,  by  fer- 
mentation and  chemical  extraction,  and,  like 
penicillin,  requires  carefully  controlled  condi- 
tions of  temperature,  air  and  sterility.  It  is  ex- 
pected to  prove  a valuable  supplement  in  cases 
where  infections  do  not  respond  to  penicillin 
treatment,  but  studies  have  not  yet  advanced 
to  the  point  where  the  methods  of  administra- 
tion or  the  amenable  diseases  are  definitely 
known. 

THE  JOURNAL  OF  VENEREAL  DISEASE 
INFORMATION 

The  Effect  of  Treated  Acquired  Syphilis  in 
Life  Expectancy.  Dudley  C.  Smith  and  Martha 
C.  Bruyere.  Journal  of  Venereal  Disease  Infor- 
mation, Washington,  27 : 39-46,  Feb.  1946. 

It  was  found  that  the  average  life  span  of 
persons  under  routine  therapy  for  syphilis 
was  shorter  than  that  of  the  uninfected  per- 
sons, when  the  mortality  in  a general  popu- 
lation was  compared  with  the  mortality  in 
that,  portion  of  the  same  population  that  had 
been  treated  for  syphilis. 

Mortality  data  of  the  general  population 
were  supplied  by  the  Bureau  of  Vital  Statis- 
tics and  data  concerning  the  syphilitic  por- 
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tion  of  the  population  from  the  records  of 
2,908  syphilitic  patients  admitted  to  the 
University  of  Virginia  Hospital,  15  to  75 
years  of  age.  It  is  important  to  note  that 
practically  all  of  the  population  considered 
was  within  an  area  where  a venereal  disease 
control  program  has  been  going  on  since  1920. 

At  age  30  the  temporary  life  expectancy 
of  white  males  to  age  75  with  syphilis  was 
5.5  years  less  than  that  of  the  general  popu- 
lation at  the  same  age,  and  that  for  negro 
males  to  age  75  the  decrease  due  to  syphilis 
was  4.2  years,  for  white  females  to  age  65, 
4.9  years.  Among  negro  females  to  age  75 
there  was  little  difference,  the  loss  being  only 
one-half  year. 

Mortality  Trends  for  Syphilis.  Lida  J.  Usilton. 
Journal  of  Venereal  Disease  Information,  Wash- 
ington, 27 : Feb.  1946. 

That  the  syphilis  death  rates  for  the  U.  S. 
has  steadily  declined  from  15.0  in  -1939  to 
12.1  in  1943,  with  every  region  contributing 
to  the  lowered  rate,  is  indicated  by  mortality 
data  compiled  from  Bureau  of  Census  tab- 
ulations. The  southern  and  western  States  ex- 
perienced greater  percentage  decreases  than 
did  the  northern  States,  but  their  1939  rates 
were  considerably  higher. 

In  the  study,  separate  investigations  were 
made  for  death  rates  from  syphilis  in  child- 
ren under  1 year  of  age,  paresis,  and  tabes 
dorsalis. 

Data  for  the  years  back  to  1 933  are  includ- 
ed in  the  investigation  of  congenital  syphilis. 
From  1933  through  1943,  there  has  been  a 
marked  decline  in  death  rates  from  syphilis 
for  infants  under  1 year  of  age.  The  rate  for 
the  United  States  as  a whole  was  less  than 
one-third  that  in  1933,  and  this  same  trend 
was' observed  in  every  region  of  the  country. 
The  greatest  decrease  was  noted  in  the  north- 
eastern States,  from  0.52  in  1933  to  0.12  in 
1943.  Since  1938,  the  rates  in  the  southern 
States  have  dropped  precipitously,  although 
there  bad  been  little  change  in  the  trend  pre- 
viously. The  decline  in  infant  mortality  rates 
in  general  venereal  disease  control,  but  more 
due  to  syphilis  reflects  not  only  improvement 
specifically  the  prevention  of  occurrence  of 
congenital  syphilis  through  treatment  of  sy- 
philis in  women  during  pregnancy  and  the 
finding  and  treating  of  children  under  1 year 
of  age  who  have  congenital  syphilis. 

Investigations  of  mortality  due  to  paresis 
and  tabes  dorsalis  include  the  years  1910 
through  1943.  The  mortality  rates  per  100,- 
000  population  for  paresis  were  highest  in 
1917.  The  upward  trend  flattened  out  from 
1922  to  1923,  and  from  1923  to  1937  there 
was  a constant,  downward  trend.  Malaria 
therapy  for  the  treatment  of  paresis  intro- 
duced in  1922  may  have  been  largely  respon- 
sible. The  rates  fell  rapidly  from  1923  to 


1930,  and  then  declined  gradually  until  1937. 
Since  1937,  the  rate  has  remained  at  approx- 
imately the  same  level,  3.0  to  3.5.  For  the 
States  report  in®  since  1910,  the  rate  fell  from 
7.55  in  1923  to  3.26  in  1937 ; for  the  expand- 
ing death-registration  area,  the  respective 
rates  were  6.59  and  3.23. 

The  mortality  rates  from  tabes  dorsalis  has 
continuously  decreased  since  1910,  with  the 
rates  for  States  reporting  in  1910  being  2.66, 
and  0.57  for  1943;  in  the  expanding  area  of 
death-registration,  the  rate  fell  from  2.66  to 
0.47.  The  tendency  toward  a low  constant 
rate  seen  in  the  data  relating  to  paresis  has 
not  yet  been  observed  in  the  tabetic  death 
rates. 


ARIZONA  MEDICAL  SERVICE 
The  House  of  Delegates  of  the  State  Asso- 
ciation, meeting  in  regular  session  on  May  3, 
approved  a medical  service  plan  for  the  people 
of  the  State  of  Arizona.  It  will  begin  by  pro- 
viding surgical  and  obstretrical  care  for  group- 
insured  hospital  patients.  It  will  also  provide 
care  for  fractures  both  in  and  out  of  the  hos- 
pital. The  State  Association’s  Committee  on 
Medical  Economics  and  the  State  Council  have 
been  working  on  the  plan  for  two  years.  It  will 
be  administered  by  the  Arizona  Blue  Cross  un- 
der the  directorship  of  Mr.  L.  Donald  Lau.  The 
general  outline  of  the  plan  was  worked  out  at 
this  meeting.  Special  sessions  of  the  House  of 
Delegates  and  the  Council  will  he  called  during 
the  summer  to  adopt  articles  of  incorporation, 
by-laws,  the  election  of  officers  and  a board  of 
directors.  The  service  will  cover  the  employee 
and  his  family  and  unmarried  dependents  under 
nineteen  years  of  age.  It  is  anticipated  that  the 
plan  will  be  in  operation  by  Sept.  1. 


NEWS  RELEASE 

The  next  oral  and  written  examination  for 
Fellowship  in  the  American  College  of  Chest 
Physicians  will  be  held  at,  San  Francisco  on 
June  29,  1946.  Applicants  for  Fellowship  in 
the  College  who  plan  on  taking  the  examina- 
tion should  communicate  with  the  Executive 
Secretary,  American  College  of  Chest  Physi- 
cians, 500  North  Dearborn  St.,  Chicago  10, 
Illinois. 

The  Twelfth  Annual  Meeting  of  the  College 
is  scheduled  to  be  held  at  the  Sir  Francis 
Drake  Hotel,  San  Francisco,  June  29-30, 
July  1-2. 

Murray  Kornfeld,  Executive  Secretary 
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GEORGE  O.  BASSETT,  M.  D„  President 
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ARIZONA  STATE  MEDICAL  ASSOCIATION 
Organized  1892 

423  HEARD  BUILDING,  PHOENIX,  ARIZONA 
OFFICERS  AND  COUNCIL 


George  O.  Bassett — - - -President 

Prescott 

Preston  T.  Brown - - President-Elect 

15  E.  Monroe,  Phoenix 

Robert  E.  Hastings- - - Vice  President 

1811  E.  Speedway,  Tucson 

Frank  J.  Milloy - Secretary 

15  E.  Monroe,  Phoenix 

C E.  Yount - — Treasurer 

Prescott 

Harold  W.  Kohl Speaker  of  House 

1811  E.  Speedway,  Tucson 

Jesse  D.  Hamer .Delegate  to  A.M.A. 

15  E.  Monroe,  Phoenix 

D F.  Harbridge . _ Medical  Defense 

15  E.  Monroe,  Phoenix 
Councilors 

Robert  S.  Flinn Central  District 

Arthur  C.  Carlson.— Northern  District 

Hal  W.  Rice Southern  District 

Councilors  at  Large 

O E.  Utzinger Ray 

Dan  L.  Mahoney _ ...Tucson 

W.  Paul  Holbrook Tucson 


COMMITTEES* 

Scientific 

Cancer  Control — A.  L.  Lindberg  (1947),  Tucson;  E.  Payne 
Palmer  (1945),  Phoenix;  M.  G.  Wright  (1945),  Winslow, 
and  J.  N.  Stratton  (1946),  Safford. 

History  and  Obituaries — Hal  W.  Rice,  Historian,  Bisbee;  Don- 
ald F.  .Hill.  Tucson,  Frank  J.  Milloy,  Phoenix. 

Industrial  Health — John  D.  Hamer  1 1 94  7 ) , Tiger;  Chas.  B. 

Huestis  (1946),  Hayden;  E.  M.  Hayden  (1945),  Tucson. 
Maternal  and  Child  Health— L.  C.  McVay  (1947),  Phoenix; 
.Howard  C.  James  (1945),  Tucson;  W.  P.  Sherrill  (1946), 
Phoenix. 

Orthopedics — Geo.  L.  Dixon  (1947),  Tucson;  E.  W.  Adamson 
(1946),  Douglas;  James  Lytton-Smith  (1945),  Phoenix. 
Scientific  Assembly — George  O.  Bassett,  President-elect  and 
Chairman  (1950),  Prescott;  Carl  H.  Gans  (1947),  Bisbee; 
G.  F.  Manning  (1946),  Flagstaff;  Frank  J.  Milloy  (1945), 
Phoenix. 

Scientific  Education  and  Postgraduate  Activities — A.  H.  Dys- 
terheft  (1946),  McNary;  A.  I.  Podolsky  (1947',  Yuma; 
Florence  B.  Yount  (1945),  Prescott;  Chas.  S.  Kibler  (1945) 
Tucson. 

Syphilis  and  Social  Diseases — L.  H.  Howard  (1947),  Tucson; 
L.  G.  Jekel  (1946),  Phoenix;  George  O.  Bassett,  (1945), 
Prescott. 

Tuberculosis  Control — James  H.  Allen  (1947),  Prescott;  Samuel 
H Watson  (1946),  Tucson;  E.  W.  Phillips  (1945),  Phoenix. 
Non-Scientific 

Auxiliary  Advisory — Geo.  R.  Barfoot  (1947),  Phoenix:  W. 

Claude  Davis  (1946),  Tucson:  Florence  B.  Yount  (1945  , 
Prescott. 

Editing  and  Publishing — Jesse  D.  Hamer  (1945',  Chairman, 
Phoenix:  A.  L.  Lindberg  (1946),  Tucson;  Walter  Brazie 

(1947  , Kingman. 

Industrial  Relations — Meade  Clyne,  Tucson;  James  Lytton- 
Smith,  Phoenix;  A.  C.  Carlson,  Jerome;  O.  E.  Utzinger, 
Ray;  John  W.  Pennington,  Phoenix;  C.  E.  Yount,  Prescott; 
Frank  J.  Milloy,  Secretary  to  Committee. 

Medical  Defense — D.  F.  Harbridge,  Chairman  (1945),  Phoenix; 
A.  C.  Carlson  (1946),  Jerome;  John  W.  Pennington  (1947), 
Phoenix. 

Medical  Economics — C.  E.  Patterson  (1946),  Tucson;  Meade 
Clyne  (1945  , Tucson;  Robert  S.  Flinn  (1947),  Phoenix. 
Public  Health  Education — M.  W.  Merrill  (1947).  Phoenix; 
J.  S.  Gonzalez  1 1 946 ) , Nogales;  Paul  H.  Case  G045),  Phoe- 
nix; Geo.  O.  Bassett  (1945),  Prescott. 

Public  Policy  and  Legislation — Charles  A.  Thomas  (1947).  Tuc- 
son; Walter  Brazie  (1946),  Kingman;  Jesse  D.  Hamer 
(1945),  Phoenix. 

State  Health  Relations^— Louis  G.  Jekel,  (1947)  Phoenix;  E. 
Henry  Running  (1946:,  Phoenix;  Donald  F.  Hill  (1945). 
Tucson. 


President’*  Aie^^aye 


Very  soon  after  this  issue  reaches  your  desk, 
a called  meeting  of  the  Council  and  the  House 
of  Delegates  will  he  held.  The  sessions  are  being 
called,  as  you  know  from  a lettet  sent  you  im- 
mediately after  the  Annual  Meeting,  to  set  up 
the  proposed  and  adopted  Medical  Service  Plan 
for  incorporation  and  inauguration.  It  is  bur- 
densome, perhaps,  that  a special  session  is  re- 
quired, coming  as  it  will  during  the  summer 
season,  but  it  will  afford  a break  in  the  routine 
for  all  of  us  and  detract  our  attention  from  the 
summer’s  heat. 

Each  member  of  the  Council  and  House  will 
receive  full  data  relative  to  the  business  to  be 
transacted  and  in  time  for  some  study  before  the 
sessions  which  are  tentatively  set  for  June  9 
for  the  Council  and  June  22  (evening)  and  23 
for  the  House.  It  is  vitally  important  that  this 
business  be  completed  and  equally  vital  that 
each  delegate  give  earnest  consideration  to  each 
item  of  business. 

We  are  instituting  a Medical  Service  for  the 
people,  not  for  the  physicians.  It  is  the  purpose 
of  the  Arizona  Medical  Association  to  demon- 
strate that  we  have  a sound  understanding  of 
the  problems  involved  and  that  we  have  the  best 
methods  for  solving  these  problems. 

The  men  who  are  chosen  to  serve  on  the  Board 
of  Directors  (10  physicians  and  5 lay  members) 
and  the  Professional  Committee  (5  physicians), 
as  well  as  the  officers  of  the  Corporation  to  be 
formed,  must,  be  men  of  broad  vision  and  must 
be  public-minded  and  unselfish  in  all  aspects 
related  to  the  SERVICE.  On  these  men  will 
fall  the  burden  of  the  work. 


Let  us  set  a standard  in  this  coming  session 
and  guarantee  that  this  SERVICE  will  be  a 
huge  success. 

COUNCIL  and  HOUSE : Set  aside  the  dates 
above  and  be  ready  to  attend  these  important 
sessions. 


Signed 


* New  appointments  will  be  published  in  July  issue. 


President, 
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Secretary  i Report 

The  past  year  has  been  a traveling  year  for 
your  Secretary.  In  October,  Mrs.  Coleman  and 
1 attended  a national  meeting  of  the  Council  on 
Medical  Service  and  Public  Relations  of  the 
Amedican  Medical  Association  at  Chicago.  In 
January,  Dr.  Hamer  and  I attended  a meeting 
of  the  National  Physicians’  Committee  at  St. 
Louis  at  which  45  states  were  represented  by  at 
least  2 delegates  each.  In  February,  I attended 
3 meetings  at  Chicago : The  Annual  Conference 
of  Secretaries  and  Editors  of  State  Medical 
Journals;  The  National  Conference  on  Medical 
Service,  and  the  Congress  of  Medical  Educa- 
tion. In  April  I attended  hearings  on  the  Mur- 
ray-Wagner-Dingell  bill  at  Washington,  1).  C. 
This  might  seem  at  times  to  be  a waste  of  valu- 
able time,  but  actual  attendance  at  these  meet- 
ings is  the  only  way  we  can  determine  our  own 
status  - whether  we  are  keeping  up  with  other 
state  societies  and  associations,  or  whether  we 
are  lacking  in  our  activities. 

1 will  not  endeavor  to  cover  all  these  meetings 
separately  as  it  would  be  too  boresome  and  take 
too  much  space  and  time.  I will  cover  the  main 
subjects  as  discussed.  I wish  to  state  here  that 
any  opinion  expressed  is  not  my  own  personal 
opinion,  as  I will  endeavor  to  give  you  the  con- 
sensus of  opinion  on  the  various  topics  and  pro- 
blems, and  the  implications  surrounding  the 
decisions.  I will  say  at  this  time  that  if  the  Mur- 
ray-Wagner-Dingell  bill  never  did  anything  else 
it  has  been  the  incentive  for  an  unparalleled 
discussion  of  our  medical  economics  at  the  na- 
tional level. 

Concerning  our  own  status: 

1.  Our  public  relations  program  on  the  radio 
and  in  the  newspapers  ranks  with  the  best  in 
the  country.  2.  Concerning  Medical  Service. 
Our  hospital  program  and  proposed  medical 
service  plan  are  about  8 years  behind  the  states 
who  were  pioneers  in  this  work  - we  are  about 
3 years  behind  another  group  of  about  10  states 
- we  are  in  line  with  about.  15  states  who  are 
about  to  launch  their  plans  - and  ahead  of  about 
15  states  who  are  doing  nothing  so  far.  It  was 
not  altogether  our  fault  that  our  hospital  plan 
did  not  succeed  at  first  - the  organization  was 
perfected  about  8 years  ago  and  we  did  not  know 
what  the  trouble  was  until  Mr.  L.  Donald  Lau 
came  along.  3.  From  a national  level  we  have 


done  very  little  as  a state,  but  this  is  a difficult 
problem  about  which  I shall  say  more  later. 

To  enumerate  the  subjects  for  discussion  we 
have : 

1.  Veterans.  Most  of  the  care  to  be  given  Vet- 
erans will  be  given  by  physicians  in  private 
practice.  The  Veterans’  Bureau  is  making  con- 
tracts with  the  various  state  medical  societies 
as  rapidly  as  they  can  get  to  it.  Present?  Physi- 
cians in  the  V.  A.  will  be  utilized  for  adminis- 
trative work.  Veterans  not  needing  hospitali- 
zation will  be  cared  for  by  their  family  physi- 
cians. The  staffs  of  Veterans’  hospitals  will  con- 
sist of  attending  men  and  consultants.  They  will 
be  selected  by  the  Dean’s  Committee  in  the  area 
of  the  hospital.  The  attending  men  will  do  the 
bulk  of  the  work  - they  will  be  men  under  45 
and  will  be  requested  to  spend  5 mornings  a 
week  at  the  hospital.  They  will  receive  about 
$500  a month  and  will  lie  specialists  approved 
by  their  respective  American  Specialty  Boards. 
Members  of  Veterans’  Hospital  staffs  will  not 
be  subject  to  or  under  the  contract  of  Civil 
Service.  This  is  considered  one  of  the  greatest 
victories  for  the  V.  A.  under  the  whole  set-up. 
If  I might  express  my  own  opinion  at  this  time, 
I might  add  that  I think  they  are  placing  their 
sights  for  a hospital  staff  rather  high. 

These  are  some  of  the  angles  to  this  Veterans’ 
program:  1.  A veteran  who  makes  an  affidavit 
that  he  is  economically  unable  to  pay  for  non- 
service connected  sickness  may  receive  care.  This 
privilege  may  be  abused.  2.  Much  criticism  of 
the  care  of  veterans  of  the  last'  war  has  been 
made  - and  most  of  it  has  come  from  the  Medi- 
cal Profession.  Now  the  whole  thing  is  tossed 
into  our  laps  and  if  the  program  is  a failure, 
we  will  get  the  blame.  3.  It  has  been  proclaimed 
editorially  that  when  President1  Truman  signed 
the  present  Veterans’  Bill,  one  of  the  greatest 
blows  so  far  has  been  struck  against  socialized 
medicine.  The  very  language  of  the  bill,  stating 
that,  Veterans  should  be  entitled  to  the  best  of 
care,  which  is  rendered  only  by  his  family  or 
private  physician,  indicates  this.  4.  Remember, 
10  million  veterans  with  their  wives  constitute 
20  million,  add  a couple  of  dependents  or  2 
children  and  you  have  40  million.  That  is  a 
tremendous  block  of  votes  for  some  future  date. 

The  next  subject  is:  Medical  Service.  This  is 
the  most  pressing  problem  before  the  profession. 
The  A.M.A.  is  urging  every  state  medical  society 
to  prompt  action  in  inaugurating  a medical 
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service  plan  in  each  of  their  respective  states, 
and  to  increase  the  benefits  of  existing  services 
and  plans.  The  House  of  Delegates  of  the  A.M.A. 
in  December  ordered  the  Board  of  Trustees  of 
the  A.M.A.  to  proceed  with  the  development  of 
a National  V oluntary  Pre-payment  Plan  to  cover 
areas  not  now  covered  by  a plan.  The  Board  of 
Trustees  announced  in  February  that  there  was 
no  feasible  way  in  which  it  could  inaugurate 
such  a plan.  It  pointed  out  that  voluntary  health 
plans  must  originate  at  the  state  level ; that 
complete  autonomy  must  remain  at  that  level 
and  that  all  the  A.M.A.  could  do  about  it  would 
be  to  co-ordinate  the  various  plans,  make  them 
as  uniform  as  possible  and  encourage  and  pro- 
mote reciprocity  so  that  people  moving  around 
could  be  protected.  It  has  been  pointed  out  also 
that  less  than  10  states  are  now  doing  nothing 
about  o so-called  plan.  This  decision  by  the  Board 
of  Trustees  has  given  rise  to  considerable  dis- 
appointment from  some  sources.  At  Chicago  in 
October,  we  heard  two  different  proposals  for 
National  plans  but  neither  seemed  to  arouse  a 
ripple  of  enthusiasm. 

A National  Service  Plan,  or  national  legisla- 
tion setting  up  any  such  organization  would 
defeat  the  very  tilling  we  are  fighting  against 
now,  namely,  a Bureaucracy  in  Washington  or 
at  the  A.M.A.  headquarters  in  Chicago,  direct- 
ing us  how  to  run  our  own  state  organization. 

The  next  subject  is : National  Legislation.  1. 
The  Hill-Burton  Bill  passed  the  Senate  just  as 
we  had  requested  and  much  to  everyone’s  sur- 
prise. That  is  - it  provides  grants  in  aid  to  states 
for  the  construction  of  hospitals  without  any 
strings  attached  from  the  Federal  Government. 
It  rests  in  the  House  of  Representatives  now. 
It  provides  a rare  opportunity  for  you,  and  that 
is  to  write  to  each  of  your  congressmen  (John 
R.  Murdock  and  Richard  Harless)  and  urge  its 
passage  as  constructive  legislation.  It  is  seldom 
that  we  find  a piece  of  national  legislation  that 
we  can  approve.  You  are  urged  to  follow  the 
suggestion  just  given.  2.  The  3rd  edition  of  the 
Murray-Wagner-Dingell  bill  has  been  introduced 
in  both  houses.  This  bill  is  the  Government’s 
Compulsory  Health  Insurance  Bill.  It  is  camou- 
flaged, however,  by  several  attractive  provisions, 
namely:  (1)  Grants  in  aid  to  states  for  a.  The 
extension  of  the 'public  health  service;  b.  The 
prevention,  control  and  treatment  of  venereal 
diseases ; c.  The  prevention,  control  and  treat- 


ment of  tuberculosis.  (2)  Grants  in  Aid  to 
States  for  Maternal  and  Child  Welfare.  (3) 
Grants  in  Aid  to  States  for  the  Needy;  (4) 
Grants  in  Aid  to  States  for  medical  education 
and  research.  Concerning  these  provisions,  this 
is  the  first  time  that  a MWI)  bill  has  made  any 
provision  for  the  needy  or  indigent. 

The  Magnuson  and  Kilgore  bills  have  been 
combined  in  Congress  to  provide  for  Medical 
Education  and  Research.  This  is  considered  very 
constructive  legislation. 

The  new  Pepper  Bill,  or  super  E.M.I.C.  bill, 
lias  been  introduced  repeatedly.  The  modifica- 
tion of  present  legislation  already  enacted  would 
provide  for  tuberculosis,  venereal  diseases,  and 
public  health.  It  is  very  probable  that  most  of 
this  legislation  will  be  enacted  piece-meal  and 
much  of  it  is  not  obnoxious  if  Congress  limits 
its  financial  aid  to  those  for  whom  the  payment 
of  medical  care  is  a hardship.  Our  only  limit 
will  be  the  willingness  of  Congress  to  appro- 
priate money. 

Getting  back  to  the  Government ’s  Compulsory 
Health  Insurance  Plan  which  is  the  real  issue 
in  the  MWD  bill,  this  bill  was  introduced  in  the 
House  last  year  where  it.  was  referred  to  the 
Ways  and  Means  Committee  of  that  body.  This 
Committee  employed  a group  of  experts  to  in- 
vestigate the  problem  of  cost.  These  experts 
found  that  it  would  require  between  15  and  17 
billion  dollars  a year  to  finance  and  administer 
the  Bill.  As  originally  set  up  the  Bill  provided 
for  a 3 billion  2 hundred  million  dollar  a year 
cost  to  be  raised  by  a 4%  deduction  from  pay- 
rolls and  a like  sum  from  employers.  This  infor- 
mation will  be  the  main  ace-in-the-hole  against 
the  proposed  legislation. 

An  interesting  part  of  the  Chicago  trip  was 
attending  the  National  Conference  on  Medical 
Service.  This  is  an  organization  entirely  separate 
from  the  A.M.A.  but  all  the  A.M.A.  people  were 
present.  It  is  in  reality  an  open  forum  in  which 
representatives  from  all  sides  are  invited  to 
speak.  Nelson  P.  Cruickshank  was  invited  to 
speak  for  Labor.  He  is  the  Director  of  Social 
Security  of  the  AF  of  L.  He  is  of  the  brain-trust 
type,  a brilliant  young  intellectual,  and  if  he 
had  been  among  friends,  or  even  before  a neu- 
tral audience,  he  would  have  received  much  ap- 
plause. He  told  us  that  Labor  respects  American 
Medicine  for  its  scientific  advancements  but  has 
a very  low  opinion  of  its  economic  approach. 
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He  stated  that  the  only  way  in  which  an  Amer- 
ican laborer  could  receive  adequate  medical  care 
was  by  budgeting,  and  that  Government  Com- 
pulsory Health  Insurance  was  the  only  answer 
or  solution.  He  stated  further  that  this  tradi- 
tional patient-physician  relationship  was  just  a 
myth.  It  is  amazing  how  such  brilliant  people 
can  point  out  all  the  defects  in  a system  and 
how  firmly  and  sincerely  they  believe  that  if 
only  a law  can  be  passed  by  Congress,  all  their 
problems  will  be  forever  solved. 

Mr.  Cruickshank  was  followed  by  J.  S.  Jones, 
Secretary  of  the  Minnesota  Farm  Bureau  As- 
sociation, who  held  his  audience  spell-bound  for 
45  minutes  telling  us  of  his  65,000  members, 
over  40,000  of  whom  belong  to  Blue  Cross.  He 
emphasized  that  they  want  no  part  in  Govern- 
ment administration  of  Medical  Care. 

Your  Secretary,  in  April,  also  attended  the 
Washington  hearings  on  Senate  1606,  the  Mur- 
ray-Wagner-Dingell  bill.  I was  there  for  four 
days  and  sat  in  on  the  hearings  during  that 
time.  While  in  Washington  1 also  called  on 
Senators  Carl  Hayden  and  Ernest  McFarland 
and  on  Representatives  John  R.  Murdock  and 
Richard  Harless.  I found  them  all  gracious, 
liberal  with  time  for  appointments,  and  most 
interested  in  our  plans  for  a Medical  Service 
for  Arizona.  As  to  the  hearings  on  the  MWD 
bill,  there  are  8 to  1 witnesses  being  called  in 
support  of  the  legislation  to  those  against  it. 
This  is  to  be  expected  as  Senator  Murray,  one 
of  the  proponents  of  the  measure,  is  Chairman 
of  the  Committee  on  Education  and  Labor  which' 
is  conducting  the  hearings.  Since  my  return 
from  Washington,  our  Association  has  filed  its 
brief  against  S.  1606  and  we  are  on  record  as 
declaring  the  MWD  measure  unnecessary  in 
view  of  the  Medical  Service  Plan  soon  to  be  in- 
augurated in  Arizona. 

It  has  been  a pleasure,  as  well  as  a task,  to 
have  attended  these  various  conferences  in  the 
interest  of  our  Association.  I only  hope  that  our 
Association  will  profit  by  what  has  been  learned 
from  these  contacts. 

Signed 

^f/lOyvxK  ^ 


Stall  fleeting* 

ST.  JOSEPH’S  HOSPITAL,  PHOENIX 
March  11,  1946 

Modern  Management  of  Edema  — Dr.  Ian 
Stevenson. 

Meningococcemia  and  Its  Manifestations  - — 
Dr.  L.  B.  Smith. 

Acute  Urinary  Retention  from  an  Unusual 
Cause  — I )r.  J.  W.  Pennington. 

April  8,  1946 

Polycythemia,  with  presentation  of  two  cases 
— Dr.  Jos.  Wepfer. 

Coccidioidal  Granuloma,  with  presentation  of 
case  — Dr.  James  Coffey. 


MARICOPA  COUNTY  MEDICAL  SOCIETY 
March  4,  1946 

Symposium  on  “Proposed  Medical  Service 
Plan  For  Arizona.”  — Dr.  Robert  S.  Flinn, 
Moderator. 

1 . Synopsis  of  Plan  — Mrs.  Iv.  Coleman,  Exec. 
Secy.  Arizona  Medical  Assoc. 

2.  Administrative  Aspects  in  Conjunction  with 
Arizona  Blue  Cross  Hospital  Service  Plan  — 
Mr.  L.  Donald  Lau,  Exec.  Director  Arizj&iia  Blue 
Cross. 

3.  Report  on  Chicago  Medical  Service  Con- 
ferences — Dr.  Frank  J.  Milloy,  Secy.  Arizona 
Medical  Assoc. 

4.  Conclusions  — Dr.  Robert  S.  Flinn. 


ST.  MARY’S  HOSPITAL,  TUCSON 
March  19,  1946 

Case  of  Lupus  and  Polyarteritis  — Dr.  W.  P. 
Holbrook. 

Case  of  Abdominal  Pregnancy  — Dr.  II.  C. 
James. 


PIMA  COUNTY  MEDICAL  SOCIETY 
March  12,  1946 

Penicillin  in  the  Treatment  of  Syphilis — Dr. 
Hugh  Thompson. 

Aerotitis  and  Use  of  Radium  in  Nasopharynx 
— Dr.  John  Mikell. 

An  Analysis  of  6000  Cases  of  Rheumatic  Fe- 
ver— Dr.  Carl  Stephens,  Jr. 

Health  in  the  Aleutians — Dr.  W.  G.  Ure. 
Combat  Neurosis — Dr.  C.  N.  Sarlin. 
Infectious  Hepatitis — Dr.  Stuart  Sanger. 
Coccidiodomycosis — Dr.  Harry  Thompson. 
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McNary 

Herbst,  Kenneth  A. 
MeNary 


COCHISE  COUNTY 


MEDICAL  SOCIETY 

Salsbury,  C.  G. 
Ganado 

(associate  member) 
Spining,  W.  D. 
Ganado 

(associate  member) 
MEDICAL  SOCIETY 


Adamson,  E.  W. 

Douglas 
Alessi,  N.  V. 
Douglas 

Atonna,  Guy  B. 

Douglas 
Duncan,  A.  K. 

Douglas 
Helm,  Hugh  M. 
Douglas 

Hess,  George  H. 
Bisbee 

Hesser,  J.  M. 

Benson 
Nugent,  A.  G. 
Douglas 


Parrish,  Fred  W. 
Bowie 

Piepergerdes,  C.  C. 
Bisbee 

Rice,  Hal  W. 
Bisbee 

Royce,  Emery 
Douglas 
Saba,  Joseph 
Bisbee 

Welbourn,  M.  A. 
Bisbee 

Wilson,  John  C. 

Willcox 
Zinn,  P.  P. 
Tombstone 


COCONINO  COUNTY  MEDICAL  SOCIETY 


Barnes,  H.  A. 

Flagstaff 
Creighton,  C.  C. 

Flagstaff 
Fronske,  M.  G. 
Flagstaff 

Kittredge,  D.  W„  Jr. 
Flagstaff 


Raymond,  R.  O. 
Flagstaff 

Secrist,  Charles  W. 

Flagstaff 
Manning,  G.  F. 

Supt.  State  Dept, 
of  Health,  Phoenix 


GILA  COUNTY  MEDICAL  SOCIETY 


Aarni,  John  C. 
Ray 

Bosse,  A.  J. 
Globe 

Brayton,  N.  D. 
Miami 

Burgess,  M.  E. 
Miami 

Cron,  Cyril  M. 
Miami 

Gunter,  Clarence 
Globe 


Harper,  T.  C. 
Globe 

Harris,  I.  E. 
Miami 

Huestis,  Chas.  B. 
Hayden 

Kelly,  Marcus  G. 
Globe 

Noice,  Russel  R. 
Miami 

Wade,  Robert  M. 
Miami 


GRAHAM  COUNTY  MEDICAL  SOCIETY 


Andes,  J.  E. 

Wickenburg 
Butler,  F.  W. 

Safford 
Knight,  F.  W. 
Safford 


Nelson,  D.  E. 
Safford 

Randall,  Geo.  E. 
Safford 

Stratton,  J.  Newton 
Safford 


GREENLEE  COUNTY  MEDICAL  SOCIETY 


Austin,  Charles  P. 

Hollister,  Calif. 
Gans,  Carl  H. 
Morenci 


Laugharn,  Charles  H. 
Clifton 

Stratton,  Robt.  A. 
Morenci 


MARICOPA  COUNTY  MEDICAL  SOCIETY 


Adams,  Mabel  I. 
1110  N.  25th  St., 
Phoenix 

Armbruster,  A.  C. 
234  N.  Central 
Phoenix 


Armbruster,  A.  Carl 
234  N.  Central 
Phoenix 

Armour,  Paul  S. 

26  Wilshire  Drive 
Phoenix 


Arnow,  Davis  I. 

Chandler 
Baier,  F.  D. 

137  N.  2nd  Ave. 
Phoenix 

Bakes,  Edwin  C. 

15  E.  Monroe 
Phoenix 

Baldwin,  Louis  B. 

15  E.  Monroe 
Phoenix 
Bank,  Joseph 
15  E.  Monroe 
Phoenix 

Barfoot,  G.  Robt. 

15  E.  Monroe 
Phoenix 
Barker,  C.  J. 

15  E.  Monroe 
Phoenix 

Barker,  C.  J.,  Jr. 

15  E.  Monroe 
Phoenix 
Bate,  Thos.  H. 

15  E.  Monroe 
Phoenix 
Beck,  L.  D. 

7 W.  McDowell 
Phoenix 

Bendheim,  Otto  L. 

14  N.  Central 
Phoenix 

Bloomhardt,  S.  I. 

15  E.  Monroe 
Phoenix 

Borah,  Charles  E. 

15  E.  Monroe 
Phoenix 

Bralliar,  Floyd  B. 

Wickenburg 
Brinkerhoff,  D.  E. 

926  E.  McDowell 
Phoenix 

Brown,  Preston  T. 

15  E.  Monroe 
Phoenix 

Browne,  Trevor  G. 

15  E.  Monroe 
Phoenix 
Bryant,  Ira  M. 

Tempe 

Caniglia,  S.  R. 

15  E.  Monroe 
Phoenix 

Carlson,  Donald  G. 

926  E.  McDowell 
Phoenix 
Case,  Paul  H. 

15  E.  Monroe 
Phoenix 
Causey,  Paul  S. 

926  E.  McDowell 
Phoenix 

Charvoz,  Elton  R. 

1103  E.  Culver 
Phoenix 
Clark,  Chas.  E. 

(assoc)  State  Hospital 
Phoenix 
Clohessy,  T.  T. 

15  E.  Monroe 
Phoenix 


Cohen,  Matthew 
15  E.  Monroe 
Phoenix 

Condon,  Daniel  J. 

15  E.  Monroe 
Phoenix 
Conner,  S.  K. 

926  E.  McDowell 
Phoenix 

Cruthirds,  Archie  E. 
15  E.  Monroe 
Phoenix 

Dagres,  Lucille  M. 

15  E.  Monroe 
Phoenix 
Day,  M.  L. 

926  E.  McDowell 
Phoenix 

Denninger,  Henri  S. 
Glendale 

DePinto,  Angus  J. 

15  E.  Monroe 
Phoenix 

Drane,  James  E. 

112  N.  Central 
Phoenix 
Dysart,  Palmer 
15  E.  Monroe 
Phoenix 

Eckstein,  Albert 
1-14  N.  10th  St. 
Phoenix 
Edel,  Frank  W. 

15  E.  Monroe 
Phoenix 

Enfield,  George  S. 

15  E.  Monroe 
Phoenix 
Fahlen,  F.  T. 

112  N.  Central 
Phoenix 
Felch,  Harry  J. 

15  E.  Monroe 
Phoenix 
Fillmore,  A.  J. 

Mesa 

Flinn,  Robert  S. 

15  E.  Monroe 
Flohr,  Martin  C. 
Tolleson 

Forster,  Wesley  G. 
543  E.  McDowell 
Phoenix 
Foster,  R.  Lee 
15  E.  Monroe 
Phoenix 

Fournier,  Dudley  T. 
15  E.  Monroe 
Phoenix 
Franklin,  H.  L. 

15  E.  Monroe 
Phoenix 

Frissell.  Ben  Pat 
15  E.  Monroe 
Phoenix 

Frost,  Thomas  T. 

15  E.  Monroe 
Phoenix 

Furth,  William  Guy 
11  W.  Jefferson 
Phoenix 
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Gain,  Douglas  D. 

15  E.  Monroe 
Phoenix 
Galison,  Louis 
Buckeye 

Gibbes,  Helen  S. 
Rockledge  Ranch 
Tajique,  New  Mexico 
Garrison,  I.  L. 

540  W.  McKinley 
Phoenix 

Gaskins,  Duke  R. 

15  E.  Monroe 
Phoenix 

Gatterdam,  E.  A. 

15  E.  Monroe 
Phoenix 

Gilbert,  Kramer  M. 

Chandler 
Goss,  H.  L. 

125  W.  Monroe 
Phoenix 

Greer,  Joseph  M. 

15  E.  Monroe 
Phoenix 

Gudgel,  Harry  B. 

15  E.  Monroe 
Phoenix 
Hackett,  W.  C. 

1342  E.  Jefferson 
Phoenix 

Haines,  Ronald  S. 

926  E.  McDowell 
Phoenix 

Hall,  Norman  D. 

15  E.  Monroe 
Phoenix 

Hamer,  Jesse  D. 

15  E.  Monroe 
Phoenix 

Harbridge,  D.  F. 

15  E.  Monroe 
Phoenix 
Harris,  Karl  S. 

15  E.  Monroe 
Phoenix 

Hart,  Vincent  P. 

1519  E.  McDowell 
Phoenix 

Hartgraves,  T.  A. 

926  E.  McDowell 
Phoenix 

Hartman,  Stanford  F. 
926  E.  McDowell 
Phoenix 

Herzberg,  Benjamin 
15  E.  Monroe 
Phoenix 

Hilton,  Robert  K. 

Litchfield  Park 
Holmes,  Fred  G. 

15  E.  Monroe 
Phoenix 

Hurianek,  Zdenka  A. 

15  E.  Monroe 
Phoenix 

Hussong,  Ruland  W. 

15  E.  Monroe 
Phoenix 

Irvine,  George  B. 
Tempe 

Jeffery,  Vogel  J. 

Gila  Bend 
Jekel,  Louis  G. 

15  E.  Monroe 
Phoenix 


Johnson,  James  L. 

15  E.  Monroe 
Phoenix 

Johnson,  Philip  L. 
1102  N.  Central 
Phoenix 

Johnson,  William  A. 

Glendale 
Jordan,  Fred  C. 

15  E.  Monroe 
Phoenix 

Kent,  Melvin  L. 

Mesa 

Ketcherside,  H.  D. 

15  E.  Monroe 
Phoenix 

Kilgard,  Frank  M. 
125  W,  Monroe 
Phoenix 
Kingsley,  A.  C. 

15  E.  Monroe 
Phoenix 

Kober,  Leslie  R. 

15  E.  Monroe 
Phoenix 

Kroeger,  Hilda  H. 
State  Dept.  Health 
Phoenix 
Kruglick,  John 
112  Central 
Phoenix 

Lentz,  Joseph  S. 

15  E.  Monroe 
Phoenix 
Little,  S.  D. 

15  E.  Monroe 
Phoenix 
Lutfy,  Louis  P. 

301  W.  McDowell 
Phoenix 

Lytton-Smith,  James 
926  E.  McDowell 
Phoenix 
Matanovich,  M. 

15  E.  Monroe 
Phoenix 

McCracken,  Paul  W. 
1206  W.  Madison 
Phoenix 
McIntyre,  A.  J. 

11  W.  Jefferson 
Phoenix 

McKeown,  Hilton  J . 
926  E.  McDowell 
Phoenix 

McKhann,  Geo.  G. 

15  E.  Monroe 
Phoenix 

McVay,  L.  Clark 
15  E.  Monroe 
Phoenix 

Medigovich,  D.  V. 

15  E.  Monroe 
Phoenix 
Mellick,  D.  W. 

15  E.  Monroe 
Phoenix 
Melton,  B.  L. 

15  E.  Monroe 
Phoenix 
Merrill,  M.  W. 

15  E.  Monroe 
Phoenix 

Milloy,  Frank  J. 

15  E.  Monroe 
Phoenix 


Mills,  C.  Selby 
926  E.  McDowell 
Phoenix 

Moore,  James  R. 

15  E.  Monroe 
Phoenix 

Moore,  Robert  L. 

15  E.  Monroe 
Phoenix 
Ohl,  H.  J. 

15  E.  Monroe 
Phoenix 

Ovens,  James  M. 

926  E.  McDowell 
Phoenix 

Palmer,  E.  Payne 
15  E.  Monroe 
Phoenix 

Palmer,  E.  Payne,  Jr. 
15  E.  Monroe 
Phoenix 

Palmer,  Paul  V. 

15  E.  Monroe 
Phoenix 

Palmer,  Ralph  F. 

15  E.  Monroe 
Phoenix 
Park,  J.  Minor 
505  W.  McDowell 
Phoenix 

Patterson,  J.  H. 

234  N.  Central 
Phoenix 

Patterson,  W.  B. 

Mesa 

Penn,  Richard  L. 
Avondale 

Pennington,  John  W. 
15  E.  Monroe 
Phoenix 

Phillips,  Earle  W. 

Rt.  7,  Box  479 
Phoenix 

Phillips,  Robert  T. 

15  E.  Monroe 
Phoenix 

Ploussard  .Charles  N. 
15  E.  Monroe 
Phoenix 

Pohle,  Ernest  E. 
Tempe 

Poison,  Donald  A. 

15  E.  Monroe 
Phoenix 

Porter,  Dwight  H. 

15  E.  Monroe 
Phoenix 
Purcell,  H.  M. 

out  of  state 
Randolph,  Howell  S. 

15  E.  Monroe 
Phoenix 
Rice,  Philip  E. 

Glendale 
Robb,  Mayo 
15  E.  Monroe 
Phoenix 

Rogers,  Geo.  K. 

926  E.  McDowell 
Phoenix 

Rosenquist,  R.  W.  ** 
Tempe 

Rosenthal,  Maurice 
1033  E.  McDowell 
Phoenix 

Ross,  Norman  A. 

15  E.  Monroe 
Phoenix 


Running,  E.  Henry 
150  E.  McDowell 
Phoenix 

Ryerson,  Paul  M. 

1505  E.  McDowell 
Phoenix 
Saxe,  Louis  J. 

717  W.  Palm  Lane 
Phoenix 
Schnable,  G.  P. 

P.  O.  Box  1350 
Phoenix 

Schoffman,  William  F. 
926  E.  McDowell 
Phoenix 

Sharp,  Floyd  B. 

318  W.  Holly 
Phoenix 

Shembab,  Cecilia 
926  E.  McDowell 
Phoenix 
Sherrill,  W.  P. 

342  W.  McDowell 
Phoenix 
Shupe,  Reed 
1103  E.  Culver 
Phoenix 

Smith,  Leslie  B. 

926  E.  McDowell 
Phoenix 

Smith,  Wm.  Jewell 
926  E.  McDowell 
Phoenix 

Snyder,  Bertram  L. 

15  E.  Monroe 
Phoenix 

Snyder,  William 
1037  S.  Brill 
Phoenix 

Stevens,  Robt.  H. 

15  E.  Monroe 
Phoenix 
Stroud,  R.  J. 

Tempe 

Stump,  Robt.  M. 

3301  W.  Van  Buren 
Phoenix 

Suit,  Charles  W. 

15  E.  Monroe 
Phoenix 

Suit,  Chas.  W.,  Jr. 

15  E.  Monroe 
Phoenix 

Swasey,  Lloyd  K. 

15  E.  Monroe 
Phoenix 

Thayer.  Kent  H. 

15  E.  Monroe 
Phoenix 

Thoeny,  Oscar  W. 

721  Encanto  Dr..  S.E. 
Phoenix 

Toland,  Virgil  A. 

509  W.  McDowell 
Phoenix 

Tompkins,  Lucian  M. 
Gilbert 

Truman,  George  C. 
Mesa 

Tucker,  James  B. 

14  N.  Central 
Phoenix 

Tuthill,  A.  M. 

15  E.  Monroe 
Phoenix 

Tuveson,  L.  L. 

15  E.  Monroe 
Phoenix 
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congestive  heart  failure 


The  de-edematizing  action  of 
Searle  Aminophyllin  decreases  the 
cardiac  burden,  permitting  the  heart 
muscle  to  function  more  efficiently. 

Searle  Aminophyllin  produces  diuresis 
whether  administered  orally  or  paren- 
terally,  and  thus  has  a field  of  usefulness 
covering  emergencies  and  chronic 
congestive  cardiac  failure. 

SEARLE  AMINOPHYLLIN 

contains  at  least  80%  of  anhydrous  theophyllin. 
G.  D.  Searle  & Co.,  Chicago  80,  Illinois 


SEARLE 


RESEARCH 
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Van  Epps,  Chas.  E. 
15  E.  Monroe 
Phoenix 

Vernetti,  Lucy  A. 

15  E.  Monroe 
Phoenix 

Warrenburg,  C.  B. 
926  E.  McDowell 
Phoenix 

Watkins,  W.  Warner 
15  E.  Monroe 
Phoenix 
West,  O.  C. 

14  N.  Central 
Phoenix 

Westervelt,  M.  W. 
Tempe 

Whiting,  Spencer  D. 

Scottsdale 
Williams,  Henry  G. 
926  E.  McDowell 
Phoenix 


Allen.  F.  W. 

20  E.  Ochoa 
Tucson 

Arntzen,  J.  L. 

516  E.  3rd 
Tucson 
Atwood,  H.  J. 

Ajo 

Bensema,  C.  E. 

1800  E.  Speedway 
Tucson 

Bernfeld,  Michael 
123  S.  Stone 
Tucson 
Biddle,  Dake 
123  S.  Stone 
Tucson 

Bigglestone,  H.  C. 
721  N.  4th  Ave. 
Tucson 
Bledsoe,  N.  C. 

1115  E.  6th  St. 
Tucson 

Bloom,  Benson 
4 E.  Congress 
Tucson 

Bonnell,  H.  G. 

416  N.  Park  Ave. 
Tucson 

Brady,  Thomas  A. 
650  N.  Country 
Club  Drive 
Tucson 

Brainard,  Hollis  H. 
130  S.  Scott 
Tucson 

Brown,  Earl  H. 

130  S.  Scott 
Tucson 


Williams,  Norman  L. 

7 W.  McDowell 
Phoenix 

Williams,  Onie  O. 

2020  N.  11th  Ave. 
Phoenix 

Williamson,  Geo.  A. 

15  E.  Monroe 
Phoenix 
Wills,  E.  C. 

14  N.  Central 
Phoenix 

Willson,  Allan  T. 

68  W.  Vemon 
Phoenix 

Woern,  William  H. 

15  E.  Monroe 
Phoenix 

Woodman,  Thomas  W. 
15  E.  Monroe 
Phoenix 

Wormley,  Lowell  C. 
1201  E.  Washington 
Phoenix 


Carrada,  Luis  N. 
175  E.  12th 
Tucson 

Carrell,  W.  D. 

123  S.  Stone 
Tucson 
Cates,  T.  H. 

129  S.  Scott 
Tucson 

Closson,  Esther  M. 
4 E.  Congress 
Tucson 
Clyne,  Meade 
110  S.  Scott 
Tucson 

Cobb,  Virginia 
R.  F.  D.  66  E 
Carmel,  Calif. 
Cogswell,  H.  D. 

130  S.  Scott 
Tucson 

Cohen,  Morris 
153  E.  Speedway 
Tucson 
Costin,  Max 
614  N.  4th  Ave. 
Tucson 

Davis,  W.  Claude 
33  E.  Broadway 
Tucson 

Dixon,  George  L. 
2716  E.  4th  St. 
Tucson 

Donahue,  John  L. 

4 E.  Congress 
Tucson 

Edwards,  B.  B. 

521  E.  3rd  St. 
Tucson 


Far  is,  Hervey  S. 

115  S.  Stone 
Tucson 
Fink,  Harold 
24  W.  Forsythe 
Jacksonville,  Fla. 
Fitzgerald,  G.  H. 

1115  E.  6th  St. 
Tucson 

Flood,  Clyde  E. 

4 E.  Congress 
Tucson 

Francis,  J.  Donald 
2440  E.  6th  St. 
Tucson 

Gault,  William  H. 

110  S.  Scott 
Tucson 

Gore,  Victor  M. 

123  S.  Stone 
Tucson 

Gotthelf , Ed  J. 

4 E.  Congress 
Tucson 

Grauman,  S.  J. 

4 E.  Congress 
Tucson 

Gregg,  Fred  C. 

41  E.  Jackson 
Tucson 

Hartman,  George  O. 
115  So.  Stone 
Tucson 

Hastings,  R.  E. 

1811  E.  Speedway 
Tucson 

Hausmann,  Richard  K. 
110  S.  Stone 
Tucson 

Hayden,  Edward  M. 

115  S.  Stone 
Tucson 

Hayhurst,  Darrell  E. 
1717  E.  Speedway 
Tucson 

Hewitt,  W.  Roy 
110  S.  Scott 
Tucson 

Hill,  Donald  F. 

4 E.  Congress 
Tucson 
Holbrook 

4 E.  Congress 
Tucson 

Howard,  Lewis  H. 

Court  House 
Tucson 

Hyman,  Mayer 
4 E.  Congress 
Tucson 
James,  H.  C. 

2440  E.  6th 
Tucson 

Kitt,  W.  Stanley 
1115  E.  6th  St. 
Tucson 

Kohl,  Harold  W. 

1811  E.  Speedway 
Tucson 

Kosanke,  H.  E. 

110  S.  Scott 
Tucson 

Kroeger,  C.  R. 

650  Kroeger  Lane 
Tucson 


Laidlaw,  Elizabeth  H. 
2422  E.  Helen 
Tucson 

Lamb,  Harold  L. 

80  S.  Stone 
Tucson 

Lee,  Joseph  G. 

221  N.  Tucson  B. 
Tucson 

Lemmle,  Malwna  T. 
Medical  Center 
Tucson 

Lewis,  Donald  B. 

123  S.  Stone 
Tucson 

Lieberman.  A.  L. 

2720  E.  Broadway 
Tucson 

Lindberg,  A.  L. 

23  E.  Ochoa 
Tucson 

Littlefield,  J.  B. 

45  E.  Jackson 
Tucson 

Lyon,  William  R. 

316  E.  Speedway 
Tucson 

Mahoney,  Dan  L. 

4 E.  Congress 
Tucson 

Mahoney,  Vernon  L. 

614  N.  4th  Ave. 

Tucson 

Mandel,  Meyer  M. 

2421  E.  Drachman 
Tucson 

Manning,  W.  R. 

45  E.  Jackson 
Tucson 

Marsh,  I.  Cody 
123  S.  Stone 
Tucson 

Mihran,  M.  K. 

San  Xavier  Mission 
Tucson 

Mikell,  John  S. 

1811  E.  Speedway 
Tucson 

Nagoda,  Ed  J. 

134  S.  Congress 
Tucson 

Oatway,  William  H. 

123  S.  Stone 
Tucson 
Omer,  Joy  A. 

4 E.  Congress 
Tucson 

Oyler,  Raymond  F. 

130  S.  Scott 
Tucson 

Patterson,  C.  E. 

123  S.  Stone 
Tucson 

Present,  Arthur  J. 

115  S.  Stone 
Tucson 

Presson,  Virgil  C. 

130  S.  Scott 
Tucson 

Purcell,  Geo.  W. 

109  S.  Scott 
Tucson 

Rudolph,  Royal  W. 

4 E.  Congress,  Tucson- 
Tucson 


MOHAVE  COUNTY  MEDICAL  SOCIETY 
Barnes,  Broda  O.  Brazie,  Walter 

(assoc)  Kingman 

Kingman 

NAVAJO  COUNTY  MEDICAL  SOCIETY 
Heywood,  Bernard  S.  Sprankle,  Paul  D. 

Holbrook  Winslow 

Morton,  William  G.  Wright,  Myron  G. 

Winslow  Winslow 


PIMA  COUNTY  MEDICAL  SOCIETY 
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Now  there  are  6 

BAXTER  DEXTROSE  SOLUTIONS  WITH  VITAMINS 


J?OR  prophylaxis  against  certain  B-vitamin  deficiencies  arising 

in  dextrose  therapy,  Baxter  now  offers  six  TRINIDEX 
solutions — dextrose  with  the  vitamins  thiamine,  riboflavin,  and 
nicotinamide : 

5%  Dextrose  in  Isotonic  Solution  of  Sodium  Chloride; 

10%  Dextrose  in  Isotonic  Solution  of  Sodium  Chloride; 

5%  Dextrose  in  Distilled  Water; 

10%  Dextrose  in  Distilled  Water; 

5%  Alcohol  and  5%  Dextrose  in  Isotonic  Solution  of 
Sodium  Chloride; 

5%  Alcohol  and  5%  Dextrose  in  Distilled  Water. 
Complete  literature  available  upon  request. 


B>  1ST  j^AXTER,  [NO. 

Research  and  Production  Laboratories 
Glendale  I,  California 


Trinidex 


. . . dextrose  solutions 
containing  vitamins 


DISTRIBUTORS. 


Bischoff's Oakland 

The  Denver  Fire' Clay  Co.  . Denver-Salt  Lake  City-El  Paso 

Great  "Falls  Drug  Co Great  Falls 

McKesson  & Robbins Billings 

Missoula  Drug  Company Missoula 


Ohio  Chemical  & Manufacturing  Co San  Francisco 

Shaw  Supply  Co.,  Inc Tacoma-Sealtle 

Shaw  Surgical  Co Portland 

Southwestern  Surgical  Supply  Co Phoenix 

Spokane  Surgical  Supply  Company Spokane 
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Sanger,  Stuart 
123  S.  Stone 
Tucson 
Sarlin,  C.  N. 

123  S.  Stone 
Tucson 

Schultz,  Wm.  Magill 
110  S.  Scott 
Tucson 

Sickler,  Jas.  R. 

123  So.  Stone 
Tucson 

Schutzbank,  P.  B. 

4609  E.  Cooper 
Tucson 

Secrist,  Delbert  L. 

123  S.  Stone 
Tucson 

Semoff,  Milton 
2440  E.  6th  St. 

Tucson 

Shoun,  Alexander  N. 
1800  E.  Speedway 
Tucson 

Shultz,  William  G. 

4 E.  Congress 
Tucson 

Smelker,  V.  A. 

4 E.  Congress 
Tucson 
Smith,  R.  K. 

4 E Congress 
Tucson 
Starns,  C.  E. 

123  S.  Stone 
Tucson 

Stephens,  Chas.  A.  L.  Jr. 
4 E.  Congress 
Tucson 

S torts,  Brick  P. 

1811  E.  Speedway 
Tucson 

Tappan,  Vivian 
2245  E.  7th 
Tucson 

Thomas,  Chas.  A. 

130  S.  Scott 
Tucson 

Thomas,  Naugle  K. 

130  S.  Scott 
Tucson 


Thompson,  Alden  B. 
168  W.  Broadway 
Tucson 

Thompson,  Harry  E. 
123  S.  Stone 
Tucson 

Thompson,  Hugh  C.  Jr 
110  S.  Scott 
Tucson 

Townsend,  S.  D. 

311  E.  Congress 
Tucson 

Ure,  William  G. 

2440  E.  6th 
Tucson 

Watkins,  Evelyn  G. 

4 E.  Congress 
Tucson 

Watson,  Samuel  H. 

110  S.  Scott 
Tucson 

Walsh,  James  M. 
County  Hospital 
Tucson 

Wayne,  Chas.  M. 

909  E.  Speedway 
Tucson 

Webster,  Clara  S. 

4 E.  Congress 
Tucson 

Whittle,  C.  C. 

1227  N.  Tyndall  Ave. 
Tucson 

Williams,  Marguerite 
4 E.  Congress 
Tucson 

Wilson,  Redford  A. 

130  S.  Scott 
Tucson 

Witzberger,  C.  M. 

614  N.  4th  Ave. 
Tucson 

Woodard,  J.  H. 

4 E.  Congress 
Tucson 

Zemsky,  Boris 
4 E.  Congress 
Tucson 


PINAL  COUNTY  MEDICAL  SOCIETY 


YAVAPAI  COUNTY  MEDICAL  SOCIETY 


Allen,  James  H. 
Prescott 

Bassett,  George  O. 
Prescott 

Born,  Ernest  A. 

Prescott 
Carlson,  A.  C. 

Cottonwood 
Connor,  John  W. 

Seligman 
Hough,  Henry  A. 

Prescott 
Jolley,  Elvie  B. 

Jerome 

YUMA  COUNTY 
Cain,  William  C. 

Yuma 

Corliss,  Philip  G. 
Somerton 

Fenderson,  Wayne  A. 
Yuma 

Knotts,  Roy  R. 

Yuma 

Phillips,  William  A. 
Yuma 


Looney,  R.  N. 

Prescott 

McNally,  Joseph  P. 
Prescott 

Southworth,  Harry  T. 
Prescott 

Swetnam,  C.  R.  K. 
Prescott 

Yount,  Florence  B. 

Prescott 
Yount,  C.  E, 

Prescott 

Yount,  C.  E.  Jr. 
Prescott 

MEDICAL  SOCIETY 
Podolsky,  Abe  I. 
Yuma 

Powell,  Charles  S. 
Yuma 

Rider,  Robert  E. 

Yuma 

Stanley,  John  F. 

Yuma 

Taylor,  J.  T.  T. 

Yuma 
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Woman  i c4uxiliaru 

to  the 

ARIZONA  STATE  MEDICAL  ASSOCIATION 


OFFICERS  — 1946  47 

President  — Mrs.  Hervey  Paris.... ...Tucson 

President-elect  — Mrs.  Harry  Southworth....  Prescott 

Vice  President  — Mrs  Thomas  ,H.  Bate  Tucson 

Vice  President  — Mrs.  Joy  A.  Omer Tucson 

Recording  Secretary  — Mrs.  Louis  G.  Jekel Phoenix 

Corresponding  Secretary  — Mrs.  Charles  E.  Starns...  Tucson 
Treasurer  — Mrs.  Karl  Harris Phoenix 

DIRECTORS 

Mrs.  Edward  M.  Hayden Tucson 

Mrs.  James  H.  Allen..  . Prpsentt 

Mrs.  Paul  Henry  Case  ZZphoenix 

COMMITTEE  CHAIRMAN 

Health  — Mrs.  C.  R.  Swackhamer  Superior 

Legislative  — Mrs.  Wm.  F.  Schoffman  . Phoenix 

National  Board  — Mrs.  Jessie  D.  Hamer  Phoenix 

Public  Relations  — Mrs.  George  L.  Dixon  Tucson 

Publicity  — Mrs.  Thomas  A.  Hartgraves  Phoenix 

Bulletin  — Mrs.  J.  L.  Donahue..  Tucson 

Hygeia.  — Mrs.  Ludwig  Lindberg Tucson 

Historian  — Mrs.  George  B.  Irvine  . Tempe 


Hamer,  John  D. 
Tiger 

Jackson,  William 
Coolidge 

Lehmberg,  Harry  B. 

Casa  Grande 
Maxwell,  G.  E. 
Coolidge 

Nevins,  Charles  R. 

Casa  Grande 
Nevins,  Roscoe 
Eloy 

O'Neil,  James  T. 
Coolidge 


Ong,  John  R. 

523  W.  6th  St. 

Los  Angeles,  Calif. 
Steward,  Bernice  L. 
Florence 

Steward,  Gus  B. 
Coolidge 

Swackhamer,  C.  R. 

Superior 
Tucker,  W.  P. 

Florence 
Utzinger,  O.  E. 

Ray 

Walker,  Glen  H. 
Coolidge 


Mrs.  Hervey  Haris  of  Tucson,  newly  elected 
President  of  the  Woman’s  Auxiliary  to  the  Ari- 
zona State  Medical  Association  has  served  as 
President  of  Riverside  County  Medical  Auxili- 
ary in  California,  President  of  the  Pima  County 
Medical  Auxiliary,  has  held  offices  in  the  Amer- 
ican Association  of  University  Women,  Daugh- 
ters of  the  American  Revolution  and  Parent- 
Teacher  Association. 

1945-46 


SANTA  CRUZ  COUNTY  MEDICAL  SOCIETY 

Bryant,  James  H.  Houle,  Emile  C. 

Out  of  State  Nogales 

Chapman,  Wm.  S.  Harker,  Glen  L. 

Los  Mochis,  Sin,  Mexico  Nogales 
Gonzales,  Juan  S.  Smith,  Chaarles  S. 

Nogales  Nogales 


Report  of  the  President 
of  the 

Woman’s  Auxiliary  to  the  Arizona  State  Medi- 
cal Association 

I appreciate  the  help  I have  received  this  year 
through  the  “Handbook”,  the  Bulletin  of  the 
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Cerol 

•Re*.  U.  S.  P»t.  Off 


A NEW  CEREAL  FOR 

am/oAlMtm  WITH  papaya  fruit 
DRIED  FRESH  TO  PRESERVE  NATURAL  ENZYMES  AND  PECTINS 


REG.  U.  S.  PAT.  OFF. 


The  LATEST  ADDITION  to  the  famousS.M.  A. Infant  Foods 
— cerol  . . . something  new  in  infant  feeding — FLAVORED  . . „ 
with  mellow  papaya  fruit — FORTIFIED  . . . with  vitamins  and 
minerals  — ready  to  serve  ...  a nutritious,  precooked, 
multigrain  cereal — Supplied  in  8 oz.  packages. 


S.M.A.  DIVISION 


WYETH  INCORPORATED  • PHILADELPHIA  3 • PA. 
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Woman’s  Auxiliary  to  the  American  Medical 
Association,  and  “Arizona  Medicine”,  Journal 
of  the  Arizona  State  Medical  Association. 

I express  my  appreciation  to  Mrs.  Kitty  Ives 
Coleman,  executive  lay  secretary  of  the  Arizona 
State  Medical  Association,  for  her  invaluable 
help  and  cooperation  in  regard  to  the  many 
problems  which  have  arisen  during  my  term  of 
office.  And,  especially,  I deeply  appreciate  the 
help  and  guidance  of  our  national  president- 
elect, Mrs.  Jesse  I).  Hamer. 

Two  official  board  meetings  of  elected  officers 
and  committee  chairman  were  called  this  year. 
Other  business  lias  been  attended  to  by  phone 
and  correspondence. 

I regret  that  this  year  the  new  Handbooks 
were  not  available  for  our  officers.  They  are  of 
invaluable  help. 

The  Bulletin  is  of  great  importance  to  us  both 
as  officers  and  members.  This  value  has  been 
stressed  to  all  officers,  both  county  and  state, 
as  well  as  to  the  individual  members.  I am 
pleased  to  report  a gain  in  Bulletin  subscrip- 
tions for  1945-46. 

Through  exceptional  effort  on  the  part  of  our 
state  and  county  Hvgeia  chairmen  an  outstand- 
ing increase  in  IJygeia  subscriptions  has  been 
obtained  this  year,  and  I am  pleased  to  report 
that  as  a state  we  exceeded  our  quota  in  the 
national  contest. 

I am  very  grateful  to  the  County  Auxiliaries. 
They  have  carried  out  the  year’s  program  in  a 
splendid  manner.  Since  you  will  hear  the  re- 
ports that  follow,  I will  say  no  more.  These 
reports  emphasize  the  splendid  work  done  this 
year.  Outstanding  work  this  year  has  been  done 
in  Cancer,  Legislation,  and  Juvenile  1 delinquen- 
cy. 

My  thanks  to  Mrs.  William  F.  Schoffman  and 
her  committee  chairmen  for  their  work  on  this 
convention.  I know  yon  also  will  appreciate  and 
enjoy  their  plans  for  our  entertainment  and 
pleasure. 

My  thanks  to  my  board  of  officers,  committee 
chairmen  and  each  of  their  workers  and  every 
member  of  the  Auxiliary  who  have  helped  me 
carry  out  a most  enjoyable  year. 

Respectfully  submitted, 

(Signed)  Martha  Case 

Mrs.  Paul  Henry  Case, 

President 


1936-46 

Report  of  the  State  Historian 
of  the 

Woman’s  Auxiliary  to  the  Arizona  State 
Medical  Association 


PAST  PRESIDENTS 

1930  - Mrs.  O.  H.  Brown Phoenix 

1931  - Mrs.  C.  A.  Thomas — ....  ...  . Tucson 

1932  - Mrs.  Fred  Holmes Phoenix 

1033  - Mrs.  C.  R.  Swackhamer. ..  . ...  . Superio- 

1034  - Mrs  J.  M.  Greer  Phoenix 

1935  - Mrs.  C.  M.  Comer Tucson 

1936  - Mrs.  J.  M.  Meason Chandler 

1937  - Mrs.  C.  E.  Patterson  Tucson 

1938  - Mrs.  George  Truman  ...Mesa 

1939  - Mrs.  V.  C Presson  ..Tucson 

1940  - Mrs.  J.  D.  Hamer  ....Phoenix 

1941  _ Mrs.  B.  B.  Edwards  Tucson 

1942  - Mrs.  H.  P.  Mills  Phoenix 

1S43  - Mrs  E.  M.  Hayden  Tucson 

1944  - Mrs.  J.  H.  Allen..  ..Prescott 

1945  - Mrs.  P.  H.  Case Phoenix 


In  order  to  compile  the  state  history,  it  was 
necessary  to  read  all  of  the  reports  and  publi- 
city for  the  past  sixteen  years.  This  was  done 
by  the  President,  Mrs.  Paul  Henry  Case;  the 
Corresponding  Secretary,  Mrs.  James  R.  Moore 
and  myself.  We  found  the  following  the  most 
outstanding  achievements  in  the  history  of  the 
Auxiliary. 

In  1930,  the  Auxiliary  was  organized  to  act 
as  hostesses  for  the  State  Convention. 

In  1933,  committees  to  work  on  public  health 
projects,  public  relations  and  legislative  mat- 
ters were  organized  and  a program  launched 
to  see  t hat  the  health  magazine  “Hygeia”  was 
in  the  hands  of  all  the  schools  in  the  state  of 
Arizona. 

In  1936,  the  state  organization  received  na- 
tional recognition  for  the  amount  of  “Hygeia" 
subscriptions  placed  in  the  state  of  Arizona. 

In  1941,  a War  Service  Committee  was  inaug- 
urated and  a committee  on  legislation  inaug- 
urated also. 

In  1942,  the  State  Auxiliary  undertook  an 
extensive  health  program  and  the  Kenny  Pack 
Woolen  Drive  was  started  in  connection  with 
an  educational  program  for  the  National  Infan- 
tile Paralysis  Association  and  stress  was  brought 
on  mental  hygiene. 

In  1943,  the  Cancer  Project  was  begun  and 
national  recognition  was  given  the  Auxiliary 
for  the  services  rendered  the  American  Cancer 
Society. 

In  1944,  the  State  Auxiliary  continued  with 
the  Cancer  Project  and  again  recognition  was 
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Pathological  Laboratory 

507  Professional  Building  Phoenix,  Arizona 

X-RAY  and  RADIUM  THERAPY 
DIAGNOSTIC  X-RAY 
CLINICAL  PATHOLOGY 

W.  Warner  Watkins,  M.  D.,  Director 
R.  Lee  Poster,  M.  D.,  Radiologist 
Thomas  T.  Frost,  M.  D.  Pathologist 
Douglas  D.  Gain,  M.  D. 

HOURS  9:00  to  5:00 

SATURDAY  AFTERNOONS  AND  SUNDAYS  EXCEPTED 


SchiefFelin  BENZESTROL  Tablets: 
Potencies  of  0.5,  1.0,  2.0  and  5.0  mg. 

Bottles  of  50,  100  and  1000. 

SchiefFelin  BENZESTROL  Solution: 

Potency  of  5.0  mg.  per  cc.  in  10  cc. 

Rubber  Capped  Multiple  Dose  Vials 

SchiefFelin  BENZESTROL  Vaginal  Tablets: 
Potency  of  0.5  mg.  Bottles  of  100 


For  the  relief  of  menopausal  symptoms,  for 
senile  vaginitis,  for  the  suppression  of  lactation, 
and  as  a supplementary  agent  in  the  treatment 
of  gonorrheal  vaginitis  in  children,  estrogen 
therapy  has  proved  highly  beneficial.  A de- 
pendable means  of  administering  such  therapy 
may  be  found  in  Schieffelin  BENZESTROL. 

This  synthetic  estrogen  has  proved  val- 
uable in  effecting  more  rapid  and  gratifying 
results  where  estrogen  therapy  is  indicated. 

Schieffelin  BENZESTROL  is  available  for 
oral,  parenteral  and  local  administration. 

Literature  and  Sample  on  Request 


Schieffelin  & Co. 

Pharmaceutical  and  Research  Laboratories 

20  Cooper  Square  New  York  3,  N.  Y. 
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given  the  Woman’s  Auxiliary  for  outstanding 
services  rendered. 

The  achievements  prove  that  contrary  to  the 
general  opinion  that  the  Woman’s  Auxiliary 
was  created  primarily  for  social  activities.  The 
main  objective  for  the  existance  of  this  organ- 
ization is  to  aid  in  health  education,  juvenile 
delinquency,  and  any  other  major  problem  deal- 
ing with  health.  The  reason  for  the  concentrated 
effort  on  the  part  of  the  Medical  Auxiliary  on 
health  and  juvenile  delinquency  is  that  physi- 
cians feel  we  cannot  have  healthy  minds  with- 
out healthy  bodies. 

All  major  health  agencies  have  received  aid 
through  this  organization  through  the  direction 
of  the  Past  Presidents. 

Respectfully  submitted, 

Mrs.  Geo.  B.  Irvine 

State  Historian 


Report  of  the  Woman’s  Auxiliary 
to  the 

Maricopa  County  Medical  Society 
1945-46 

Called  Board  Meetings 

Five  board  meetings  were  called  during  the 
year  for  the  purpose  of  planning  the  entire  pro- 
gram of  activity,  for  arranging  social  events 
and  to  promote  health  education. 

Regular  Meetings 

The  first  Monday  of  each  month  beginning 
in  October  and  ending  with  Annual  meeting  in 
May  is  the  time  set  aside  for  our  meetings.  All 
of  these  meetings  are  in  the  evenings  with  the 
exception  of  the  Annual  Meeting  and  are  fol- 
lowed by  a social  hour  shared  with  our  husbands 
following  their  meetings.  The  time  has  been 
divided  between  current  business  and  education- 
al programs  dealing  with  Juvenile  Problems, 
Tuberculosis  Control,  Cancer  Control,  Rehab- 
ilitation, Legislation  and  Community  Chest 
needs. 

Public  Relations 

December — Workers  sent  to  aid  with  sale  of 
Xmas  Seals  for  Arizona  Anti-Tuberculosis  As- 
sociation. 

January  — Mrs.  L.  Clark  McVay  was  ap- 


pointed to  act  as  our  representative  on  the  So- 
cial Action  Committee  of  the  Arizona  Conference 
of  Social  Workers.  Our  interest  being  the  de- 
velopment of  a Children’s  Colony  here.  This 
group  will  have  a State  Convention  April  25, 
26.  27,  so  that  we  can  expect  no  report  until  the 
May  meeting. 

February  — Ten  workers  supplied  to  help 
with  the  Community  Mass  X-ray  Project  in  the 
interest  of  Tuberculosis  Control  for  a two  week 
period,  Feb.  4th  to  Feb.  15th. 

April  — Four  women  each  day  volunteered 
to  work  for  the  American  Cancer  Society  in  an 
effort  to  raise  funds,  for  a one  week  period. 

War-Service  — Snak-Bar  — Members  acted 
as  hostesses  on  Wednesday  each  week  from  1 
P.M.  to  4 P.M.  This  work  was  a continuation 
from  last  year  until  we  were  asked  to  change 
our  time  until  later  in  the  day  and  since  the 
women  found  this  impossible  we  gave  up  this 
activity,  about  the  first  of  the  year. 

Red  Cross  — Many  knitted  squares  were  turn- 
ed in  as  evidence  of  individual  work  within  the 
group. 

Community  Council  — For  the  first  time  this 
group  was  represented  in  this  civic  body.  $2.00 
dues  were  paid  and  our  Public  Relations  Chair- 
man attended  meetings  in  our  behalf. 

Hygeia 

An  enthusiastic  chairman  who  believed  in  fre- 
quent personal  contacts  sent  our  subscriptions 
to  105  in  number  this  year,  many  gifts  to  schools 
being  included  in  this  total.  Last  year  we  had 
around  10  subscriptions  sent  in. 

Money  Making  Projects 

October  — Under  the  chairmanship  of  Mrs. 
S.  R.  Caniglia,  we  had  a Rummage  Sale  on 
which  we  realized  $233.70. 

Press  and  Publicity 

All  meetings  reported  to  local  papers  and  in 
turn  given  to  the  state  press  and  publicity  chair- 
man. A very  interesting  scrap  book  was  kept  of 
all  articles  pertaining  to  County  doctors  and 
their  families. 

Additional  Accomplishments 

1.  Complete  revision  of  by-laws. 

2.  Work  by  the  membership  chairman,  Mrs. 
Barfoot  to  increase  membership.  Some  45  let- 
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Take  the  burn  out  of 


Extremely  effective  in  burns,  Nupercainal 
may  also  be  used  in  the  treatment  of  hemor- 
rhoids, dermal  pain  and  itching  including 
pruritus  ani  and  vulvae. 

AVAILABLE:  in  tubes  of  1 ounce  with  ap- 
plicator and  in  jars  of  1 pound. 

Nupercainal  — Trade  Mark  Reg.  U.  5.  Pat.  Off. 


SUNBURN 


Recommend  and  prescribe  Ciba's  soothing 
unguent  containing  1%  Nupercaine  . . . 

NUPERCAINAL 

Nupercainal  gives  the  sunburned  patient  re- 
lief from  torturing  pain . . . relief  that  is  long- 
lasting. 


CIBA  PHARMACEUTICAL  PRODUCTS,  INC.,  SUMMIT,  NEW  JERSEY 


In  Canada:  Ciba  Company  Ltd.,  Montreal 
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WHEN  the  menopausal  storms  set  in  — vaso- 
motor disturbances,  mental  depression,  un- 
accountable pain  and  tension  — physicians 
today  can  take  prompt,  positive  action  to 
alleviate  symptoms. 

By  the  administration  of  a reliable  solu- 
tion of  estrogenic  substances,  you  may  exert 
a gratifying  measure  of  control. 

For  control  of  menopausal  symptoms,  you 
may  turn  with  confidence  to  Solution  of 
Estrogenic  Substances,  Smith-Dorsey  . . . 
manufactured  in  the  fully  equipped,  capably 
staffed  Smith-Dorsey  Laboratories  . . . meet- 
ing rigid  standards  of  purity  and  potency. 

With  such  a medicinal,  you  can  indeed  do 
something  about  “stormy  weather.” 


SOLUTION  OF 


MOUQS 


Supplied  in  1 cc.  ampuls  and  10  cc.  ampul 
vials  representing  potencies  of  5 f 000,  10,000 
and  20,000  international  units  per  cc. 


THE  SMITH-DORSEY  COMPANY 

LINCOLN  * NEBRASKA 

M anufacturers  of  Pharmaceuticals  to  the  Medical  Profession  Since  1908 


ters  or  phone  calls  were  made  with  an  increase 
of  26  members. 

3.  First  Year  Book  printed. 

4.  In  the  interest  of  public  health  letters  were 
sent  to  Legislators,  Governor  Osborn,  OPA  Re- 
presentatives both  local  and  national,  Chester 
Bowles,  who  is  Economic  Stabilization  Director 
and  Arizona  Milk  Producers  Association  in  an 
effort  to  terminate  tbe  milk  strike  suffered  here 
in  February. 

•3.  A booklet  of  the  new  by-laws  is  being 
printed  at  this  time  for  distribution  among  tbe 
members. 


6.  At  the  Annual  meeting  Honorary  Member- 
ship will  be  conferred  on  16  eligible  persons. 

7.  In  May  we  will  be  hostesses  for  the  State 
Medical  Convention  held  in  Phoenix  on  the  2nd 
and  3rd  of  May. 

Philanthropic 
+25. 00  Community  Chest 
+10.00  March  of  Dimes 
+25.00  Red  Cross 
+75.00  Crippled  Children’s  Society 
+75.00  Arizona  Division, 

American  Cancer  Society 

Accounting  of  Moneys 
May  45  +165.30  Balance  turned  to  Treasurer 
$ 58.00  Collected  dues  in  arrears 
October  +233.70  Rummage  Sale 
March  +232.00  Current  dues  for  116  members 
March  + 24.75  Paid  out  for  nite  letters  (milk) 
April  +403.78  Balance  one  month  early 


November 

February 

April 

April 

April 


Social  Events 

September  - Luncheon  - Hotel  Adams 
December  - Annual  Dinner  Dance  - First  since 
Pearl  Harbor 

March  - St.  Patrick’s  Tea  - Courtesy  of  Board 
May  3rd  - Luncheon  - Paradise  Inn  - Convention 
May  3rd  - Dinner  - Westward  Ho  - Convention 

My  very  grateful  thanks  to  a diligent  and 
faithful  Board  of  Directors  who  have  made  this 
an  interesting  year  for  officers  and  members 
alike.  With  best  wishes  to  our  successors. 


Respectfully  submitted, 

Mrs.  Wm.  F.  Scboffman 

President 

Maricopa  County  Auxiliary 
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j BLAIR  SURGICAL  SUPPLY  j 

- Arizona  s Own  Complete  X-ray  and  Surgical  Supply  House  - - ! 


WHOLESALE  AND  RETAIL 


I HOSPITAL 

Equipment 
Supp'ies 
i Service 

f SURGICAL 
= Instruments 

Equipment 
Supplies 
Supports 
Service 

| X RAY 

Equipment 
Accessories 
' Supplies 

i Service 

j Solution 

Changing 


24-28  EAST  BROADWAY  TUCSON,  ARIZONA 
20  EAST  MONROE  PHOENIX,  ARIZONA 
206  W.  GOLD  AVE.  ALBUQUERQUE,  NEW  MEXICO 


PHYSICAL 

THERAPY 

Equipment 

Accessories 

Supplies 

Service 

LABORATORY 
Equipment 
I nstruments 
Supplies 
Repairs 


ARIZONA  AND  NEW  MEXICO  DISTRIBUTORS  FOR 

PICKER  X-RAY  CORPORATION 

MANUFACTURERS  OF  QUALITY  X-RAY  APPARATUS 


TECHNICAL 

Service 

Planning 

Advice 

Estimates 


i 

+' 


* 


MAICO  IN  ARIZONA 

We  pledge  full  and  complete  co-operation  with  the  Medical  Profession  (M.D. ) 

at  all  times. 

PRECISION  AUDIOMETERS 

ELECTRONIC  STETHESCOPES 

SCHOOL  HEARING  EQUIPMENT 
FINE  HEARING  AIDS 

Audiograms  of  hard  of  hearing  patients  will  be  furnished  their  attend- 
ing physicians  (M.  D. ) Careful  audiometric  tests  made  upon  request  with- 
out charge. 

90%  of  all  precision  hearing  test  instruments  in  America  is  supplied 
by  MAICO.  Includes  Army,  Navy,  Physicians,  Hospitals,  Universities,  In- 
stitutions, Air  Lines. 

LITERATURE  SUPPLIED  UPON  REQUEST 

MAICO  SOUTHWEST  DISTRIBUTORS 

P.  0.  BOX  2526  PHOENIX 
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ACCIDENT  - HOSPITAL  - SICKNESS 

INSURANCE 


FOR  PHYSICIANS,  SURGEONS,  DENTISTS  EXCLUSIVELY 


$5,000.00  accidental  death  $8.00 

$25.00  weekly  indemnity,  accident  and  sickness  Quarterly 

$10,000.00  accidental  death  $16.00 

$50.00  weekly  indemnity,  accident  and  sickness  Quarterly 

$15,000.00  accidental  death  $24.00 

$75.00  weekly  indemnity,  accident  and  sickness  Quarterly 

ALSO  HOSPITAL  EXPENSE  FOR  MEMBERS, 
WIVES  AND  CHILDREN 


86c  out  of  each  $1.00  gross  income 
used  for  members’  benefit 

$2,800,000.00  $13,000,000.00 

INVESTED  ASSETS  PAID  FOR  CLAIMS 

$200,000  deposited  with  State  of  Nebraska  for  protection  of  our  members. 

Disability  need  not  be  incurred  in  line  of  duty — benefits 
from  the  beginning  day  of  disability. 

PHSICIANS  CASUALTY  ASSOCIATION 
PHYSICANS  HEALTH  ASSOCATON 

43  years  under  the  same  management 
401)  First  National  Bank  Building  Omaha  2,  Nebraska 


PPESCQlPT  IONS  COMPOUNDED  WITHOUT  SUBSTITUTION  BV  THESE 
A CONVENieNTU^^^^^^ro^HE  PHYSIC  t AN 

WAYLAND'S 

PRESCRIPTION  PHARMACY 

"PRESCRIPTION  SPECIALISTS’* 

BIOLOGICAL  PRODUCTS  ALWAYS  READY 
FOR  INSTANT  DELIVERY 

PARKE-DAVIS  BIOLOGICAL  DEPOT 

MAIL  AND  LONG  DISTANCE  PHONE  ORDERS 
RECEIVE  IMMEDIATE  ATTENTION 

Professional  Bldg.  Phone  4-4171  Phoenix 


DORSEY-BURKE  DRUG  CO. 

PHOENIX’  QUALITY  DRUG  STORE 

RELIABLE  PRESCRIPTIONS 
FREE  DELIVERY 

Van  Buren  at  4th  St.  Phoenix 

Phone  4-56 1 1 


Woman’s  Auxiliary  to  the 
Maricopa  County  Medical  Society 


OFFICERS  — 1946-47 

President  — Mrs.  George  Enfield Phoenix 

President-elect  — Mrs.  Joseph  Bank Phoenix 

First  Vice  President  — Mrs.  Charles  W.  Suit  Phoenix 

Second  Vice  President  — Mrs.  E.  Henry  Running..  Phoen  x 

Recording  Secretary  — Mrs.  R.  W.  Hussong..  . Phoenix 

Treasurer  — Mrs.  A.  E.  Cruthirds iPhoenix 

Advisor  for  one  year  — Mrs.  Benjamin  Herzberg..  Phoenix 

Advisor  for  two  years  — Mrs.  Paul  H.  Case...  Phoenix 

Corresponding  Secretary  — Mrs.  Robert  T.  Phillips..  Phoen. x 


COMMITTEE  CHAIRMAN 
Bulletin  — Mrs.  Frank  Edel 
Health  — Mrs.  Lloyd  K.  Swasey 
Courtesy  — Mrs.  Virgil  A.  Toland 
Historian  — Mrs.  George  B.  Irvine 
Hostess  — M’s.  Howell  Randolph 
Hygeia  — Mrs.  Wesley  G.  Forster 
Legislative  — Mrs.  Wm.  F.  Schoffman 
Organization  and  Membership  — Mrs.  Charles  W.  Sul. 
Parliamentarian  — Mrs.  Joe  E.  Greer 
Press  and  Publicity  — M-s.  Matthew  S.  Cohen 
Program  — Mrs.  E.  Henry  Running 
Public  Relations  — Mrs.  James  R.  Moore 
Revisions  — Mrs.  Karl  S.  Harris 
7 elephone  — Mrs.  Donald  G.  Carlson 
Post  war  Planning  — M s.  Thomas  .H.  Bate 
Advisory  Council  — Dr.  Leslie  B.  Smith 

Dr.  Thomas  W.  Woodman 

Dr.  Ronald  S.  Haines 

HONORARY  MEMBERS 

MARICOPA  COUNTY  AUXILIARY 
Mrs.  Harry  Carson  — 76  West  Vernon  — Phoenix 
Mrs.  R.  W.  Craig  — 516  West  Vernon  — Phoenix 
M s F.  C.  Jordan  — 22  West  Cambridge  - Phoenix 
Mi’S-  H P Mills  — 123  West  Granada  — Phoenix 
Mrs.  W.  S.  Sharp  — 238  Nor.h  MacDonald  — Mesa 
Mrs  John  L.  Hagan  — 346  West  Lewis  — Phoenix 
Mrs  Hylda  Browning  — 24  West  Holly  — Phoenix 
M-s.  M.  K.  Vivian  — 3317  North  Central  — Phoenix 
Mrs  H.  K.  Beauchamp  — 802  North  4th  Ave.  — Phoerix 
Mrs.  A.  A.  Shelley  — 516  E.  Portland  — Phoenix 
Mrs.  George  C.  Rubel  — 109  Sunland  Ave.  — Buckeye 
Mrs.  Ancil  Martin  — 808  North  2nd  Ave.  — Phoenix 
Mrs.  Victor  Randolph  — 125  East  Coronada  — Phoenix 
Mrs.  Logan  D.  Dameron  Sr.  — 512  West  McKinley  — Phoen  x 
Mrs.  Verna  Sweek  - 121  East  WilleUa  — Phoenix 
M s L.  H.  Thayer  — Route  1,  Box  399  — Mesa 
Mrs.  Wayne  Fountain  --  89  E.  Columbus  — Phoenix 


Pima  County  Medical  Auxiliary 
President ’s  Report 
1945  - 1946 

I he  year  1945-46  was  opened  at  the  May  meet- 
ing’ in  the  home  of  Mrs.  R.  E.  Guenter  at  the 
Veteran’s  Hospital,  on  May  8,  1945.  A social 
meeting  was  the  order  of  the  evening  with  the 
new  officers  presiding.  The  Officers  were  Mrs. 
C.  S.  Linton,  President;  Mrs.  Lewis  II.  Howard, 
President-elect;  Mrs.  Wm.  R.  Lyons,  Vice-pres- 
ident; Mrs.  Wm.  D.  Carrell,  Second  Vive-pres- 
ident;  Mrs.  Chas.  R.  Sta,  rns,  Recording  Secre- 
tary ; Mrs.  Raymond  T.  Oyler,  Corresponding 
Secretary  and  Mrs.  Richard  K.  Hausmaun, 
Treasurer. 

The  October  meeting  was  held  at  the  home  of 
Mrs.  R.  B.  Edwards,  October  9,  1945.  After  the 
routine  reports,  Mrs.  Richard  Bishop  Moore, 
whose  husband  is  in  the  research  on  radium, 
talked.  She  reviewed  a book  on  the  Curies  and 
interspersed  her  report  with  many  interesting 
and  personal  stories  about  the  Curies.  This  tied 
in  with  the  work  on  Cancer  and  a committee 
was  appointed  wit h Mrs.  Dan  Mahoney  as  chair- 
man to  consider  what  the  Medical  Auxiliary 
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DEPENDABILITY.  .the  most  important  quality  in  a contraceptive 


ACTIVE  INGREDIENTS:  Boric  ocid  2.0%,  oxyquinolin  benzoate 
0.02%  and  phenylmercuric  ocetote  0.02%  in  a base  of  glycerin, 
gum  trogacanth,  gum  ococio,  perfume  and  de  ionized  water. 

write  for  literature 

HOLLAND-RANTOS  CO.,  Inc. 

551  FIFTH  AVENUE  • NEW  YORK  17,  N.  Y. 
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has  been  demonstrated  by  more  than  twenty 
years  of  extensive  clinical  use.  For  professional 
convenience  Mercurochrome  is  supplied  in 
four  forms — Aqueous  Solution  in  Applicator 
Bottles  for  the  treatment  of  minor  wounds. 
Surgical  Solution  for  preoperative  skin  dis- 
infection, Tablets  and  Powder  from  which 
solutions  of  any  desired  concentration  may 
readily  be  prepared. 

Jile  tcu  loch  tome 

(H.  W.  & D.  brand  of  merbromin,  dibromoxymercurifluorescein-sodium) 

is  economical  because  stock  solutions  may  be 
dispensed  quickly  and  at  low  cost.  Stock  solu- 
tions keep  indefinitely. 

Mercurochrome  is  antiseptic  and  relatively 
non-irritating  and  non-toxic  in 
wounds. 

Complete  literature  will  be  fur- 
nished on  request. 


HYNSON,  WESTCOTT 
& DUNNING,  INC. 

BALTIMORE,  MARYLAND 


could  do  to  help  in  this  work.  The  project  had 
been  taken  over  by  the  Tucson  Woman's  Club 
and  they  were  making  all  (he  dressings  needed 
in  the  city.  The  Philanthropic  committee  with 
Mrs.  McKnight  as  Chairman,  were  appointed 
that  we  might  decide  were  we  were  the  most 
needed. 

The  November  meeting  was  held  at  the  YWCA 
with  Judge  DeConcini  talking  to  us  about  child 
delinquency.  The  report  of  t he  philanthropic 
committee  was  given.  It  was  decided  to  work  for 
Holland  Relief  making  shoes  and  knitting. 

The  December  meeting  was  also  held  at  the 
YWCA  with  Mrs.  Lyons  presiding. 

The  January  meeting  was  held  at  the  home 
of  Mrs.  Edward  Hayden.  Reports  of  the  stand- 
ing committees  were  given.  It  was  voted  to  sub- 
scribe for  copies  of  the  Hygeia  to  put  in  the 
various  outlying  schools.  Several  pairs  of  slip- 
pers and  a sweater  were  given  to  Mrs.  McKnight, 

The  February  meeting  was  also  held  at  the 
^ WCA  with  Dr.  H.  ft.  Cogswell  talking  to  us 
about  the  children  of  the  occupied  countries. 
He  gave  a very  interesting  and  inspiring  talk. 

The  March  meeting  was  held  at  the  home  of 
Mrs.  ( harles  E.  Patterson.  The  report  of  the 
nominating  committee  was  presented  and  ac- 
cepted. As  there  were  no  other  nominations,  the 
following  slate  was  elected  for  the  coming  year. 
As  Mrs.  Howard  resigned  as  President-elect. 
Mrs.  Charles  Starns  was  elected  to  the  post  for 
the  year  194 1 -48  and  Mrs.  Woodard  was  elected 
president  for  the  year  1946-47.  The  other  offi- 
cers elected  were  Mrs.  E.  J.  Gotthelf,  Vice-pres- 
ident ; Mrs.  Arthur  Present,  Recording  Secre- 
tary; Mrs.  Donald  Lewis,  Corresponding  Sec- 
retary; Mrs.  Harold  Kosanke,  Treasurer.  The 
meeting  was  then  turned  over  to  the  Social  Com- 
mittee as  the  wives  of  returned  veterans  were 
the  guests  of  honor. 

The  April  meeting  was  held  March  28,  1946 
at  the  Old  Adobe  Patio.  We  had  a luncheon  to 
launch  the  Cancer  Drive.  About  eighty  members 
were  present.  There  were  several  guests.  Speak- 
ers for  the  occasion  were  Dr.  Ludwig  Lindberg, 
Mr.  Ritter,  who  is  in  charge  of  the  publicity, 
and  Mrs.  Arthur  Patton  who  is  giving  all  her 
time  to  the  drive.  It  was  arranged  to  distribute 
boxes  for  contributions  and  to  man  a booth. 

The  year  has  been  moderately  successful. 

Respect f u 1 ly  submitted, 

Clarissa  C.  Linton  (Mrs.  C.  S.) 

President,  1945-46. 
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CHRONIC  CHOLECYSTITIS 


Because  of  the  low  fat  intake  which  is  fre- 
quently necessary,  many  foods  and  beverages 
are  denied  the  patient  with  chronic  gall  blad- 
der disease.  If  dietary  curtailment  becomes 
too  drastic,  however,  nutritional  deficiencies 
are  apt  to  develop,  adding  further  complica- 
tions and  physical  discomfort. 

The  delicious  food  drink  prepared  by  mix- 
ing Ovaltine  with  skim  milk  provides  many 
of  the  nutrients  considered  essential  in  hepato- 


biliary disease,  without  appreciably  increasing 
the  fat  intake.  Its  biologically  adequate  pro- 
tein, readily  utilized  carbohydrate,  B complex 
and  other  vitamins,  as  well  as  essential  min- 
erals aid  in  satisfying  the  need  for  these  nu- 
trients. This  readily  digested  food  supplement 
makes  a nutritionally  excellent  as  well  as 
delicious  component  of  the  extra  feedings 
which  are  frequently  required  in  the  manage- 
ment of  chronic  cholecystitis. 


THE  WANDER  COMPANY,  360  N.  MICHIGAN  AVE.,  CHICAGO  1,  ILL. 


Three  servings  daily  of  Ovaltine,  each  made  of 
i/2  oz.  of  Ovaltine  and  8 oz.  of  skim  milk*,  provide: 

CALORIES  426  VITAMIN  A 2058  I.U. 

PROTEIN  32.3  Gm.  VITAMIN  Bi lie"18' 

FAT 2.5  Gm.  RIBOFLAVIN 1.55  mg. 

CARBOHYDRATE 66.3  Gm.  NIACIN oq!  !"8' 

CALCIUM 1.12  Gm.  VITAMIN  C 39^6  mg. 

PHOSPHORUS 0.939  Gm  VITAMIN  D I U’ 

IRON 12.0  mg.  COPPER  0 jU  mS- 

*Based  on  average  reported  values  for  skim  milk. 
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SOUTHWEST  SPECIALISTS 


PHOENIX,  ARIZONA 


T.  T.  CLOHESSY,  M.  D. 

Practice  Limited  to 
Dermatology  and  Syphilology 
X-Ray  Therapy 

620  Professional  Bldg.  Phoenix 

FRED  G.  HOLMES,  M.  D. 

VICTOR  RANDOLPH.  M.  D. 
HOWELL  RANDOLPH,  M D. 

Limited  to 

Diseases  of  the  Chest 
Heart  and  Allergy 

1005  Professional  Bldg.  Phoenix 


D.  V.  MEDIGOVICH,  M.  D. 

Diplomate  American  Board 
Dermatology  and  Syphilology 

905  Professional  Building 
Phone  3-6617  Phoenix 


E.  A.  GATTERDAM,  M.  D. 
Allergy 

910  Professional  Bldg.  Phoenix 

MedicaUDental 
Finance  Bureau 

GEORGE  RICHARDSON,  Pres. 

407  Professional  Bid?.  Phone  4-4688  Phoenix,  Arts. 

An  Ethical  Financial  Service  for  Your  Patients-- Founded  1936 


TUCSON,  ARIZONA 


LUDWIG  LINDBERG,  M.  D. 

Cancer  and  Allied  Diseases 
Therapeutic  Radiology 

23  East  Ochoa  St.  Tucson,  Arizona 


Yearly  Report  of  the  Auxiliary  to  the 
Yavapai  County  Medical  Society 
1945-1946 

Our  Auxiliary  has  a membership  of  twenty- 
one  members.  During  the  war  years  we  have  met 
every  second  month  and  have  had  very  pleasur- 
able and  instructive  programs  at  our  meetings 
consisting  of  book-reviews,  motion  pictures,  talks 
on  the  life  and  language  of  the  Chinese  people 
given  by  a doctor  and  his  wife  who  had  spent 
many  years  in  that  country  and  also  discussions 
of  our  various  projects. 

One  of  our  nicest  meetings  was  made  so  by 
having  Mrs.  Hamer,  our  National  President- 
elect, speak  to  us  concerning  the  national  work 
of  our  organization. 

During  this  past  year  we  have  also  been  happy 
to  welcome  all  our  doctors  and  their  families 
back  from  service. 

Our  members  have  been  very  faithful  in  help- 
ing with  the  Red  Cross  work  in  our  county.  Also 
we  voted  to  sponsor  the  work  of  the  Teenagers 
groups  in  Prescott  and  are  in  readiness  to  help 
them  when  called  upon. 

As  an  Auxiliary  group  we  sent  in  eighteen 
dollars  to  the  Cancer  Control  Society  last  year. 

Respectfully  submitted, 

Mrs.  H.  A.  Hough  (Signed) 

THE  SCHOOL  CHILD’S  BREAKFAST 

Many  a child  is  scolded  for  dullness  when  he 
should  be  treated  for  undernourishment.  In 
hundreds  of  homes  a “continental”  breakfast 
of  a roll  and  coffee  is  the  rule.  If,  day  after 
day,  a child  breaks  the  night’s  fast  of  twelve 
hours  on  this  scant  fare,  small  wonder  that  he 
is  listless,  nervous,  or  stupid  at  school.  A happy 
solution  to  the  problem  is  Pablum.  Pablum 
furnishes  protective  factors  especially  needed 
by  the  school  child — especially  calcium,  iron 
and  the  vitamin  B complex.  The  ease  with 
which  Pablum  (or  Pabena)  can  be  prepared 
enlists  the  mother’s  cooperation  in  serving  a 
nutritious  breakfast.  This  palatable  cereal  re- 
quires no  further  cooking  and  can  be  prepared 
simply  by  adding  milk  or  water  of  any  desired 
temperature. 

SURGICAL  INSTRUMENTS  FOR  SALE 

Instruments  for  general  surgery.  Dr.  Holton, 
Phone  9-4482. 

OFFICE  SPACE  WANTED  IN  PHOENIX 

Would  like  to  share  M.  D.’s  office,  part  or  full 
time.  Dr.  Holton,  Phone  9-4482. 
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LAS  ENCINAS 

PASADENA,  CALIFORNIA 

Internal  Medicine 
Including  Nervous  Diseases 


All  types  of  general  medical  and  neurological  cases  are  received  for 
diagnosis  and  treatment. 

Special  facilities  for  care  and  treatment  of  gastro-intestinal,  metabolic, 
cardio-vesicular-renal  diseases  and  the  psychoneuroses. 

Dietetic  department  featuring  metabolic  and  all  special  diets. 

All  forms  of  Physio-  and  Occupational  Therapy. 


BOARD  OF  DIRECTORS 

George  Dock,  M.  D.  Charles  W.  Thompson,  M.  D 

Stephen  Smith,  M.  D James  Robert  Sanford,  M.  D 


Write  for  illustrated  booklet 

Stephen  Smith,  M.D.,  F.A.C.P.  Charles  W.  Thompson,  M.D.,  F A. C.P. 

MEDICAL  DIRECTORS 

LAS  ENCINAS,  PASADENA,  CALIF 
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in  1932  we  brought  out  Pabium? 
A new  concept  of  cereal  nutrition,  easy  of  preparation,  non- 
wasteful, fore-runner  of  present-day  widely  practised 
principles  of  food  fortification  “remember? 


MJSfo* C0V  3- ,’ 

V r Si*  'H0*°  °WA0'> 

we  have  gone  a step  further 
in  Pabena,  similar  in  nutritional  and  convenient  features 
to  its  father-product,  Pabium,  different  in  flavor  because  of 
its  oatmeal  base.  If  our  pioneer  work  and  ethical  conduct 
meet  with  your  approbation,  remember,  please,  to  specify 
Pabium  and  Pabena. 


“TKetict  SwitttoriMe.  ^ttcUeuux,  T't.S.rf 
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Herman  W.  Johnson,  M.  D.,  F.  A.  C.  S.,  Houston,  Texas 
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THERE  ARE  DEFINITE 
NEEDS  FOR 

Contact  Lenses 

1.  High  Myopic  Errors 

2.  Hazardous  Occupations 

3.  Professional  Entertainers 

4.  Swimming  and  All  Sports 

5.  Post-Operative  Cataracts 

6.  Cosmetic  Cases 

We  have  a highly  trained  staff  of  technicians 
waiting  to  serve  you  at  all  times. 


GEORGE  W. 


PKone  4-3230  21  W.  Monroe  Phoenix 


LOS  ANGELES 
BEVERLY  HILLS 
LONG  BEACH 
PHOENIX 


HUNTINGTON  PARK 
SANTA  BARBARA 
SANTA  ANA 
INGLEWOOD 
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Florida  Stale  Board  of  Health  findings1  of  rickets  in 
well  over  50%  of  2,000  school  children  substantiate 
California  reports2  on  the  antirachitic  unreliability 
of  sunshine.  Logic  suggests  supplemental  vitamins 
the  year  ’round,  as  long  as  growth  persists.  Upjohn 

1.  Florida  Health  Notes  37,  May,  1945. 

2 Am.  j.  Dis.  Child  54  1227, 1937.  vitamins  provide  a steadfast  source  of  potent,  natu- 

ral vitamin  D in  convenient,  well  tolerated  form. 


Upjohn 


UPJOHN  VITAMINS 
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CLAIM 


DIFFERENCE 


WHAT  value  have  claims  of  superiority  unless  there  is  a 
difference  in  formula  or  process  to  justify  such  claims? 

Take  cigarettes  for  example. 

Philip  Morris  Cigarettes  are  made  differently.  In  the 
clinic  as  well  as  in  the  laboratory,  the  advantages  of  Philip 
Morris  have  been  repeatedly  observed,  repeatedly  reported 
by  recognized  authorities  in  leading  medical  journals.  Yes, 
Philip  Morris  claims  superiority  . . . and  that  superiority 
has  been  proved  * 

May  we  suggest  that  your  patients  suffering  from  irrita- 
tion of  the  nose  and  throat  due  to  smoking  change  to  Philip 
Morris  — the  one  cigarette  proved  definitely  less  irritating. 


Philip  Morris 

Philip  Morris  & Co.,  Ltd.,  Inc., 

119  Fifth  Avenue,  N.  Y. 


* Laryngoscope , Feb.  193 5,  Vol.  XLV , No.  2,  149-154  Proc.  Soc.  Exp.  Biol,  attd  Med..  1934.  32.  241 

Laryngoscope.  Jan.  1937.  Vol.  XLV11,  No.  1,  58-60  N.  Y.  State  Journ.  Med..  Vol.  35.  6-1-35.  No.  11.  590-592. 


TO  THE  DOCTOR  WHO  SMOKES  A PIPE:  We  suggest  an  unusually  fine  new  b end  — Country 
Doctor  Pipe  Mixture.  Made  by  the  same  process  as  used  in  the  manufacture  of  Philip  Morris  Cigarettes. 
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Easily  calculated. . . quickly  pre- 
pared. 1 Jl.  oz.  Biolac  to  V/2  Jl.  oz. 
water  per  pound  of  body  weight. 


<►* 

Even  under  the  handicaps  of  travel  or  vacation  accommo- 
dations, a mother  can  easily  prepare  a safe  formula  for  her 
infant ...  by  just  adding  cooled  boiled  water  to  Biolac 
^according  to  the  physician’s  directions.  The  simplicity  of 
.A  preparation  (dilution  only)  minimizes  possibilities  of  formula 
y']  contamination  even  under  adverse  conditions. 

In  addition  to  safety  and  simplicity  of  preparation,  Biolac 
formulas  provide  complete  nutrition  when  supplemented 
with  vitamin  C.  No  chance  omission  of  needed  vitamins, 
carbohydrates  or  iron  can  occur.  Biolac  simply  and  safely 
affords  nutritional  elements  for  optimum  health. 


BORDEN’S  PRESCRIPTION  PRODUCTS  DIVISION 
350  MADISON  AVENUE  • • NEW  YORK  17,  N.  Y. 


Biolac 


"BABY  TALK"  FOB  A GOOD  SQUAB E MEAL 

Biolac  is  a liquid  modified  milk,  prepared  from  whole  and  skim  milk, 
with  added  lactose,  and  fortified  with  vitamin  Bj,  concentrate  of  vitamins 
A and  D from  cod  liver  oil,  and  iron  citrate.  Evaporated,  homogeniied, 
and  sterilized.  Biolac  is  available  in  13  jl.  oi.  cans  at  all  drug  stores. 
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Amniotin,  highly  purified  natural  estrogenic  complex,  carries 
the  woman  across  the  menopause  smoothly,  safely  . . . and 
economically.  Adequate  parenteral  dosage  controls  vasomotor 
and  accompanying  symptoms  promptly;  oral  administration 
then  affords  simple  maintenance.  Wholly  derived  from  natural 
sources,  Amniotin  is  well  tolerated.  Available  in  oral,  parenteral 
and  intravaginal  dosage  forms  in  a wide  range  of  potencies, 
it  offers  notable  flexibility.  Backed  by  more  than  seventeen 
years  of  clinical  use;  standardized  in  International  units. 


TRADEMARK 

MANUFACTURING  CHEMISTS  TO  THE  MEDICAL  PROFESSION  SINCE  1858 
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Hot  weather 
presents  no 
problem  when 
Lactogen 
is  used  for 


infant 
feeding 
. . • because 


...when  refrigeration  is  not  available, 
each  feeding  may  be  prepared  sepa- 
rately. The  doctor  can  always  advise 
the  mother  to  prepare  individual  LAC- 
TOGEN feedings  whenever  the  baby 
is  ready  for  his  bottle.  Preparing  each 
LACTOGEN  feeding  just  before  feed- 
ing time  safeguards  the  baby  against  the 
danger  of  nutritional  upsets  caused  by 
bacteriological  changes  in  the  formula. 

o O 


EASY  TO  PRESCRIBE 
LACTOGEN  + WATER  = FORMULA 

1 LEVEL  TABLESPOON  2 OUNCES  2 FLUID  OUNCES 

40  CALORIES  20  CALORIES 

(APPROX.)  PER  OZ.  (APPROX.) 

No  advertising  or  feeding  directions  except  to  physicians.  For  feeding 
directions  and  prescription  pads,  send  your  professional  blank  to 


Nestle’s  Milk 
Products,  Inc. 

155  EAST  44TH  ST.,  NEW  YORK,  17,  N.Y. 
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reported  by  Harding,  provides  further  evi- 
dence of  the  value  of  "Premarin"  in  the 
management  of  the  menopausal  syndrome. 


*Hardin?,  F E.:  Am.  J.  Obst.  & Gynec.,  5J:660  (May)  1946 


CONJUGATED  ESTROGENS  (equine) 


Tablets  of  1.25  mg.  Tablets  of  0.625  mg.  Liquid,  containing  0.625  mg.  per  teaspoonful 

AYERST,  McKENNA  & HARRISON  LIMITED  • 22  E.  40TH  STREET  * NEW  YORK  16,  fi  Y. 
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/<««>*  fai/u,e: 

NEXT  IN  IMPORTANCE  TO  DIGITALIS 


In  many  cases  of  congestive  heart  failure  mercurial  diuretics  are  next  in  impor- 
tance to  digitalis  in  maintaining  the  patient’s  comfort  and  prolonging  life. 

Following  an  injection  of  Salyrgan-Theophylline  in  patients  with  marked 

y . 

edema  the  urinary  output  frequently  amounts  to  three  qt  four  liters  in  twenty- 
four  hours. 


Through  such  diuresis  the  heart  is  relieved  of  the  added  burden  of  propelling 
the  blood  through  the  compressed  blood  vessels.  The  blood  volume  is  decreased, 
and  in  all  probability  the  efficiency  of  the  heart  is  increased  by  elimination  of 
myocardial  edema. 


MCOiCAL 
ASSN 


Salyrgan-Theophylline  is  available  in  ampuls  of  1 cc.  and  2 cc.  for  intramuscular  or  intravenous 
administration  . . . For  oral  use  fas  an  adjunct  to  decrease  the  frequency  of  injections  and 
when  parenteral  therapy  is  impracticable)  tablets  in  bottles  of  25,  100  and  500. 


•Sal 


y rg  a n trade 


trademark  Reg.  U.  S.  Pat.  Off.  & Canada 


Brand  of  M e r s a I y I and  Theophylline 

/wfenf  ineicuiia/  cUu/ielic 


WINTHROP  CHEMICAL  COMPANY,  INC. 

Pharmaceuticals  of  merit  for  the  physician 
New  York  13,  N.  Y.  Windsor.  Ont. 
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Consider  this  important  fact:  For  many  years. 
Schenley  has  been  among  the  world’s  largest 
users  of  research  on  mycology  and  fermenta- 
tion processes  . . . from  which  penicillin  and 
other  antibiotics  are  derived.  The  wide  scope 
of  our  activities  in  these  fields  is  your  assurance 
that  when  you  choose  Penicillin  Schenley  you 
choose  a product  thofoughly  tested  for  potency 
and  quality. 


t available  for  the 
bacterial  endocar- 
' of  200.000  to 
,'  in  infections  with  resist- 
much  more,  in  divided 
3 hours)  is  required.  Intra- 
injections are  usually  the  route 
of  choice;  however,  in  certain  instances,  it 
may  appear  desirable  to  employ  continu- 
ous drip.  Therapy  should  be  continued  for 
a minimum  of  3 weeks  and  must  be  con- 
tinued until  the  blood  cultures  are  consist- 
ently negative.  Penicillin  alone  is  as  effec- 
tive as  penicillin  and  heparin  combined. 

Final  determination  of  cure  depends  upon 
long-term  observation,  but  if  the  patient  re- 
mains asymptomatic  and  bacteriologically 
free  for  a period  of  4 weeks  after  cessation 
of  penicillin  therapy,  the  prognosis  for 
complete  cure  is  excellent.  However,  it  must 
be  remembered  that  valvular  damage  and 
renal  lesions  are  not  favorably  influenced. 


a product  of 


DAWSON,  M.  H.,  AND  HUNTER,  T.  H.:  The  Treatment 
of  Subacute  Bacterial  Endocarditis  with  Penicil- 
lin: Results  in  Twenty  Cases,  J.A.M.A.  127:129 
(Jan.  20)  1945. . .favour,  c.  b.;  jane  way,  c.  a.; 
Gibson,  j.  G.,  II,  and  levine,  s.  a.:  Progress  in  the 
Treatment  of  Subacute  Bacterial  Endocarditis, 
New  England  J.  Med.  234:71  (Jan.  17)  1946. 


SCHENLEY  LABORATORIES,  INC.  Executive  Offices:  350  Fifth  Avenue,  N.  Y.  G. 
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lm  going  to  grow  a hundred  years  old !” 


R.  J.  Reynolds  Tobacco  Company,  Winston-Salem,  N.  C. 


According  to  a 
recent  independent 
nationwide  survey: 


O It’s  a fact— a warm,  wonderful  fact— that  this  five-year-old 
child,  or  your  own  child,  has  a life  expectancy  almost  a whole 
decade  longer  than  was  her  mother’s,  and  a good  18  to  20  years 
longer  than  that  of  her  grandmother.  Not  only  the  expectation 
of  a longer  life,  but  of  a life  by  far  healthier.  Thank  medical 
science  for  that.  Thank  your  doctor  and  thousands  like  him 
. . . toiling  ceaselessly  . . . that  you  may  enjoy  a better  life. 


More  Doctors 

Smoke  Camels 

than  any  other  cigarette 


. . . and  possibly  she  may— 
for  the  amazing  strides  of 
medical  science  have  add- 
ed years  to  life  expectancy 
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Smaller  dosage,  nontoxicity,  effective  bacterio- 
stasis  are  outstanding  therapeutic  features  of 
'Sulfathalidine’  phthalylsulfathiazole,  the  new  en- 
teric sulfonamide  developed  by  the  Medical  Re- 
search Division  of  Sharp  & Dohme. 

The  new  compound  is  indicated  in  the  treat- 
ment of  ulcerative  colitis,  regional  ileitis,  as  a 
supplement  to  therapy  of  amebiasis,  giardiasis, 
and  paratyphoid  infections,  and  as  an  adjunct  to 
intestinal  surgery. 

'Sulfathalidine’  phthalylsulfathiazole  maintains 
a high  bacteriostatic  concentration  in  the  gastro- 
intestinal tract,  profoundly  reducing  Escherichia 
coli,  clostridia  and  related  organisms.  Only  5%  of 


the  ingested  drug  is  absorbed  and  this  is  rapidly 
excreted  by  the  kidneys. 

Administered  recently  to  100  patients  with 
colon  infections,  'Sulfathalidine’  phthalylsulfa- 
thiazole was  effective  in  the  treatment  of  90.* 
The  clinician  reported: 

"7t  is  my  impression  that  phthalylsulfathiazole  is 
less  toxic  and  more  bacteriostatic  than  any  intestinal 
agent  used  previously  and  that , because  it  has  these 
properties,  smaller  doses  of  the  drug  may  be  used 
to  advantage .”* 

'Sulfathalidine’  phthalylsulfathiazole  is  supplied 
in  0.5-Gm.  compressed  tablets  in  bottles  of  100, 
500,  and  1,000.  Sharp  & Dohme,  Philadelphia  l,Pa. 


’J.A.M.A.,  729:1080.  Dec.  15.  1915. 
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unique  design  of  CAMP 
Prenatal  Supports  has  earned  wide 
clinical  approval  because  it  assures 
effective  and  controlled  support  of 
the  abdomen,  pelvic  girdle  and 
back  without  compression.  Obste- 
tricians rely  on  Camp-trained  fitters 
for  the  skill  and  ethical  approach 
which  contribute  to  the  well-being 
and  comfort  of  their  patients. 

WRITE  FOR  Reference  Book 
for  Physicians  and  Surgeons 


ANATOMICAL  SUPPORTS 


S.  H.  CAMP  AND  COMPANY  . Jackson,  Michigan 


World’s  Largest  Manufacturers  of  Scientific  Supports 
Offices  in  New  York  • Chicago  • Windsor,  Ontario  • London,  England 
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This  unretouched  photomicrograph  depicts  the  pure,  crystalline 
state  in  which  all  Penicillin-C.S.C.  is  now  supplied. 


SYMBOL 

OF 

PURITY 


S a result  of  special  processes  of  purifica- 
tion and  crystallization,  all  Penicillin-C.S.C. 
is  now  supplied  in  the  form  of  the  highly 
purified,  heat-stable  Crystalline  Sodium  Salt 
of  Penicillin-C.S.C. 

Well  Tolerated  Subcutaneously 

In  the  crystalline  state  Penicillin  Sodium-C.S.C.  is  so 
pure  that  it  can  be  administered  subcutaneously  even 
in  large  doses  with  virtually  no  pain  or  danger  of  unto- 
ward reactions  due  to  impurities. 

No  Refrigeration  Required 

Crystalline  Penicillin  Sodium-C.S.C.  is  so  heat-stable 
that  it  can  be  kept  at  room  temperatures,  virtually  in- 
definitely without  losing  its  potency.*  It  can  now  be 
carried  in  the  physician’s  bag  or  stored  on  the  phar- 
macy shelf.  No  longer  need  the  physician  wait  until  the 
patient  can  be  hospitalized  or  until  refrigerated  peni- 
cillin can  be  obtained  from  the  nearest  depot. 

*CAUTION:  Once  in  soludon,  however,  penicillin  still  requires 
refrigeration. 


Optimal  Therapeutic  Activity 

Because  of  its  high  potency  per  milligram,  Crystalline 

Penicillin  Sodium-C.S.C.  exerts  optimal  therapeutic 

activity.  A recent  report  shows  the  advantage  of  highly 

potent  preparations.1 

Potency  Clearly  Stated  on  Label 

The  high  state  of  purification  achieved  in  Crystalline 

Penicillin  Sodium-C.S.C.  is  indicated  by  its  high  potency 

per  milligram.  The  number  of  units  per  milligram  is 

stated  on  each  vial,  thus  enabling  the  physician  to  know 

the  degree  of  purification  of  the  penicillin  he  is  using. 

l"The  potency  of  the  penicillin  undoubtedly  affected  the  results. 
The  first  15  patients,  all  treated  with  the  same  batch  of  penicillin, 
were  cured.  The  next  7 patients  were 
treated  with  the  same  dosage  of  a differ- 
ent batch  of  penicillin.  Five  of  these  7 
were  not  cured.  Assays  of  penicillin  used 
for  these  7 patients  showed  it  to  be  of  re- 
duced potency."  Trumper,  M.,  and 
Thompson,  G.  J.  : Prolonging  the  Effects 
of  Penicillin  by  Chilling,  J.A.M.A.  130: 

628  (March  9)  1946. 


Crystalline  Penicillin  Sodium-C.S.C.  is  available  in  serum-type  vials  containing  100,000,  200,000,  or  500,000  units. 

PHARMACEUTICAL  DIVISION 

Commercial  Solvents 


Penicillin-C.S.C.  is  accepted 
by  the  Council  on  Pharmacy 
and  Chemistry  of  the  Amer- 
ican Medical  Association 


17  East  42nd  Street 


Corporation 


New  York  17,  N.  Y. 
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The  ^rd  Insulin 
helped 
this  patient ... 


today,  the  physician  treating  diabetics,  has  the 
choice  of  three  types  of  insulin.  One  insulin  is 
rapid-acting  but  short-lived.  Another  is  slow- 
acting  but  prolonged.  Between  them  is  the  new 
‘Wellcome’ Globin  Insulin  with  Zinc,  moderately 
prompt  in  starting,  yet  capable  of  sustained 
effect  for  sixteen  or  more  hours.  Such  intermedi- 
ate action  is  sufficient  to  cover  the  periods  of 
maximum  carbohydrate  intake,  and  diminished 
enough  by  nighttime  to  minimize  the  likelihood 
of  nocturnal  reactions.  Physicians  do  well  to 
consider  all  three  insulins  when  treating  their 
diabetic  patients. 

‘Wellcome’  Globin  Insulin  with  Zinc  is  a clear 


solution,  comparable  to  regular  insulin  in  its 
freedom  from  allergenic  properties. 

Accepted  by  the  Council  on  Pharmacy  and 
Chemistry,  American  Medical  Association.  De- 
veloped in  the  Wellcome  Research  Laboratories, 
Tuckahoe,  NewYork.  U.S.  Patent  No.  2,161,198. 

Available  in  vials  of  10  cc.,  80  units  in  1 cc., 
and  vials  of  10  cc.,  40  units  in  1 ec.  Literature 
on  request.  ‘ Wellcome ’ Trademark  Registered. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  9 & II  EAST  4IST  STREET,  NEW  YORK  17,  N.Y. 
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Silencer  for  midnight  phones 

When  pediatricians  prescribe  'Dexin'  brand  High  Dextrin  Carbohy- 
drate for  their  infant  patients,  the  physicians  are  no  longer  wakened 
so  frequently  by  frantic  late-night  phone  calls.  Because  of  the  high 
dextrin  content,  'Dexin'  feedings  tend  to  (1)  diminish  intestinal 
rermentation  and  the  resultant  colic  and  diarrhea  and  (2)  promote 
the  formation  of  soft,  flocculent,  easily  digested  curds. 

'Dexin'  babies  sleep  more  soundly,  physicians'  phones  jangle  less, 
and  the  doctor  himself  obtains  more  undisturbed  sleep.  Not  unpalat- 
ably  sweet,  'Dexin'  is  readily  soluble  in  hot  or  cold  milk  or  other 
bland  fluids.  'Dexin'  does  make  a difference. 


‘Dexin’ 

NIGH  DEXTRIN  CARBOHYDRATE 


Literature  on  request 


Composition — Dextrins  75%  • Maltose  24%  • Mineral  Ash  0.25%  • Moisture 
0.75%  • Available  Carbohydrate  99 % • 115  calories  per  ounce  • 6 level  packed 
tablespoonfuls  equal  1 ounce  • Containers  of  twelve  ounces  and  three  pounds  • 
Accepted  by  the  Council  on  Foods  and  Nutrition,  American  Medical  Association. 

‘Dexin’  Reg.  Trademark 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  9 & 11  East  41st  St.,  New  York  17,  N.  Y. 
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The  B-D  Metol  Cartridge 
Syringe  with  cartridge 
inserted. 


Bristol  Laboratories  now  introduce  two  techniques  which 
are  designed  to  make  the  administration  of  penicillin  easier 
and  more  practical.  Both  of  them  make  use  of  a 1 cc.  glass 
cartridge  of  Penicillin  in  Oil  and  Wax.  A completely  new 
feature  of  the  Bristol  Cartridge  is  a specially  designed 
rubber  stopper  which  permits  an  aspirating  test  to  prevent 
venoclysis. 

Bristol  Cartridges  may  he  used  anywhere,  any  time  with 
the  B-D  Cartridge  Syringe,  Disposable  Type.  (Above)  For 
office  or  hospital,  many  physicians  will  prefer  the  B-D 
Metal  Cartridge  Syringe.  (Left) 

In  addition  to  the  1 cc.  cartridges,  Bristol  Penicillin  in  Oil 
and  Wax  is  still  available  in  10  cc.  rubber-stoppered  vials, 
for  those  who  prefer  to  employ  a Luer-lock  syringe.  All 
forms  are  available  through  your  regular  source  of  supply. 


PENICILLIN  IN  OIL  AND  WAX  BRISTOL 

( Romansky  Formula ) 


BRISTOL 

LABORATORIES 

INCORPORATED 


SYRACUSE  1,  NEW  YORK 


^Bettek  tebtdfa  in 
ifertntaicid  ati/iufti 


“Almost  all  physicians  who  have  had  considerable 


experience  with  gold  therapy  in  rheumatoid  ar- 
thritis report  better  results  than  can  be  ob- 
tained with  other  types  of  therapy.”1 


SOLGANAL-B  OLEOSUM,  an  organic 


compound  containing  approximately  50  per 
cent  gold,  is  first  choice  with  leading  rheu- 


matologists since  it  is  both  highly  effective  in 


SGLGANAL-®  OUEOSUM 


SOLGANAL-B  OLEOSUM,  CGHu05SAu,  is  soluble  in  water, 
but  insoluble  in  oil.  It  is  supplied  as  a suspension  in  oil  for 
intramuscular  injection.  This  permits  the  active  material  to 
be  absorbed  gradually  from  the  tissues  to  produce  a prolonged 
effect  which  is  therapeutically  desirable.  The  incidence  of 
severe  toxic  manifestations  is  also  much  diminished.  De- 
tails concerning  mode  of  administration  of  SOLGANAL-B 
OLEOSUM,  duration  of  therapy  and  precautions  necessary 
may  be  obtained  from  the  Medical  Research  Division. 

1.  Comroe.  B.  I.:  Arthritis  and  Allied  Conditions,  Philadelphia.  Lea  & Febiger,  1944,  p.  419. 

Trade-Mark  SOLGANAL-B  OLFOSUM-Reg.  U.  S.  Pat.  Off. 


CrlCtCM  CORPORATION  • BLOOMFIELD  • NEW  JERSEY 


( aurothioglucose ) 


In  Canada,  Schering  Corporation  Limited,  Montreal 
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Zhe  Common  Denominator 
of  Reducing  Diets 

Whether  weight  reduction  is  to  be  brought  about 
gradually,  at  the  rate  of  a pound  or  two  per  week, 
or  drastically  at  the  rate  of  a pound  per  day,  all 
reducing  diets  must  recognize  one  cardinal  require' 
ment:  the  need  for  protein  of  the  right  quality  in 
the  right  amount. 

Unless  biologically  adequate  protein  is  supplied 
in  the  quantity  normally  required,  the  living  tissue 
itself  would  suffer;  tissue  repair  could  not  be  carried 
on;  hemoglobin  regeneration  would  be  impaired; 
antibody  formation  would  be  curtailed;  resistance 
to  infectious  disease  would  be  lessened,  and  produc' 
tion  of  enzymes  and  hormones  would  fall  below 
the  required  level 

Lean  meat  may  well  be  called  the  common  de' 
nominator  of  reducing  diets.  Its  protein  content  is 
notably  high,  and  the  protein  it  supplies  is  of  high 
biologic  quality,  adequate  for  every  protein  need. 

The  Seal  of  Acceptance  denotes  that  the  nutri- 
tional statements  made  in  this  advertisement 
are  acceptable  to  the  Council  on  Foods  and 
Nutrition  of  the  American  Medical  Association. 


AMERICAN  MEAT  INSTITUTE 

MAIN  OFFICE,  CHICAGO  . . . MEMBERS  THROUGHOUT  THE  UNITED  STATES 
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YOU  CAN’T  OVERRATE  THE  VALUE  OF  CONTROL 


When  you  come  to  think  of  it,  it's  surpris- 
ing how  much  control  means.  In  various 
forms  it  adds  enjoyment  to  sports— security 
to  daily  routine— satisfaction  to  work  of 
skill. 

And  as  quality  control  it  assures  safety  in 
medicines.  This  is  particularly  well  demon- 
strated in  the  development  and  production 
of  U.D.  pharmaceuticals.  For  throughout 
modern  U.D.  laboratories  and  plants  a 
carefully  conceived  and  remarkably 
efficient  system  of  tests  and  checks  results 
in  products  with  an  enviable  reputation 
for  consistent  excellence. 

Credit  for  maintenance  of  these  high 
standards  rests  with  a body  of  doctors, 
chemists  and  pharmacists,  known  as  the 
Formula  Control  Committee.  As  the  ulti- 
mate precaution,  this  group  personally 
checks  every  finished  product. 

Such  professional  attention  insures  that 
your  prescriptions  are  filled  with  finest 
ingredients  when  you  specify  U.D.  phar- 
maceuticals. Your  neighborhood  Rexall 
Drug  Store  offers  this  service — together 
with  complete  facilities  for  meeting  your 
patients'  needs  reliably  and  economically. 


UNITED-REXALL  DRUG  CO. 


drugs 


U.D.  products 
are  available 
wherever  you 
see  this  sign 


PHARMACEUTICAL  CHEMISTS  FOR  MORE  THAN  43  YEARS 
Los  Anqeles  • Boston  • St.  Louis  • Chicago  • Atlanta  * San  Francisco 

Portland  • Pittsburgh  • Ft.  Worth  • Nottingham  • Toronto  • So.  Africa 


UNITED-REXALL  DRUG  COMPANY  AND  YOUR  REXALL  DRUGGIST  • 


Your  Partners  in  Health  Service 
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Doubting  Thomas... 


and  Richard... 


and  William  . . . 


and  James . . . 


■ es,  they  are  all  "Doubting  Thomases,” 
these  Abbott  control  technicians,  when  it 
comes  to  testing  Abbott  Intravenous  Solu- 
tions. They  insist  upon  rigid  tests  and  search- 
ing examinations  throughout  each  step  of 
manufacture  to  insure  utmost  purity  and 
sterility.  Starting  with  the  selection  of  raw 
materials  in  the  stockroom,  their  exacting 
control  on  each  lot  is  not  relaxed  until  after 
it  is  packed  and  ready  for  shipment.  In  the 
interim,  they  make  sterility  and  pyrogen 
tests,  with  special  pharmacological  and  bio- 
logical tests  when  needed;  pH  determina- 
tions; tests  for  dissolved  chemical  impuri- 
ties; light-inspections  of  each  finished  con- 
tainer for  color,  clarity  and  freedom  from 
foreign  particles.  If  any  of  these  tests  should 
indicate  that  the  lot  is  not  up  to  standard, 
the  entire  lot  would  be  destroyed.  As  a final 
precaution,  each  cap  is  vacuum-tested  to 
insure  an  airtight  fit.  These  tests  and  con- 
trols are  your  assurance  that  you  can  use 
Abbott  Intravenous  Solutions  in  bulk  con- 
tainers with  fullest  confidence.  Abbott 
Laboratories,  North  Chicago,  Illinois. 


S?EC/P 

Abbott 

Intravenous 

Solutions 


in  Bulk  Containers 


Complete  information  about  Hanovia  Ultra-Violet 
Lamps  will  be  sent  upon  request. 


Write  for 
Catalog  A-746 


DISTRIBUTED  BY 


This  Lamp  Has  a Wide  Range  of  Clinical  Usefulness 


TUBERCULOSIS:  Irradiation  is  of  distinct  value  for  patients  suffering 

from  tuberculosis  of  the  bones,  articulations,  peritoneum  intestine,  larynx 
and  lymph  nodes  or  from  tuberculous  sinuses. 


SKIN  DISEASES:  Ultraviolet  radiation  acts  specifically  on  lupus  vulgaris 

and  often  has  a beneficial  effect  in  such  conditions  as  acne  vulgaris, 
eczema,  psoriasis,  pityriasis  rosea  and  idolent  ulcers. 


SURGERY : 'Sluggish  wounds  that  do  not  heal  or  are  abnormally  slow 

in  healing  may  respond  favorably  to  local  or  general  irradiation. 


CARE  OF  INFANTS  AND  CHILDREN:  The  prophylactic  and  curative 

effects  of  ultraviolet  radiation  on  rickets,  infantile  tetany  or  spasmo- 
philia and  osteomalacia  are  well  known. 


PREGNANT  AND  NURSING  MOTHERS:  Prenatal  irradiation  of  the 

mother  and  also  irradiation  of  the  nursing  mother,  have  a definite  pre- 
ventive influence  on  rickets. 


OTHER  APPLICATIONS:  As  an  adjuvant  in  the  treatment  of  second- 

ary anemia,  irradiation  merits  consideration.  Also  exposure  of  the  lesions 
of  erysipelas  and  a wide  area  of  surrounding  tissue  has  been  shown  to 
have  a favorable  effect. 


Today,  More 
than  ever  . . . 

Doctors  Appreciate  the 
Importance  of 

HANOVIA 

ULTRA-VIOLET 

QUARTZ  LAMPSI 

As  Part  of  Their  Standard 
Office  Equipment 


NON-TILTING— INSTANT  LIGHTING  — FAST  ACTING 

Like  all  Hanovia  mercury  quartz  generators  the  burner  of  the  Luxor  "S'' 
Alpine  Lamp  delivers  the  COMPLETE  mercury  spectrum  in  the  invis- 
ible ultraviolet.  The  complete  spectrum  with  high  intensity  emission 
is  DEFINITELY  required  for  general  therapeutic  use. 

This  lamp  is  designed  to  give  a complete  irradiation  of  one  side  of  the 
body  at  one  exposure.  Erythemic  reactions  are  uniform  over  the  body. 
The  time  required  is  30  seconds  on  average  unmanned  skin,  at  30  inches 
distance.  The  intensity  is  constant  and  the  lamp  can  be  moved  about 
when  lighted  without  extinguishing  the  arc. 


PHYSICIANS  AND  HOSPITALS  SUPPLY  CO.,  Inc. 

MINNEAPOLIS  MINNESOTA 
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When  amnesia  is  a blessing 


Fear  of  the  unknown  often  cruelly  grips  the  patient  scheduled  for  a 
major  operation.  At  the  time  when  quiet  restful  sleep  is  most 
important,  the  patient  spends  the  endless  night  in  wakeful  dread. 

Your  patient’s  precious  energy  reserve  may  be  saved  by  the 
judicious  use  of  'Sodium  Amytal'  (Sodium  Iso-amyl  Ethyl 
Barbiturate,  Lilly).  Administered  at  bedtime,  'Sodium  Amytal’ 
encourages  forgetfulness  and  sleep.  The  moderately  long  action  of 
'Sodium  Amytal’  in  most  cases  insures  an  uninterrupted  night’s 
rest.  The  patient  sleeps  soundly,  with  no  thought  of  what  tomorrow 
may  bring.  Specify  'Sodium  Amytal’  for  dependable  preoperative 
amnesia  and  for  basal  anesthesia. 

For  detailed  information  giving  comparative  data  on  the 
various  barbiturates,  write  for  the  new  forty-five-page  booklet, 
Therapy  with  the  Barbiturates,  A-984. 


Eli  Lilly  and  Company 


INDIANAPOLIS  6,  INDIANA. 


U.  S.  A. 
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SUDDEN  DEATH  IN  OBSTETRICS 

HERMAN  W.  JOHNSON,  M.  D„  F.A.C.S. 

Houston,  Texas 

From  the  Department  of  Obstetrics,  Baylor  University  College  of  Medicine,  and  the  Maternity 

Division  of  St.  Joseph’s  Infirmary 


QUDDEN  death  of  the  obstetric  patient  may 
occur  during  pregnancy,  labor,  or  the  puer- 
perium.  To  limit  this  paper  its  scope  will  be 
confined  to  those  cases  which  would  be  proper- 
ly included  in  any  maternal  mortality  study 
where  death  had  ensued  within  three  to  eight 
hours  from  the  onset  of  symptoms  or  signs. 

We  may  all  recall  that  as  medical  students 
with  little  knowledge  and  no  experience  with 
this  greatest  of  tragedies  in  medicine,  the  lec- 
ture on  “Sudden  Death  in  Obstetrics”  was 
merely  academic.  Later  as  practitioners  we 
may  have  been  fortunate  (or  unfortunate) 
enough  to  have  had  years  pass  without  suffering 
the  agony  of  such  a catastrophe.  As  a result, 
when  the  bolt  comes  out  of  a clear  sky,  obstetri- 
cal poise  and  judgment  are  often  lost.  We  may 
be  stunned  and  stupefied.  All  hands  come  to 
the  rescue  and  without  intelligent  direction  nu- 
merous and  sundry  measures  of  treatment  are 
resorted  to.  Perhaps,  even  though  the  motives 
are  the  most  altruistic,  if  there  be  a lack  of  un- 
derstanding of  the  underlying  pathology,  some 
of  the  measures  used  may  be  harmful  rather 
than  beneficial. 

Hippocrates  might  not  have  had  obstetrics  in 
mind  when  he  wrote,  “Life  is  short  and  the 
art  long;  the  occasion  instant,  decision  diffi- 
cult, experiment  perilous.”  But  if  he  had  not 
he  surely  has  reminded  us  that  in  sudden  shock 
or  death  of  the  obstetric  patient  the  occasion  is 
instant,  decision  difficult,  and  experiment  peri- 
lous. Therefore,  it  would  seem  incumbent  that 
there  be  at  hand  all  possible  information  ac- 
quired through  the  years,  not  only  in  our  field, 
but  also  from  all  other  fields  of  medicine.  This 
may  enable  one  to  prevent  the  sudden  occasion, 
but  if  not,  to  make  intelligent  decisions  with  the 
avoidance  of  experiment.  All  efforts  then  may 
still  be  unavailing  or  futile,  but  there  would  be 
some  satisfaction  in  the  knowledge  that  they  had 
been  intelligently  directed. 

When  sudden  death  occurs  in  the  obstetric 

Read  before  the  Fifty-fifth  Annual  Meeting  of  the  Arizona 
State  Medical  Association  at  Phoenix,  Arizona  May  3,  1946. 


patient  the  causes  may  be  reduced  to  a residium 
of  (1)  obstetric  shock,  (2)  hemorrhage,  (3)  a 
combination  of  shock  and  hemorrhage  and  (4) 
accidental. 

(1)  Obstetric  shock  may  be  defined  as  that 
clinical  syndrome  exhibited  by  all  cases  of  shock 
but  occuring  in  the  obstetrical  patient.  The 
pregnancy  with  its  numerous  complications  may 
predispose  to  shock  as  does  the  thyrotoxicosis  or 
the  strangulated  hernia  or  the  liver  damage  of 
the  surgical  patient  but  it  does  not  isolate  the 
patient  from  the  other  victims  of  shock.  The 
symptoms  are  identical,  as  is  the  pathology. 

There  is  a quite  general  acceptance  of  Moon’s1 
definition:  “Shock  is  a disturbance  of  fluid 
balance  resulting  in  a peripheral  circulatory  de- 
ficiency ‘not,  of  cardiac  or  vasomotor  origin’ 
Avhich  is  manifested  by  a decreased  volume  of 
blood,  reduced  volume  flow,  hemoconcentration, 
and  by  renal  functional  deficiency.”  Quoting 
further  from  Moon1  “Shock  is  used  to  denote  a 
condition  of  acute  circulatory  failure  character- 
ized by  prostration  apathy  or  stupor,  tachycar- 
dia with  feeble,  regular  pulse,  and  in  many  in- 
stances diminished  blood  pressure.  The  temper- 
ature of  the  body  is  often  subnormal.  Palor  and 
slight  cyanosis  are  often  present.” 

It  is  also  quite  generally  accepted  that  the 
whole  mechanism  of  shock  hinges  on  the  vital 
capillary  endothelium  and  when  this  structure 
is  damaged  the  following  sequence  of  events 
takes  place2:  “Increased  endothelial  permeabil- 
ity, disturbance  of  fluid  balance,  edema  of  soft 
issues,  serous  effusion,  increased  flow  of  lymph, 
hemoconcentration,  capillo-venule  congestion, 
stasis,  petechial  hemorrhages.” 

It  appears  from  the  foregoing  that  the  ab- 
sence of  shock  is  due  to  controlled  capillary  en- 
dothelial permeability  and  that  shock  results 
when  this  permeability  is  uncontrolled.  The  se- 
quence of  events  just  given  is  borne  out  by 
autopsy  findings  in  death  from  shock.  There  is 
edema  of  all  viscera,  especially  the  lungs,  liver, 
spleen  and  brain ; blood  stained  tissue  and  cav- 
ity fluids ; petechial  hemorrhage  in  the  liver — 
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sometimes  extensive — in  the  spleen,  on  the  sur- 
face of  the  lungs,  in  the  brain.  There  is  sub- 
endocardial and  pericardial  bleeding  and  pete- 
chial bleeding  in  the  gastro-intestinal  mucosa. 

There  is  abundant  proof  that  failure  of  the 
function  of  endothelial  permeability  resulting 
in  shock  may  he  caused  by > poisons, — chloro- 
form, phosphorus,  arsenic,  drugs,  bacterial  tox- 
ins, metabolites,  and  toxic  amines  capable  of 
formation  within  the  body.  The  so-called  tox- 
emic shock  has  been  well-known  to  us  for  years 
but  the  exact  mechanics  of  it  were  still  a mys- 
tery until  another  branch  of  medicine  clarified 
capillary  pathology.  Incidentally  the  writer 
would  like  to  mention  that  here  again  we  have 
further  proof  that  there  is  a circulating  toxin3 
or  poison  in  preeclampsia  and  eclampsia ; other- 
wise the  pathology  found  at  necropsy  would  not 
he  identical  with  that  of  the  other  poisons  or 
toxins.  Progress  will  be  swifter  when  the  “dic- 
tum ’ ’ is  completely  discarded  and  we  realize 
that  there  is  no  pathology  pathgnomonic  of 
eclampsia  but  that  it  is  identical  with  that  of 
other  poisons  and  toxins.  This  is  emphasized 
because  there  are  a few  outstanding  internists, 
and  many  obstetricians,  including  the  author  of 
a book  on  obstetrics,  who  claim  quite  positively 
that  there  is  no  circulating  toxin  in  eclampsia 
but  that  it  is  purely  a vascular  phenomenon. 

Shock  as  the  cause  of  sudden  death  in  the  ob- 
stetric patient  comprises  the  largest  group.  Com- 
piled from  the  large  series  of  autopsies  hy 
Sheehan4  and  fitting  into  Moon’s  necropsy  find- 
ings in  shock  the  relative  frequency  appears  to 
be  (a)  preeclampsia  and  eclampsia  toxemia  with 
or  without  the  precipitating  factors  of  anesthe- 
sia, surgery,  trauma  and  hlood  loss;  (b)  dysto- 
cia from  any  cause  followed  by  exhaustion,  de- 
hydration, difficult  forceps  and  blood  lass : and, 
added  by  the  writer  from  his  experience  and  ob- 
servation, (c)  anaphylactoid  reactions  following 
blood  transfusion  and  drugs. 

The  writer  has  seen  fatal  anaphylactoid  reac- 
tion from  intravenous  sulfanilamide,  blood  trans- 
fusion, and  two  cases  in  which  ergotrate  had 
been  given.  He  has  also  seen  profound  shock 
follow  the  administration  of  one  minim  of  pitocin 
which  no  doubt  found  its  way  into  the  blood 
stream.  It  takes  but  a few  minutes  to  make  an 
intradermal  test  for  sensitivity,  so  one  wonders 
how  long  we  will  continue  to  jeopardize  our  pa- 
tients just  because  the  other  99%  had  no  ill 


effects.  Recently  100  intradermal  tests  with 
ergotrate  have  been  made  while  the  patients 
were  on  the  delivery  table,  resulting  in  98  nega- 
tive reactions,  one  2-plus  and  one  1-plus  positive 
reactions.  The  patient1  showing  the  2-plus  reac- 
tion might  have  had  serious  consequences  had 
ergotrate  been  given  intravenously,  as  is  the 
routine  with  some  obstetricians. 

The  surprising  information  in  delving  into 
Group  2,  death  from  hemorrhage  in  obstetrics, 
is  that  this  appears  to  be  a rather  seldom  cause 
of  death  as  compared  with  Groups  1 and  3.  It 
comprises  (a)  post  partum  hemorrhage  from 
uterine  atony — from  any  cause;  (b)  extensive 
cervical  lacerations;  (c)  ectopic  pregnancy. 
And  the  writer  must  add  to  this  group  (d)  spon- 
taneous separation  or  manual  removal  of  the 
placenta  in  abdominal  pregnancies,  and  (e) 
manipulated  placenta  previas. 

The  writer  has  had  the  sad  experience  of  wit- 
nessing the  death  of  a case  of  abdominal  preg- 
nancy where  the  placenta  was  attached  to  the 
anterior  abdominal  wall.  The  operator,  think- 
ing he  was  inside  the  uterus,  rapidly  separated 
the  placenta  and  death  promptly  ensued.  Our 
hospital  has  had  one  case  of  fatal  hemorrhage 
following  an  enema.  This  simple  procedure  pre- 
sumably caused  ablation  of  the  placenta  in  an 
undiagnosed  abdominal  pregnancy.  Also  one’s 
obstetric  career  would  be  very  limited  if  he  had 
not  witnessed  or  partaken  in  death  from  hem- 
orrhage in  cases  of  manipulated  placenta  pre- 
via. How  fortunate  it  will  be  for  the  parturient 
when  the  profession  dispels  the  text-book  fear5 
and  becomes  convinced  that  patients  with  un- 
manipulated previas  very,  very  seldom,  if  ever, 
bleed  to  death.  The  bleeding  is  not  constant  but 
intermittent,  and  enough  so  to  allow  for  the 
natural  replacement  of  necessary  hlood  volume. 

The  autopsy  findings  in  death  from  hemor- 
rhage are  very  definite  as  is  the  manner  of  death. 
There  is  no  edema  of  the  viscera  but  on  the 
contrary,  the  organs  are  dry.  They  have  been 
bled  white. 

Group  3 comprises  the  cases  combining  the 
elements  of  obstetric  shock  and  shock  from  hem- 
orrhage. 

It  is  surprising  how  often  the  autopsy  find- 
ings, according  to  Sheehan,  showed  that  the 
hemorrhage  factor  alone  had  not  killed,  and  that 
the  outcome  had  been  determined  more  by  the 
factor  of  shock.  At  necropsy  the  cases  could 


Yol.  3,  No.  4 


Arizona  Medicine 


227 


not  be  fitted  into  Group  1 or  Group  2.  In  Shee- 
han’s series  this  group  surprisingly  included 
cases  of  (a)  utero-placental  apoplexy;  (b)  rup- 
ture of  the  uterus;  and  (c)  retained  placenta. 

In  Group  4 among  the  many  causes  of  acci- 
dental death  would  be  included : pulmonary 
embolus,  pulmonary  atelectasis  due  to  aspiration 
of  vomitus  or  mucus,  air  embolus,  acute  dilata- 
tion of  the  stomach,  congestive  heart  failure  and 
rupture  of  large  extra-genital  vessels  or  aneur- 
ism. All  cases  in  this  group  are  susceptible  of 
proof  at  autopsy,  and  in  the  absence  of  such 
proof  such  findings  as  will  place  the  death  in 
the  other  three  groups  should  be  sought. 

The  prevention  of  obstetric  shock  in  Group  1 
is  more  availing  and  important  than  its  treat- 
ment. Early  in  this  paper  it  was  noted  that  the 
bolt  came  out.  of  a clear  sky.  The  truth  of  this 
statement  may  be  more  apparent  than  real  as 
ofttimes  the  alerted  obstetrician  and  the  experi- 
enced anesthetist  take  timely  notice  of  the 
clouds  of  disaster  hovering  above — a falling 
blood  pressure  and  an  increased  pulse  rate  are 
ominous.  The  most  effective  prevention  is  to 
keep  the  patient  as  remote  as  possible  from  the 
threat  of  shock  For  this  purpose  an  obstetrical 
creed  might  be  useful.  This  creed,  modeled  aft- 
er that  of  the  Apostles’,  would  read: 

I believe  that  the  average  obstetrical  pa- 
tient is  a well  person,  and  therefore  she  has 
many  safeguards  which  permit  the  judi- 
cious use  of  analgesics  and  anesthetics  to 
minimize  her  suffering,  but  I also  believe 
that  poisonous  or  toxic  substances,  by  alter- 
ing the  capillary  endothelial  permeability, 
predispose  to  obstetric  shock. 

That  all  drugs  (oxygen  and  glucose  ex- 
cepted) which  may  be  used  during  labor  and 
at  delivery  are  poisonous  and  predispose 
to  shock. 

That  any  drug  capable  of  producing  an 
allergic  wheal  when  injected  intradermally 
is  capable  of  producing  shock  and  death 
when  given  intramuscularly  or  intravenous- 
ly to  the  sensitive  patient. 

That:  such  a degree  of  toxemia  as  does 
not  produce  obstetric  shock  alone  is  capable 
of  causing  shock  when  combined  with  one 
or  more  of  the  following:  trauma,  rapid  loss 
of  blood,  anesthesia,  pituitrin  (and  prob- 
ably ergotrate  and  other  oxytocics),  rapid 
loss  of  intra-abdominal  pressure,  dehydra- 
tion and  exhaustion. 

That  the  unprepared  obstetrical  patient 
is  an  outstanding  general  anesthetic  haz- 
ard because  of  the  danger  of  aspiration  of 
food  and  mucus ; and  that  the  dangers  in 


obstetric  anesthesia  decrease  as  the  anes- 
thetic agent’s  effects  descend  from  general 
to  lower  neuron  levels. 

That  shock  from  hemorrhage  may  cause 
death,  but  that  it  is  relatively  infrequent 
when  uncombined  with  the  other  causes  of 
obstetric  shock. 

That  the  rapid  reduction  of  intra-abdom- 
inal pressure  is  a frequent  cause  of  obstet- 
ric shock  but  probably  has  to  occur  in  com- 
bination with  other  causes  to  be  fatal. 

That  extreme  anxiety  or  fear  predisposes 
to  obstetric  shock  as  experienced  anesthe- 
tists will  attest. 

That  though  the  diastolic  pressure  is  only 
slightly  above  normal  on  admission  to  the 
hospital,  it  may  rise  during  labor  to  a point 
indicative  of  severe  toxemia  before  the  pa- 
tient goes  to  the  delivery  room. 

In  the  treatment  of  obstetric  shock  the  clini- 
cal signs  are  generally  significant  enough  for  a 
differential  diagnosis.  If,  it  is  of  primary  im- 
portance to  determine  as  quickly  as  possible 
whether  hemoconcentration  or  hemodilution  is 
present ; one  indicating  obstetric  shock  from 
toxemia  or  drugs,  the  other  shock  from  loss  of 
blood.  This  would  be  an  important  factor  in  the 
treatment.  Equally  important  is  the  realization 
that  the  road-block  in  shock  is  in  the  capillo- 
venule  areas  of  the  viscera  where  extensive  vas- 
cular dilatation  has  taken  place.  The  rest  of  the 
vascular  system  is  in  constriction.  To  send  traf- 
fic into  this  road-block  with  more  force,  as 
might  be  done  with  digitalis,  adrenalin,  caffeine, 
metrazol,  voluminous  fluids,  and  so  forth,  would 
only  add  to  the  jam  without  attaining  the  de- 
sired result.  Three  remedies  and  only  three  ap- 
pear to  have  rationale  in  their  use : (1)  contin- 
uous oxygen  as  cell  anoxia  increases  the  shock ; 
(2)  blood  plasma;  and  (3)  adrenal  cortex,  as 
supposedly,  and  with  some  proof,  this  is  the 
main  regulator  of  capillary  tension. 

The  treatment  of  shock  from  hemorrhage  of 
Group  2 is  mainly  in  its  prevention.  It  is  advis- 
able to  frequently  re-explore  one’s  third  stage 
technique.  Then  by  keeping  in  mind  the  sev- 
eral common  conditions  which  predispose  to 
post  partum  bleeding  — grandpara,  twins,  large 
babies,  polyhydramnios  and  fibroid  uteri  — 
many  measures  may  be  taken  to  prevent  such 
blood  loss  as  to  cause  shock. 

Excessive  bleeding  may  be  controlled  by  liga- 
ture or  pressure.  Often  the  source  of  bleeding 
is  not  apparent  and  the  writer  has  thought  for 
some  time  that  controlling  it  by  pressure  is 
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preferable  to  fumbling  around  in  search  of  the 
bleeding  point.  With  vaginal  retractors  and 
sponge  forceps  the  pelvis  is  rapidly  packed.  The 
amount  of  gauze  used  should  equal  the  volume 
of  the  baby’s  head.  The  patient’s  extremities 
are  now  taken  from  the  leg  holders  and  a snug 
abdominal  binder  is  applied,  using  wide  adhe- 
sive tape.  The  pelvic  pack  exerts  pressure  on 
any  bleeding  point  in  the  pelvis,  and  it  also 
holds  the  uterus  out  of  the  pelvis  where,  at  this 
stage,  it  belongs.  We  sometimes  forget  that  at 
least  during  the  last  trimester  and  for  four 
days  after  delivery  the  uterus  is  an  abdominal 
organ  and  is  not  supposed  to  be  in  the  pelvis. 
The  snug  abdominal  binder  compensates  for  the 
loss  of  intra-abdominal  pressure.  It  and  the  pel- 
vic pack  may  be  removed  after  twelve  hours, 

If  shock  from  hemorrhage  does  supervene,  the 
upper  part  of  the  body  should  be  lowered  to 
help  counteract  the  element  of  syncope,  blood 
volume  increased  by  hypertonic  solutions  and 
this  replaced  by  whole  blood  at,  the  earliest  pos- 
sible moment. 

In  the  prevention  and  treatment  of  Group  3 
of  deaths  due  to  a combination  of  obstetric 
shock  and  hemorrhage,  as  in  utero-placental 
apoplexy,  rupture  of  the  uterus  and  retained 
placenta,  present  day  obstetrics  should  greatly 
reduce  the  number  of  these  cases  or  possibly 
completely  eliminate  them  from  the  category  of 
“sudden  death.” 

Utero-placental  apoplexy  very  often  gives 
warning  signs  of  danger  ahead.  Localized  pain 
in  the  abdomen,  painful  fetal  movements,  in- 
creased frequency  of  Braxton-Hicks  contractions 
and  tenderness  over  a given  area  of  the  uterus 
are  significant,  and  especially  so  if  combined 
with  hypertension.  This  combination  of  signs 
and  symptoms  requires  absolute  bed  rest  and 
large  doses  of  Vitamin  E.  If  this  treatment  does 
not  produce  marked  improvement  and  the  baby 
is  well  within  the  realm  of  viability,  then,  in  my 
opinion,  abdominal  section  should  be  done  in  the 
interest  of  both  mother  and  baby.  Massive  ab- 
lation of  the  placenta  should  not  be  awaited.  If 
massive  separation  has  already  taken  place,  it 
is  urgent  that  the  patient  be  given  relief  from 
pain  by  whatever  amount  of  opiate  is  necessary. 
The  membranes  are  then  ruptured,  and  since 
the  patient  dies  more  often  from  shock  than  from 
hemorrhage,  plasma  is  indicated.  The  necessary 


blood  transfusions  may  be  reserved  for  the  sec- 
ondary anemia  which  rapidly  develops. 

In  rupture  of  the  uterus,  inasmuch  as  in  Shee- 
han’s series  the  causes  of  death  were  more  pre- 
dominantly from  shock  than  from  hemorrhage, 
it  is  apparent  that  they  represent  cases  of  ob- 
structed labor  with  its  consequent  exhaustion 
and  trauma.  This  type  of  case  is  not  commonly 
seen  in  present  day  obstetrics.  The  rupture  that 
confronts  us  today  is  the  former  cesarean  sec- 
tion case.  Here  it  is  important  to  detect  the 
earliest  signs  and  symptoms  and  operate  before 
the  rupture  becomes  complete.  Spontaneous 
complete  rupture  of  a cesarean  scar  must  be 
very  infrequent.  The  beginning  rupture  in 
pregnancy  or  in  labor  has  a way  of  telling  what 
is  happening.  In  addition  to  prompt  surgery, 
blood  replacement  is  indieatetd  and  not  plasma. 

Sudden  death  from  retained  placenta  would 
scarcely  happen  if  left  to  itself.  But  repeated 
efforts  at,  manual  remove!  might  cause  death 
from  hemorrhage,  but  more  likely  from  shock, 
due  to  the  combination  of  the  anesthetic,  trau- 
ma and  blood  loss.  The  two  foregoing  possibili- 
ties should  be  kept  in  mind.  If  the  placenta  has 
not  separated  after  thirty  to  forty  minutes  from 
the  end  of  the  second  stage  of  labor,  it  should  be 
permissible  to  invade  the  uterus.  Naturally, 
this  presupposes  that  the  delivery  room  condi- 
tions are  suitable  and  that  one  is  equipped  with 
some  obstetrical  experience.  It  is  important 
for  diagnostic  purposes  to  know  whether  the 
placenta  is  separable  or  inseparable  as  further 
effort  depends  entirely  on  what  is  found.  If 
separable,  it  is  removed.  If  inseparable,  the  pa- 
tient should  not  be  subjected  to  further  shock- 
producing  manipulations.  Further  operative 
measure  should  await  the  proper  time. 

To  outline  the  prevention  and  treatment  of 
(he  numeroirs  causes  of  accidental  sudden  death 
as  contained  in  Group  4 would  far  exceed  the 
possibilities  of  this  paper  and  the  limitations  of 
the  writer.  However,  it  might  be  well  to  fre- 
quently reflect  on  the  numerous  and  devious 
ways  pregnant  women  have  found  of  dying  sud- 
denly. Good  histories,  physical  examinations 
and  close  observation  and  study  should  expose 
many  of  the  lurking  possibilities. 

SUMMARY 

1.  The  tragedy  of  sudden  death  in  obstet- 
rich,  its  rarity,  and  the  usual  confusion  accom- 
panying it,  are  commented  upon. 
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2.  The  need  of  obstetric  and  general  medi- 
cal preparation  for  this  uncommon  eventuality 
are  discussed. 

3.  Causes  of  sudden  death  not  directly  re- 
sulting from  the  pregnant  state  or  influenced 
by  it  are  omitted. 

4.  The  usual  causes  of  sudden  death  in  ob- 
stetrics are  divided  into : shock,  hemorrhage,  a 
combination  of  shock  and  hemorrhage,  and  ac- 
cidental. 

5.  Shock  comprises  the  largest  group.  To 
its  usually  accepted  causes  is  added  anaphylac- 
toid reactions  with  a report  of  intradermal  test- 
ing for  sensitivity  to  ergotrate. 

6.  Moon’s  concept  of  shock  is  accepted  and 
discussed. 

7.  The  more  common  causes  of  hemorrhage 
are  mentioned  and  two  less  common,  but  never- 
theless important,  ones  are  discussed — separa- 


tion of  the  placenta  in  abdominal  pregnancy 
and  manipulated  placenta  previa. 

8.  Shock  from  hemorrhage  may  cause  death 
but  it  is  relatively  infrequent  when  uncombined 
with  the  other  causes  of  obstetric  shock. 

10.  Diagnosis  of  and  prophylactic  and  cura- 
tive therapy  for  the  various  causes  of  sudden 
death,  excepting  the  non-obstetrical  ones,  are 
discussed. 
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EVALUATION  OF  THE  CHANGES  IN  GANGRENE  OF  THE 

EXTREMITIES 
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From  the  Department  of  Pathology,  Baylor 
the  St.  Louis  City  Hospital. 

'T'HE  purpose  of  this  discussion  is  to  present 
A the  anatomical  changes  found  in  legs  am- 
putated for  gangrene  and  the  possible  etiologi- 
cal factors,  and  to  evaluate  these  changes  and 
factors  in  their  relationship  to  the  clinical  sta- 
tus of  the  patient  and  to  the  mortality.  It  is 
based  on  an  anatomical  study  of  legs  amputated 
for  gangrene  over  a period  of  12  years  at  St. 
Louis  City  Hospital  and  at  Baylor  University 
College  of  Medicine,  and  upon  a study  of  the 
clinical  records  of  those  patients  whose  legs  were 
amputated  during  one  six-year  period  in  St. 
Louis. 

The  anatomical  studies  consisted  of  gross  ob- 
servation and  dissection  of  the  leg,  and  micro- 
scopic examination  of  arteries  and  other  lesions 
as  indicated.  Routine  sections  were  taken  at 
the  level  of  amputation  and  of  the  popliteal,  an- 
terior tibial,  posterior  tibial,  and  dorsalis  pedis 
arteries. 

Read  before  the  Fifty-fifth  Annual  Meeting  of  the  Arizona 
State  Medical  Association  at  Phoenix.  Arizona  May  3,  1946. 
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The  nature  of  the  gangrene,  whether  wet  or 
dry,  and  even  the  extent  seemed  to  have  little 
effect  upon  the  prognosis.  The  length  of  time 
that  the  gangrene  was  supposed  to  have  existed 
seemed  to  have  equally  little  effect. 

AVERAGE  DURATION  OP  GANGRENE 
BEFORE  AMPUTATION 

‘'Reliable”  Those  Who  Those  Who 
Histories  Lived  Died 


Without  Diabetes  31  cases  33  days  16  days 

With  Diabetes  . .28  cases  42  days  28  days 


This  would  certainly  indicate  that  amputation 
is  not  an  emergency  procedure,  a J conclusion 
which  has  been  reached  by  others.1  2 

The  status  of  the  arterial  tree  varied  as  to 
the  presence  or  absence  of  thrombi  and  as  to 
their  locations.  Intimal  thickening  (atheroscle- 
rosis) was  universal  in  all  main  arteries  of  all 
legs  and  usually  was  very  marked.  Medial  calci- 
fication (Monckeberg’s  sclerosis)  with  or  with- 
out ossification  was  almost  universal.  Thrombi 
were  not  so  common  as  would  be  expected.  Fre- 
quently no  thrombi  were  found  in  the  arterial 
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tree.  It  is,  of  course,  possible  that  there  was 
thrombosis  of  the  femoral  artery  above  the  line 
of  amputation.  But  it  is  equally  possible  that 
thrombi  did  not  exist  in  the  vascular  tree,  and 
that  the  so-called  occlusion  is  due  to  a marked 
diminution  in  blood  supply  rather  than  to  a 
complete  absence  of  that  supply.  This  concep- 
tion is  one  which  has  been  held,  in  the  heart,  for 
example,  by  some  pathologists  for  years  and  was 
anatomically  indicatetd  by  French  and  Dock  in 
cases  of  coronary  arteriosclerosis  in  the  army.3 

The  important  anatomical  lesion  would  thus 
seem  to  be  in  the  arterial  wall  with  or  without 
resultant  thrombolic  occlusion,  except,  of  course, 
in  our  infrequent  cases  of  thrombo-angiitis  ob- 
literans and  embolic  occlusion.  The  etiology  of 
this  arterial  disease  is  as  much  a subject  of  con- 
troversy today  as  it  lias  been  for  years,  with 
^s  much  divergence  of  opinion.  It  has  often 
been  assumed  that  the  medial  change  is  of  little 
significance.  That  medial  changes  may  precede, 
and  perhaps  cause  the  intimal  thickening  has 
been  pointed  out  by  Warren.4  This  is  indicated 
in  the  atherosclerosis  which  accompanies  syphi- 
litic aortitis,  and  by  the  fact  that  there  is  me- 
dial calcification  in  the  aorta  accompanying  and 
perhaps  preceding  the  intimal  thickening  in 
non-syphilitic  individuals.5 

The  relationship  to  diabetes  mellitus  will  be 
discussed  later,  but  it  should  be  pointed  out 
that,  as  has  been  observed  before,6  the  anatomi- 
cal changes  are  the  same  in  diabetics  as  in  non- 
diabetics. 

ARTERIOSCLEROSIS 

Atherosclerosis 

and  Atherosclerosis 

Medial  Calcification  alone 

Without  Diabetes 74%  26% 

With  Diabetes.— 88%  12% 

Atherosclerosis,  the  thickening  of  the  intima 
with  degenerative  changes,  necrosis,  and  choles- 
terol deposits,  has  always  been  supposed  to  be 
the  method  by  which  gangrene  of  the  leg  devel- 
ops in  diabetes.  Actually,  this  table  shows  that 
the  medial  sclerosis,  never  considered  to  be  as- 
sociated with  diabetes,  is  more  prominent  in  di- 
abetics than  in  non-diabetics,  and  that  athero- 
sclerosis alone  is  more  common  in  the  non-dia- 
betics. 

A series  of  95  consecutively  received  legs  was 
reviewed  from  the  clinical  histories.  They  were 
all  white  patients  of  varying  extractions.  The 
principal  points  of  interest  were  the  age,  the 


sex,  the  presence  or  absence  of  diabetes,  and  the 
presence  or  absence  of  syphilis. 

AMPUTATION  FOR  OCCLUSIVE 
VASCULAR  DISEASE 


Males  Average  Females  Average 
Age  Age 

Without  Diabetes  41  68  6 70 

With  Diabetes  22  63  21  63 

Embolic  2 56  1 56 

Thrombo-Angiitis  . 2 52  0 

Total  67  65  28  64 


The  important  points  in  Table  4 are  the  vari- 
ations in  the  sex  ratios  and  the  age  levels  in  the 
two  larger  groups.  Those  without  diabetes  are 
predominantly  male  and  those  with  diabetes  are 
equally  distributed  between  the  two  sexes.  This 
is  a ratio  seen  everywhere,  and  the  equal  distri- 
bution between  the  two  sexes  is  a finding  which 
has  vet  to  be  explained  by  those  who  consider 
diabetes  to  be  a result  rather  than  a cause  of  the 
arterial  changes. 

That  the  gangrene  is  likely  to  occur  earlier  in 
those  with  diabetes  has  been  observed  by  all 
those  who  have  been  interested  in  this  condition. 
But  the  age  differences  of  5 and  7 years  in  the 
two  sexes  are  less  than  those  seen  by  others,  in- 
cluding Veal  and  McFitridge.7 

Those  patients  were  considered  diabetic  who 
had  an  unquestioned  glycosuria  to  repeated 
tests,  a fasting  blood  sugar  of  150  mgms.  per 
cent,  a history  of  treated  diabetes,  or  a combin- 
ation of  these.  It  is  obvious  that  this  is  con- 
servative. 

Of  those  classified  as  diabetic,  28  of  43  (65%) 
knew  they  were  diabetic  and  had  so  known  for 
an  average  period  of  10  years.  Most  were 
“mild”  diabetics  and  the  severity  of  the  di- 
abetes seemed  to  have  little  influence  on  the 
mortality. 

MORTALITY 


Amputations  Deaths  % 


47 

25 

53 

With  Diabetes  — - 

43 

25 

56 

3 

3 

100 

2 

1 

50 

Total 

95 

54 

57 

MORTALITY 

IN  DIABETICS 

Amputations  Deaths 

% 

43 

25 

56 

7 

4 

57 

Acetone  

7 

4 

57 

There  has  always  been  an  agitation  for  below 
the  knee  amputation  in  this  disease  and  this  is 
again  being  advocated  by  Silbert  at  Mt.  Sinai 
Hospital  in  New  York8,  and  with  varying  en- 
thusiasm advocated  and  disapproved  by  oth- 
ers.1' 2'  9 Some  of  those  who  advocate  this  pro- 
cedure admit  as  high  as  20%  re-amputation.  It 
is  the  usual  experience  of  a pathologist  to  re- 
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ceive  the  leg  up  to  a low  thigh  amputation  in 
one  piece  or  in  several  pieces.  At  the  time  of 
the  here  reported  cases,  below  the  knee  amputa- 
tions were  undertaken  only  at  times  when  the 
patient  was  a very  poor  risk  for  other  reasons, 
usually  cardiac,  and  the  old  adage  that  “opera- 
tions on  the  dying  are  usually  followed  by 
death”  obtained. 

LOCATION  OF  AMPUTATION  SITE 

Cases  Deaths  Per  cent 


Above  Knee  89  48  54 

Below  Knee  6 6 100 

Total 95  54  57 


That  previous  surgical  procedures  are  not 
necessarily  that  dangerous  but  are  futile  because 
the  patient  will  rarely  ever  use  a prosthesis 
anyway  has  been  indicated  by  Mandelburg  and 
Sheinfield.10 

The  fact  that  syphilis  is  a cause  of  some  vas- 
cular disease  has  always  been  translated  by  some 
into  a belief  that  all  vascular  disease  is  syphili- 
tic until  proved  otherwise.  Hence,  the  subject  of 
syphilis  always  arises  when  gangrene  of  the  ex- 
tremities is  discussed.  Judging  syphilis  by  sero- 
logical tests  is  somewhat  erroneous  but  there  is 
no  other  method  in  the  series. 

SYPHILIS 

( Serology ) 

Cases  Positive  % 


Without  Diabetes  ...  47  7 15 

With  Diabetes  43  12 

Embolic  3 0 0 

Thrombo-Angiitis  2 1 50 

Total  _ 95  9 9 


Syphilis,  by  serological  test,  is  seen  to  be  more 
common  in  the  non-diabetics  than  in  the  diabet- 


ics, but  this  is  to  be  expected  since  this  group  is 
predominantly  male.  Joslin  has  inferred  that 
there  is  some  more  possibility  of  more  frequent 
syphilis  in  gangrene  with  diabetes11  but  the  total 
rate  of  9%  is  exactly  that  found  in  a survey  of 
all  admissions  to  the  hospital. 

The  mortality  rate  of  over  50%  seems  very 
high  when  compared  with  other  reports.  These 
were  indigent  patients  who  often  had  no  home 
to  receive  them  after  amputation  and  all  were 
recorded  in  this  uncorrected  mortality  table  un- 
less they  left  the  hospital  alive.  30  days  was  a 
common  time  of  hospitalization,  and  one  death 
occurred  in  the  hospital  95  days  after  amputa- 
tion. Many  different  vascular  episodes  can  oc- 
cur in  such  period  of  time  to  an  individual  who 
is  old  enough  and  has  enough  vascular  disease 
to  get  gangrene  of  the  leg. 

SUMMARY 

Occlusive  vascular  disease  occurs  much  more 
commonly  with  diabetes  than  without  diabetes. 
This  is  not  justification  for  the  commonly  used 
term  “diabetic  gangrene”.  It  is  more  accurate 
to  say  that  patients  with  occlusive  vascular  dis- 
ease, as  exemplified  by  gangrene  of  the  leg,  are 
likely  to  have  diabetes,  possibly  on  the  same 
basis.  That  gangrene  occurs  at  an  earlier  age 
when  accompanied  by  diabetes  is  indicated.  This 
can  also  be  restated  by  saying  that  the  earlier 
or  the  more  severe  the  arteriosclerosis,  the  more 
likely  the  diabetes. 

The  mortality  rate  is  not  here  related  to  the 
duration  of  the  disease,  to  the  presence  of  di- 


Pigure  1 shows  the  usual  anatomical  changes.  This  is  a photograph  of  a cross  section 
of  the  popliteal  artery  from  a leg  with  gangrene.  There  is  marked  medial  calcification 
with  ossification  in  some  areas.  There  is  marked  intimal  thickening  with  diminution  of 
the  lumen.  But  there  is  no  thrombus.  Portions  of  the  walls  of  adjacent  veins  show  no 
inflammatory  reaction  in  any  of  the  tissue. 
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abetes,  or  to  the  nature  of  the  gangrene.  A re- 
duction in  that  mortality  rate  is  going  to  be  de- 
pendent upon  the  possibility  of  proper  manage- 
ment of  the  other  manifestations  of  vascular  dis- 
ease in  the  patient  whose  leg  is  to  be  amputated 
or  has  been  amputated. 
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THE  SCALENUS  ANTICUS  SYNDROME 

HOWARD  D.  COGSWELL,  M.  D. 

Tucson,  Arizona 


' 1 1 1 1 E scalenus  anticus  syndrome,  which  until 

A recently  has  been  regarded  as  an  uncom- 
mon condition,  is  an  entity  often  misdiagnosed. 
“The  increasing  frequency  of  recognition  of 
symptoms  due  to  compression  of  the  brachial 
plexus  and  subclavian  artery  by  the  scalenus 
anticus  muscle  indicate  that  this  condition  is  one 
of  the  more  common  causes  of  pain  and  unex- 
plained vascular  changes  in  the  upper  extrem- 
ity.” These  symptoms  are  often  erroneously  in- 
terpreted as  being  due  to  a toxic  neuritis,  bur- 
sitis, myositis,  etc.  The  condition  has  been  amply 
described  in  the  literature,  is  relatively  easy  to 
diagnose  and  occurs  with  great  enough  fre- 
quency that  each  physician  should  be  familiar 
with  the  resulting  symptoms  and  recognize  these 
cases.  Such  is  not  the  case,  however. 

Vascular  changes  and  a brachial  neuritis  of 
the  upper  extremity  as  a result  of  compression 
by  the  cervical  rib  had  been  recognized  for  many 
years.  It  was  then  observed  that  these  symptoms 
were  present  in  some  cases  where  no  cervical 
ribs  existed.  It  was  postulated  by  Murphy  as 
early  as  1910  that  these  symptoms  developed 
as  a result  of  compression  of  the  brachial  plexus 
against  the  first  rib.  It  was  not,  however,  until 
1935  when  Ochsner  et,  al.  reported  on  the  subject 
that  it  came  into  prominence. 

The  scalenus  anticus  muscle  lies  deeply  at  the 
side  of  the  neck.  It  arises  from  the  transverse 
processes  of  the  third  to  the  sixth  cervical  verte- 
bra inclusively,  descending  in  a vertical  direc- 
tion and  inserting  itself  by  a tendon  to  the  sca- 
lene tubercle  on  the  inner  border  of  the  first 
rib.  The  brachial  plexus  and  subclavian  artery 
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lie  behind  the  lower  portion  of  the  muscle  and 
upon  the  other  scalenus  muscles  (medial  and 
posterior  scalenus  muscles).  Thus  the  artery 
and  plexus  pass  through  a triangle  in  the  supra- 
clavicular portion  of  their  course,  bordered  by 
the  first  rib  below  and  the  overlying  and  under- 
lying scalenus  muscles  which  converge  to  an 
apex  above.  (Fig.  1)  Any  condition  which 
shortens  or  thickens  the  scalenus  anticus  mus- 
cle diminishes  the  size  of  this  supraclavicular 
triangle.  This  structure  is  literally  a contractile 
sphincter  and  may  compress  the  vascular  and 
nerve  structures  contained  within  it.  When  this 
occurs  it  irritates  the  fibers  in  the  brachia  plex- 
us originating  from  the  four  lower  cervical 
nerves  which  supply  the  scalenus  anticus  mus- 
cle, muscle  spasm  results  with  further  shorten- 
ing of  the  muscle,  and  an  abnormal  elevation  of 
the  first  rib  occurs.  This  decreases  the  angle  be- 
tween the  lateral  border  of  the  anterior  scalenus 
muscle  and  the  first  rib,  further  squeezing  the 
lower  trunks  of  the  brachial  plexus  and  the  sub- 
clavian artery.  (Fig.  2.)  A vicious  clycle  is  thus 
produced.  If  the  thorax  is  of  the  broad  type’  the 
orifice  through  the  supraclavicular  triangle  will 
usually  be  large  and  ample  room  is  afforded  for 
the  passing  of  blood  vessels  and  nerve  trunks. 
In  the  long  narrow  type  of  thorax,  however, 
these  structures  have  only  a* narrow  passage  at 
their  disposal.  These  patients  are  known  as  the 
“anatomic  type”,  and  it  has  been  emphasized  by 
some  writers  that  they  are  more  predisposed  to 
developing  the  syndrome.  We  have  observed  al- 
most as  large  a number  of  patients  with  the  short 
“bull  neck”  having  the  symptoms,  however. 
This  is  possibly  explained  by  the  thick  neck  mus- 
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Fig.  1.  Supra-clavicular  triangle  and  its  contents  illustrated. 

The  triangle  is  bounded  anteriorly  by  the  scalenus 
anticus  muscle,  posteriorly  by  the  scalenus  medius  mus- 
cle and  interiorly  by  the  first  rib. 

cles  present  which  would  he  responsible  for  nar- 
rowing the  supraclavicular  triangle.  The  lower 
roots  of  the  plexus  and  the  subclavian  artery 
arch  upward  and  over  the  upper  portion  of  the 
rib  cage  where  they  may  be  sharply  angulated 
or  these  structures  may  pass  slightly  forward 
so  that  the  scalenus  muscle  restrains  them  in  a 
more  dorsal  position  than  they  would  otherwise 
assume  and  in  this  manner  they  may  be  con- 
stricted. The  latter  may  occur  with  a lowering 
or  “droop”  of  the  shoulders.  During  childhood 
the  shoulder  is  relatively  high  but  at  puberty 
a descent  of  the  shoulder  begins,  progressing 
through  later  life.  The  greatest  lowering  occurs 
between  the  ages  of  20  to  40  years.  The  descent 
is  greatr  in  the  female,  explaining  the  greater 
incidence  of  the  syndrome  in  this  sex. 

The  neurologic  and  vascular  disturbances 
originate  from  both  the  somatic  and  the  sympa- 
thetic nervous  systems.  The  sympathetic  fibers 
may  be  directly  involved,  either  at  the  level  of 
the  peri-arterial  plexus,  at  the  rami  communi- 
cantes  to  the  brachial  plexus  or  the  stellate  gan- 
glion. Compression  of  the  plexus  or  artery  re- 
sults in  an  irritation  of  the  sympathetic  fibers 
throwing  the  artery  in  spasm.  In  some  instances 
the  artery  constricts  at  some  distance  beyond 
the  site  of  irritation  and  may  undergo  thrombo- 
sis and  organization  or  progress  to  gangrene. 
Kaplin  believes  that  any  painful  lesion  about 
the  shoulder  may  excite  spasm  of  the  scalenus 
anticus  muscle  with  its  characteristic  train  of 


symptoms.  According  to  the  conception  of  the 
Leriche,  recently  emphasized  by  Homans,  this 
could  be  possible.  They  have  theorized  that  in- 
jury or  irritation  to  the  tiny  sensory  nerves 
which  attend  the  blood  vessels  initiate  a variety 
of  remarkable  reflex  disorders.  Reflexes  pass 
from  the  vascular  sensory  nerves  into  the  pos- 
terior roots  of  the  spinal  cord  and  out  again, 
involving  in  their  course  the  sympathetic  sys- 
tem producing  vasomotor  disturbances,  pain  and 
muscle  spasm. 

The  variety  of  etiological  factors  described 
above  may  occur  in  combination  or  singly  to 
produce  spasm  and  thickening  of  the  scalenus 
anticus  muscle.  Just  what  the  exciting  or  “trig- 
ger” mechanism  starting  this  syndrome  is  not 
always  clear.  There  may  be  no  history  of  trau- 
ma, myositis  or  change  of  the  shoulders  position 
to  explain  the  development  of  the  condition. 
“There  must  he  some  definite  basic  irritation 
acting  upon  the  muscle  which  under  a multitude 
of  influences  become  spastic,  constantly  or  in- 
termittantly  and  produces  neuritis  or  vascular 
occlusion  in  some  degree  which  may  be  explained 
by  presupposing  damage  to  the  nerve  supply.” 

The  symptoms  associated  with  this  syndrome 
are  essentially  the  same  as  those  accompanying 
those  cases  of  cervical  ribs.  The  syndrome  is  a 
symptom  complex  characterized  by  a brachial 
neuritis  with  or  without  vascular  or  vasomotor 
disturbances  in  the  upper  extremity.  Their  du- 
ration varies  from  weeks  to  years.  Those  most 


FIS.2 

Fig  2.  The  squeeze  mechanism.  With  shortening  or  thickening 
of  thes  calenus  anticus  muscle  the  subclavian  artery 
and  plexus  are  compressed.  The  compression  is  in- 
tensified by  elevation  of  the  first  rib. 
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constant  are  pain,  numbness,  muscular  weakness 
of  the  upper  extremity,  insomnia,  cramping  or 
tingling  of  the  fingers,  discoloration  and  cool- 
ness of  the  hand  or  a heavy  dragging  sensation 
in  the  affected  shoulder.  Pain  is  the  most  con- 
stant and  prominent  feature.  It  is  of  a variable 
intensity  often  dull  aching  in  character,  but  oc- 
casionally of  such  severity  that  large  amounts 
of  sedatives  and  narcotics  are  needed  for  relief. 
It  may  gradually  subside,  but  it  usually  recurs 
and  is  progressive  in  nature.  A characteristic 
feature  is  that  the  pain  is  often  increased  by  ex- 
ercising the  arm  or  in  repeated  movements  such 
as  sweeping,  typing,  or  even  combing  the  hair. 
Lifting  or  carrying  objects  is  often  too  painful 
to  be  attempted.  Any  portion  of  the  involved 
extremity  may  be  the  site  of  pain.  Again  it  may 
center  over  the  detoid  area  or  may  extend  down 
the  arm,  often  localizing  in  and  around  the  el- 
bow. The  pain  may  extend  into  the  neck  region 
or  to  the  forearm  on  the  ulnar  side.  Not  uncom- 
monly its  distribution  involves  the  medial  and 
ulnar  nerve  distribution  in  the  hand,  or  more 
rarely  the  radial  distribution. 

It  was  noted  in  our'  cases  that  lying  on  the  in- 
volved shoulder  always  initiated  or  accentuated 
the  pain  and  numbness.  So  constant  was  this 
complaint  that  it  was  almost  regarded  as  a 
pathognomonic  symptom  of  the  syndrome.  To 
obtain  relief  from  pain  these  patients  often  ar- 
duct  the  arm  and  flex  the  elbow,  supporting  the 
arm  with  the  opposite  extremity,  the  arm  of  a 
chair,  or  a pillow.  The  most  comfortable  posi- 
tion assumed  at  night  was  similar  with  the 
shoulder  supported  by  a pillow.  Paresthesias 
or  sensory  disturbances  may  be  bizarre  in  dis- 
tribution due  to  the  involvement  of  the  sympa- 
thetic nerves.  Donald  and  Morton  observed  re- 
flex changes  in  the  affected  extremity  in  a third 
of  their  cases.  In  over  sixty  per  cent  there  was 
weakness  or  atrophy  of  the  involved  arm  or 
hand.  They  also  noted  that  a relative  increased 
weakness  Avas  found  in  those  extremities  having 
the  greatest  pain. 

Vascular  changes  may  be  present  and  are 
variable.  Comparison  of  the  blood  pressures  in 
the  normal  and  painful  extremities  may  show  a 
lower  pressure  reading  in  the  involved  arm.  At 
times  the  pulse  in  this  arm  may  be  barely  per- 
ceptible and  occasionally  a bruit  may  be  heard 
over  the  subclavian  artery.  In  some  instances 
the  artery  has  been  found  to  be  small  and  scle- 


Fig.  3.  Reicrerts  arrangement  of  three  pillows  which  elevate 
the  head  and  throw  the  shoulders  forward,  releasing 
the  tension  of  the  scalenus  anticus  muscle.  The  shoul 
ders  rest  on  pillows  1 and  2 and  the  head  is  supported 
by  pillow  3.  (after  Reichert.) 

rotic  at  the  time  of  operation.  Trophic  disturb- 
ances of  the  hand  may  be  present  manifested  by 
thickness  of  the  skin,  sometimes  to  the  degree  of 
scleroderma,  or  even  more  rarely  to  ulceration 
and  gangrene  of  the  fingers. 

The  diagnosis  of  the  scalenus  anticus  syn- 
drome is  not  difficult  if  one  keeps  the  condi- 
tion in  mind.  Usually  there  is  definite  tender- 
ness over  the  scalenus  anticus  muscle  and  digital 
pressure  over  the  lower  portion  of  the  muscle 
will  accentuate  or  reproduce  the  symptoms. 
Pulling  the  affected  shoulder  downward,  bend- 
ing the  head  to  the  opposite  shoulder,  turning 
the  head  toward  the  involved  side  or  throwing 
the  head  and  shoulders  back  will  usually  aggra- 
vate the  symptoms  and  aid  in  confirming  the 
diagnosis.  These  actions  produce  their  effect  by 
tensing  the  anterior  scalenus  muscle.  The  in- 
jection of  procaine  hydrochloride  into  the  mus- 
cle lias  been  advocated  as  a diagnostic  measure. 
The  rationale  of  this  procedure  lies  in  the  fact 
that  the  injection  relaxes  the  spasm  of  the 
scalenus  anticus  muscle.  It  should  be  kept  in 
mind  that  with  the  injection  of  this  muscle 
there  is  often  some  infiltration  of  the  cervical 
dorsal  sympathetic  nerves  which  could  cause  a 


Vol.  3,  No.  4 


Arizona  Medicine 


235 


vaso  dilatation  and  account  for  the  relief  of 
symptoms.  Oscillometric  readings  are  of  aid  in 
confirming  the  diagnosis,  but  it  is  not  likely 
that  oscillometers  will  be  available  to  most  di- 
agnosticians seeing  these  patients. 

There  are  several  entities  which  may  give  sim- 
ilar symptoms  and  should  always  be  considered 
and  eliminated  as  the  cause  of  the  brachial  neu- 
ritis before  a definite  diagnosis  is  made.  A cervi- 
cal rib  causing  nerve  and  vascular  compression 
may  cause  identical  complaints  and  findings. 
Radiograms  will  make  the  diagnosis  in  these  in- 
stances. Spurling  and  Scoville  have  recently  em- 
phasized the  similarity  between  the  symptoms 
and  signs  of  a herniated  cervical  disc  and  the 
scalenus  anticus  syndrome.  The  differential 
diagnosis  may  be  established  by  the  following 
comparisons : 

(1)  The  first  symptoms  of  a cervical  disc 
are  pain  and  stiffness  in  the  neck;  those  of 
scalenus  syndrome  are  pain  in  the  shoulder  or 
upper  arm. 

(2)  The  pain  path  of  a disc  follows  along 
the  distribution  of  6th  and  7th  cervical  routes, 
while  that  of  the  scalenus  syndrome  is  more 
commonly  along  the  8th  cervical  and  first  tho- 
racic routes. 

(3)  Spinal  tenderness  or  percussion  may  be 
present  in  the  herniated  disc  area.  This  is  not 
found  in  the  scalenus  anticus  neuritis. 

(4)  The  neck  compression  test  (Spurling) 
is  positive  with  cases  of  disc  protrusion  and  neg- 
ative Avith  the  syndrome.  This  test  is  accom- 
plished by  tilting  the  head  and  neck  toward  the 
painful  side  and  applying  pressure  to  the  top 
of  the  head.  If  a cervical  intraspinal  lesion  is 
present  the  characteristic  symptoms  will  be  re- 
produced or  accentuated. 

(5)  X-ray  examination  of  the  cervical  verte- 
brae usually  shows  a narrowing  of  the  vertebral 
interspace  associated  with  a narrowing  of  the 
intervertebral  foramen  on  lateral  and  oblique 
views  with  the  disc.  A normal  cervical  spine 
is  found  with  the  syndrome.  Pantopaque  myel- 
ography is  a valuable  method  of  furthering  the 
diagnosis  of  herniated  cervical  discs.  On  rela- 
tively rare  occasions  congenital  malformations 
of  the  first  thoracic  rib,  such  as  it  being  en- 
larged or  abnormally  curved,  can  similate  the 
scalenus  syndrome'.  This  is  due  to  the  resulting 
pressure  on  the  overlying  blood  vessels  and 
nerves.  X-ray  study  should  always  include  the 


first  rib  and  eliminate  overlooking  this  possi- 
bility. 

Until  recently  the  trend  has  been  to  treat  most 
of  these  cases  surgically.  Since  a greater  num- 
ber of  these  cases  have  been  observed  and  re- 
ported, it  has  become  obvious  that  conservative 
treatment  should  be  given  a fair  trial  before 
surgry  is  contemplatetd  as  a good  number  of 
these  patients  will  obtain  relief  by  non-opera- 
tive procedures.  The  fact  that  stature,  posture, 
muscular  effort  or  fatigue  affect  the  severity  of 
the  symptoms  points  to  the  methods  to  be  fol- 
lowed by  conservative  treatment.  The  shoulder 
should  be  elevated  by  a sling,  and  the  arm 
should  be  placed  at  rest.  The  type  of  work  or 
exercise  which  aggravated  the  symptoms  should 
he  eliminated.  An  attempt  should  be  made  to 
improve  the  posture,  should  this  appear  faulty. 
Protection  should  be  given  the  patient  while 
lying  in  bed  as  this  usually  accentuates  the  pain 
due  to  depression  of  the  shoulder.  We  have 
used  the  arrangement  of  pillows  as  recommend- 
ed by  Reichert  and  find  that  it  affords  a good 
deal  of  relief  to  these  patients.  Three  pillows 
are  placed  so  that  a pillow  lies  under  each  shoul- 
der and  the  third  pillow,  supported  by  the  up- 
per ends  of  the  shoulder  pillows,  elevates  the 
head  forward.  (Pig.  3).  He  advised  against 
giving  these  patients  sedatives,  as  too  long  an 
interval  would  elapse  under  sedation  before  the 
pain,  produced  as  a result  of  the  dearrangement 
of  the  pillows,  would  finally  awaken  the  patient. 

Infiltration  of  the  scalenus  muscle  and  stel- 
late ganglion  with  procaine  hydrochloride  re- 
peated at  weekly  intervals  may  give  relief.  It 
permits  interruption  of  the  vicious  circle  be- 
tween vascular  and  sympathetic  irritation  and 
may  result  in  cessation  of  the  muscle  spasm  Avith 
relief  of  the  symptoms  of  the  syndrome.  Our  re- 
sults have  been  disappointing  in  the  use  of  this 
procedure,  but  it  is  relatively  harmless  if  proper 
precautions  are  taken.  If  the  beneficial  effect 
is  only  transitory  it  furnishes  a solid  basis  for 
sealeniotomy  should  this  prove  to  be  eventually 
necessary.  The  infiltration  is  accomplished  by 
placing  the  patient  in  the  recumbent  position 
and  turning  the  head  to  the  nnaffeced  side. 
The  head  is  then  raised  in  a vertical  line,  and 
the  lateral  edge  of  the  sterno-mastoid  muscle 
and  can  usually  be  palpated  with  the  index  fin- 
ger of  the  left  hand.  A 20  or  22  gauge  needle  is 
inserted  into  the  loAver  portion  of  the  belly  of 
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Fig.  4.  Anatomy  demonstrated  in  region  of  scalenus  anticus 
muscle.  That  portion  of  the  muscle  included  between 
the  transverse  lines  represents  the  amount  of  muscle 
to  be  resected.  More  structures  are  demonstrated 
than  are  commonly  seen  at  operation.  Note  posterior 
displacement  of  subclavian  artery  and  plexus  due  to 
pressure  from  scalenus  anticus  muscle.  (From  Ochs- 
ner,  Gage  and  DeBakey.) 

the  muscle  about  two  fingers  breadth  above  the 
clavical.  The  needle  is  directed  posteriorly  into 
the  muscle.  It  is  injected  with  about  ten  cc.  one 
per  cent  solution  of  procaine  hydrochloride. 
Before  the  injection  the  plunger  of  the  syringe 
should  be  withdrawn  to  be  certain  that  the  blood 
vessels  or  the  thoracic  duct  has  not  been  entered. 
When  blood  or  chyle  is  obtained,  the  direction 
of  the  needle  is  altered.  Constriction  of  the 
pupil  with  lacrimation  or  drooping  of  the  lid 
on  the  side  of  the  injection  may  occur  due  to 
paralysis  of  the  cervical  sympathetics  as  a re- 
sult of  the  infiltration.  This  phenomenon  will 
disappear  in  one  or  two  hours.  Transient  toxic 
signs  such  as  vertigo,  nausea,  faintness,  or  a 
sensation  of  constriction  of  the  throat  may  occur 
but  are  of  short  duration.  Mild  hoarseness  may 
temporarily  be  present,  but  likewise  disappears 
in  a short  time.  Applications  of  heat  over  the 
supracavicular  area  will  often  afford  some  re- 
lief from  pain.  If  the  patient  has  not  been  re- 
lieved in  three  to  four  weeks,  the  non-operative 
treatment  should  not  be  continued  as  the  opera- 
tion will  allow  the  individual  to  return  to  work 
who  might  otherwise  be  incapacitated  for  weeks 
or  even  months.  It  is  important  to  rule  out  all 
other  possibilities  and  definitely  establish  a di- 
agnosis. Only  when  this  is  done  will  the  surgi- 
cal results  be  satisfactory. 

In  most  instances  relief  of  symptoms  follow- 
ing a scaleniotomy  is  rapid  but  some  mild  symp- 
toms may  persist  for  six  to  eight  weeks.  The 
operation  as  described  by  Adson  and  Coffee,  aug- 


mented by  an  excision  of  a portion  of  the  mus- 
cle as  recommended  by  Ochsner,  Gage  and  De- 
Bakey is  adequate.  (Figs.  4 and  5.)  Caution 
should  he  exercised  to  avoid  going  too  far  me- 
dially in  the  dissection  as  the  cervical  sympa- 
thetic chain  or  the  thoracic  duct  may  be  injured. 
It  is  necessary  to  cut  the  fibrous  fascia  at  the 
posterior  surface  of  the  muscle  as  it  represents 
a possible  cause  of  recurrences.  If  it  is  not  in- 
cised a maximum  dropping  of  the  first  rib  will 
not  occur.  Should  the  artery  be  permanently  oc- 
cluded, that  portion  should  he  resected  in  order 
that  peripheral  vasomotor  constriction  be  re- 
laxed and  the  collateral  circulation  through  the 
internal  mammary  artery  and  thyrocervical 
trunk  be  encouraged. 

Although  this  entity  appears  to  he  relatively 
common,  it  should  lie  remembered  that  there  are 
a number  of  other  conditions  that  may  cause 
symptoms  of  the  upper  extremities.  A complete 
history  and  thorough  physical  examination  are 
essential  to  confirm  or  eliminate  the  diagnosis 
of  scalenus  anticus  syndrome.  Too  often,  when 
an  entity  such  as  this  is  reviewed,  the  pendulum 
swings  too  far  in  the  opposite  direction  and  the 
mistake  is  made  of  erroneously  diagnosing  pa- 
tients as  having  this  condition  rather  than  not 
recognizing  those  instances  where  the  syndrome 
exists.  If  there  is  any  question  as  to  whether  or 
not  a definite  scalenus  anticus  syndrome  is  pres- 
ent the  treatment  should  always  he  conservative 
and  continued  in  this  direction  until  a definite 
diagnosis  can  be  made. 

Conclusion : The  scalenus  anticus  syndrome  is 
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Fig.  5.  Following  resection  of  the  muscle  the  fi-st  rib  descend^ 
and  compression  is  released  from  the  p'.exus  and 
artery.  It  is  most  important  that  the  posterior  fas- 
cia of  the  muscle  be  severed  with  the  muscle  fibers 
to  insure  complete  relief  of  symptoms  and  agains. 
recurrences.  (From  Ochsner,  Gage  and  DeBakey.) 
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a fairly  common  cause  of  pain  and  certain  vas- 
cular changes  in  the  upper  extremity.  In  many 
instances  the  condition  is  not  recognized  and  is 
misdiagnosed.  The  diagnosis  is  not  usually  dif- 
ficult if  the  patients  are  carefully  examined.  It 
is  urged  that  caution  should  be  exercised  to  in- 
sure the  proper  diagnosis  and  to  rule  out  the 
other  possibilities.  Only  when  this  is  done  will 
the  results  be  satisfactory. 
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PEDIATRIC  PARENTERAL  FLUIDS 

MILTON  C.  F.  SEMOFF,  M.  I). 

Tucson,  Arizona 


'T#HE  primary  difference  between  the  intern- 
ist  and  the  pediatrician  is  that  the  latter 
is  treating  an  immature  physiology,  the  child. 
Man  has  been  aptly  described  as  a “self  buf- 
fering automatic  thermostat”.  However,  the 
child’s  automatic  control  is  very  easily  jarred. 
It  is  quite  common  in  pediatric  practice  to 
see  temperatures  of  104  from  minor  URI  and 
GI  disturbances ; this  in  turn  results  in  menin- 
gismus  and  convulsions.  Likewise,  the  self 
buffering  mechanisms  may  go  awry  so  that  the 
secondary  fluid  balance  may  be  of  more  serious 
poi-tent-  than  the  original  cause.  In  these  cir- 
cumstances the  administration  of  parenteral 
fluids  is  essential  to  the  well  being  and  often 
to  the  life  of  the  child. 

The  problem  of  water  and  fluid  balance  is 
much  too  complicated  for  the  scope  of  this  pa- 
per. The  discussion  will  limit  itself  to  the  com- 
mon needs  for  fluids  and  the  fluids  usually 
available  for  use.  However,  to  keep  you  in  awe 
of  the  subject  I would  like  to  remind  you  that 
Smith  has  shown  that  as  much  as  170  liters  of 
water  are  filtered  by  the  adult  kidneys  from 
the  plasma  during  24  hours. 

Most  of  the  usual  fluids  may  be  administered 
subcutaneously  in  the  outer  surface  of  the  thighs 
or  the  scapular  region  if  time  is  no  factor  and 
the  circulation  satisfactory.  I do  not  use  or 
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recommend  intraperitoneal  infusions  since  they 
have  no  advantage  over  subcutaneous  injections 
and  many  disadvantages. 

Intravenous  administration  is  the  most  satis- 
factory method  of  restoring  fluids  and  fluid 
balance.  The  apparatus  I favor  consists  of  a 
three  way  stop  cock  with  a small  gauge  needle 
and  a syringe.  This  is  attached  by  tubing  to  any 
desired  receptacle.  The  fluid  is  pumped  into 
the  most  accessible  vein,  arm,  foot,  or  scalp. 
Generally  ten  cc  per  pound  is  a safe  dosage. 
The  rate  of  flow  is  governed  by  the  type  of  solu- 
tion and  the  general  condition  of  the  patient. 

To  avoid  the  pitfalls  of  water  intoxication, 
etc.,  one  must  always  consider  parenteral  fluids 
only  as  a complementary  measure.  In  the  ad- 
vent of  continuous  fluid  administration  in  con- 
ditins  such  as  a ruptured  appendix,  supple- 
mentary vitamins  B1  and  C therapy  is  neces- 
sary. 

Diarrhea,  Dehydration,  Acidosis,  these  are  a 
triumvirate  well  known  at  this  time  of  the  year. 
Severe  acidosis  is  rather  infrequent  but  when 
encountered  is  in  need  of  heroic  measures. 
Sodium  Bicarb  intravenously  is  essential.  Chem- 
ically Pure  powder  is  weighed  aseptically  and 
made  into  a 4%  solution.  The  ideal  method 
would  be  to  do  CO2  capacities  and  calculate  the 
exact  number  of  cc  necessary.  However,  since 
neither  equipment  or  time  is  usually  available 
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8 cc  per  pound  is  a safe  figure.  This  solution 
must  be  given  intravenously  and  very  slowly. 
The  results  are  truly  sensational.  The  heavy 
breathing  slows,  the  cherry  red  color  assumes  a 
normal  hue,  the  child  sleeps  easily. 

Often  it  is  necessary  to  repeat  this  procedure 
several  hours  later.  However,  Sod  Bicarb  is 
usually  followed  by  1/6  M or  Hartman’s  com- 
bined solution.  These  solutions  have  a slower 
but  more  sustained  action.  They  are  composed 
of  buffered  lactic  acid  and  sodium  hydroxide 
mixtures.  On  the  wards,  the  latter  solution  is 
found  as  10  cc  ampoules  marked  Lactate-Ring- 
ers Solution — Lily.  Two  ampoules  added  to 
500  cc  of  distilled  water  or  glucose  in  distilled 
water  make  the  proper  dilution. 

For  Simple  Dehydration  solutions  of  normal 
saline,  Ringers,  glucose,  or  Hartman’s  are  avail- 
able. 

Vomiting  is  another  common  occurrence  in 
children.  If  marked,  this  condition  will  lead  to 
an  Alkaloses.  Any  of  the  above  solutions  will 
restore  fluids  and  electrolytes. 

Shock  is  seen  most  frequently  in  severe  diar- 
rheas and  burns.  This  introduces  the  prima 
donna  solution — Plasma — Plasma  as  a thera- 
peutic and  emergency  measure  has  been  most 
sensational  in  pediatric  practice.  For  here  with 
one  solution  it  is  possibe  to  replace  fluid,  salts, 
and  protein  thus  quickly  and  effeciently  restore 
fluid  balance.  Consequently  its  use  in  shock  is 
self  evident.  Its  usefulness  in  general  usage  is 
more  evident  when  we  remember  that  even  de- 
hydration is  always  associated  with  electrolyte 
disturbance  and  protein  loss.  Plasma  diluted 
with  saline  and  glucose  has  been  the  solution  of 
choice.  There  are  situations,  however,  when  un- 
diluted plasma  or  even  concentrated  is  neces- 
sary ; nephrosis  and  cerebral  edema  being  two 
such  examples. 

Whole  Blood  transfusions  may  be  used  in  the 
same  manner  as  plasma  but  is  not  as  satisfac- 
tory since  more  time  is  involved  in  the  procur- 
ing and  administration  with  the  corresponding 
increase  in  danger  of  usage. 

Therefore,  in  general  we  can  limit  the  paren- 
teral fluids  to : 

Sodium  Bicarb  4% — 8cc  per  pound,  in  se- 
vere acidosis  followed  by  glucose  and 
Hartman’s  sol. 

Hartman’s  Solu. — lOcc  per  pound,  as  such 
or  mixed  with  glucose  in  mild  and  mod- 
erate acidosis. 


Normal  Saline,  Ringer’s  Sol/  or  5%  glucose, 
subcutaneous  or  intravenous  in  uncom- 
plicated dehy  d rati  on 

Plasma — about  lOcc  per  pound  for  the 
moderate  to  severe  upsets  of  fluid  bal- 
ance. 

For  intravenous  usage  all  equipment  must 
especially  be  cleaned  and  free  from  pyrogens. 
Thus  it  is  advisable  to  have  all  equipment  rinsed 
in  pyrogen  free  water  before  autoclaving. 

The  temperature  of  intravenous  solutions  is 
not  important.  Reactions  are  not  from  cold  but 
from  foreign  matter  or  pyrogens.  Above  all, 
plasma  or  stored  blood  should  never  be  heated. 
T have  even  used  iced  solutions  1.  V.  successfully 
to  treat  hyperpyrexia  with  no  untoward  effects. 

Air  in  small  amounts,  such  as  collects  in  tub- 
ing has  no  ill  effects.  A German  some  years  ago 
injected  several  hundred  cc  of  air  slowly  into 
his  own  veins  with  no  reaction. 

This  has  dealt  so  far  only  with  the  emergency 
status  of  fluids.  However,  there  is  a vast  thera- 
peutic field  aside  from  specific  sera  that  has 
been  opened  by  the  plasma  banks.  Plasma  is 
now  available  in  surgery  for:  shock,  dehydra- 
tion, burns,  wound  disruption,  hepatic  diseas- 
es, intestinal  obstruction,  bleeding  ulcers;  and 
in  medicine  for:  hemorrhagic  states  of  the  G.  1. 
tract,  nephritis,  nephrosis,  infections,  edema, 
anuria,  increased  intracranial  pressure  and  hy- 
poproteinemias. 

When  metabolism  of  oxygen  and  iron  is  need- 
ed RBC  are  available  from  the  bank  either  as 
whole  blood  or  as  concentrated  RBC.  The  stored 
RBC  of  the  plasma  bank  has  hitherto  been  a 
waste  product  but  now  has  its  own  therapeutic 
niche.  I have  been  making  use  of  them  in  pedi- 
atric practice  for  over  three  years.  The  advantag- 
es over  whole  blood  are  many:  1.  availability,  2. 
less  volume,  3.  sparing  of  plasma,  4.  inexpensive, 
5.  fewer  reaction,  6.  less  danger  of  using  type 

0 blood.  Furthermore,  it  is  possible  to  replace  the 
needed  RBC  rapidly,  the  replacement  is  sus- 
tained, and  clinical  improvement  is  even  great- 
er than  the  lab  reports. 

Some  workers  have  recently  reported  the  use 
of  RBC  locally  to  stimulate  wound  healing.  1 
have  not  attempted  this  procedure  as  yet.  But 

1 can  recommend  from  experience  the  marked 
stimulation  to  healing  in  open  wounds  like  mas- 
toids  and  burns  that  I have  seen  following  the 
transfusions  of  cone.  RBC. 


Vol.  3,  No.  4 Arizona  Medicine:  239 

THE  EFFECT  OF  TOBACCO  SMOKE  ON  KAHN  AND 

HINTON  REACTIONS* 

EDWARD  L.  BREAZEALE, 

Arizona  State  Laboratory,  Tucson,  Arizona 
CHARLES  W.  DUNN 
Bethlehem,  Pennsylvania 


'~rrHE  fallacy  of  accepting1  a single  serological 
test:  as  indicative  for  syphilis  has  become 
more  and  more  obvious  in  recent  years.  Litera- 
ture for  the  past  several  years  has  carried  in- 
creasing numbers  of  articles  concerning  the  pro- 
duction of  sero-positive  reactions  obtained  from 
patients  who  manifest  no  clinical  symptoms  for 
syphilis  whatsoever.  A recent  case  in  this  hos- 
pital was  one  of  lobar  pneumonia  giving  rise  to 
a four  plus  positive  Kahn  with  a titre  of  320 
units.  A check  specimen  taken  3 days  later  gave 
a negative  Kahn  and  Hinton  and  a doubtful 
Wasserman.  Obviously,  the  first  specimen  was 
not  due  to  a technical  error,  but  rather  to  the  fe- 
brile condition  of  the  patient  at  the  time  of  draw- 
ing the  specimen.  All  too  often  the  clinician  has 
a tendency  to  call  such  a report  an  error  on  the 
part  of  the  Laboratory  rather  than  to  hunt  for 
an  explanation  in  the  patient  himself.  To  be  sure 
such  an  error  is  possible  and  should  be  checked, 
but  an  exhaustive  examination  of  the  patient 
should  be  made  in  order  to  eliminate  the  possi- 
bility that  this  “error”  may  be  in  the  patient 
himself.  In  other  words,  the  clinician  is  trying  to 
name  the  phenomenon  rather  than  to  explain  the 
abnormal.  Perhaps  such  a policy  is  not  deemed 
proper  in  the  practice  of  medicine,  but  on  the 
other  hand,  many  a patient  has  been  treated  for 
syphilis  who  was  not  afflicted  with  the  disease. 
Likewise,  certain  factors  may  cause  sero-positive 
sera  to  become  negative  and  the  clinician  is  sat- 
isfied with  the  negative  findings  of  a laboratory 
and  the  unfortunate  individual  remains  untreat- 
ed. The  mechanism  of  the  sero-flocculation  reac- 
tions, as  well  as  the  complement  fixation  tests, 
are  dependent  on  the  shift  from  a hydrophylic 
colloid  to  a hydrophobic  colloid.  This  colloid  is 
the  lypoid  used  as  the  antigen,  or  indicator,  in 
the  various  tests.  In  the  case  of  the  negative 
sera  it  remains  deflocculated  in  suspension,  while 
in  a positive  sera  it  becomes  hydrophobic  and 
is  flocculated.  In  general,  any  substance  car- 
rying a positive  electrolytic  charge  will  bring 

From  the  Arizona  State  Laboratory,  Arizona  State  Department 
of  Health. 

* Experiments  conducted  while  the  authors  were  with  the 
191  General  (U.S.)  Hospital,  France. 


about  this  shift.  Breazeale1  in  a series  of  pa- 
pers has  shown  that  such  a shift  in  positive  sera 
is  due  to  increase  in  the  divalent  cation  of  Cal- 
cium replacing  the  monovalent  cation  of  Sodium 
on  the  antigen,  thereby  flocculating  the  sus- 
pension. The  list  of  diseases  causing  the  pro- 
duction of  “falsely  positive”  sera  reactions  is 
growing.  Lt.  Col.  C.  R.  REIN2  has  stated  that 
any  febrile  disease  may  be  expected  to  produce 
a positive  serological  reaction  for  syphilis  dur- 
ing some  phase  of  the  disease.  The  effect  of 
various  chemical  fumes  in  a laboratory  has  not 
been  studied.  The  following  experiments  were 
set  up  to  demonstrate  the  effect  of  tobacco 
smoke,  one  of  the  most  common  chemical  fumes 
in  any  laboratory. 

EXPERIMENTAL 

The  sera  used  in  these  experiments  were 
drawn  for  routine  examination  in  the  labora- 
tory.1 The  bloods  were  allowed  to  clot,  centri- 
fuged and  the  clear  supernatent  sera  drown  off, 
only  those  giving  perfectly  clear  sera  were  used. 
The  samples  were  inactivated  in  a 56°  C elec- 
trically controlled  water  bath  for  a period  of  30 
minutes.  The  sera  were  then  examined  by  the 
methods  of  Kahn  and  Hinton  in  a room  free 
from  chemical  fumes.  Strict  adherence  to  stand- 
ard technique  was  observed  throughout  these 
studies.  The  antigens  used  were  supplied  by 
the  IT.  S.  Army  Medical  School  (Kahn)  and  Dr. 
W.  A.  Hinton  (Hinton  indicator).  The  sera 
remaining  after  running  the  control  test  were 
then  divided  equally  into  two  portions  (a)  and 
(b).  Portion  (a)  was  then  subjected  to  cigar 
smoke  for  a period  of  30  minutes  and  then  the 
standard  Kahn  and  Hinton  tests  were  run  in 
an  atmosphere  of  cigar  smoke.  Portion  (b)  was 
run  only  in  the  atmosphere  of  smoke  with  no 
previous  exposure.  A smoke  chamber  was  con- 
structed from  a French  gas  mask  carrier  by 
cutting  holes  in  either  end  of  the  can  and  insert- 
ing corks  into  the  opening.  One  cork  was  fitted 
with  an  8 mm  glass  tubing  and  connected  to  a 
suction  pump.  A cigar  was  fitted  into  the  cork 

1.  See  Southwestern  Medicine,  1941,  1942. 

2.  Personal  Communication. 
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in  the  other  end.  The  chamber  was  constructed 
so  as  to  accommodate  a fully  loaded  Kahn  rack. 
Serum  was  then  placed  in  standard  Wasser- 
man  tubes  in  the  rack  and  then  placed  in  the 
smoke  chamber.  The  can  sealed  with  adhesive 
tape  and  a stream  of  air  drawn  through  the 
chamber.  The  cigar  was  lighted  and  smoke 
drawn  through  the  chamber  for  30  minutes.  The 


Kahn  and  Hinton  tests  were  conducted  in  this 
chamber  by  clamping  the  apparatus  on  to  the 
shaking  machine,  and  shaking  while  drawing  the 
smoke  through  the  chamber.  At  no  time  was  the 
smoke  concentration  excessive,  as  a vacuum 
was  never  very  great. 

RESULTS 

The  results  obtained  are  given  in  table  one. 


TABLE  I 

The  Effect  of  Tobacco  Smoke  on  Kahn  and  Hinton  Reactions 


Control 

Reactions 

Number 

Examined 

(a)  Exposed  to  smoke 
30  minutes  before 
and  during  reaction. 

(b)  Exposed  to  smoke 
during  reaction 
only. 

Kahn 

Hinton 

Kahn 

Hinton 

Kahn 

Hinton 

Pos 

Neg 

Pos 

Neg 

Pos 

Neg 

Pos 

Neg 

Neg 

Neg 

65 

38  ( 1 + ) 
24  (2+) 

3 

40  ( Dbt) 
22  (Pos) 

3 

45  (1  + ) 
10  (2+) 

7 

40  (Dbt) 
1 7 ( Pos ) 

8 

2 + 

Doubt 

7 

7 (4+ ) 

0 

7 ( Pos ) 

0 

7 (4+ ) 

0 

7 (Pos) 

0 

3+ 

Pos 

8 

*8  (4+) 

0 

*8  (Pos) 

0 

*8  (4+) 

0 

*8  (Pos) 

0 

4 + 

Pos 

20 

*20  (4+) 

0 

*20  (Pos) 

0 

*20  (4+) 

0 

*20  (Pos) 

0 

Total 

Exam. 

100 

* Extremely  heavy  large  floccules. 


DISCUSSION 

It  will  be  seen  that  the  exposure  to  tobacco 
smoke  increases  the  “titre”  on  sera  from  1 to 
3 points.  Unfortunately  sufficient  sera  was 
not  available  to  determine  the  actual  number 
of  Kahn  units  present  in  the  strongly  positive 
sera.  However,  on  visual  reading  the  sera  ex- 
posed to  smoke  were  more  strongly  positive 
than  were  the  controlled  sera.  Also  it  will  be 


noted  that  those  sera  exposed  to  smoke  before 
and  during  the  examination  gave  a more  strong- 
ly positive  reaction  than  did  those  exposed  to 
smoke  only  during  the  actual  performance  for 
the  test  itself. 

CONCLUSIONS 

1.  Tobacco  smoke  in  sufficient  concentra- 
tions will  definitely  influence  the  accuracy  of 
the  various  serological  tests  for  syphilis. 


SELLING  MEDICAL  PLANS  TO  THE  DOCTORS 

T.  L.  WILLIAMS,  M.  D. 

Colorado  Medical  Service 


'“TUiE  only  selling  effort  required  of  the  rep- 

A resentative  of  any  medical  plan,  so  far  as 
obtaining  the  doctors’  participation  is  concerned, 
consists  of  summarizing  the  objectives  of  the 
Plan  and  reassuring  him  that  his  contract  will 
not  effect  his  freedom  of  practice  in  any  ad- 
verse manner.  The  endorsement  or  support  of 
his  medical  society  bears  this  out.  Remember, 
each  doctor  is  very  individualistic.  He  cannot 
be  regimented  or  subjugated  even  by  his  own 
medical  society.  He  will  not  tolerate  compul- 
sion and  he  fears  any  disturbance  of  the  usual 
doctor-patient  relationship  by  a third  party, 
especially  a dictatorial  one.  The  doctor  invari- 

Kead  before  Southwest  Blue  Cross  Conference.  Denver, 
Colo.,  July  24-25,  1946. 


ably  bristles  at  any  suggestion  of  a fixed  fee 
for  his  services  although  he  may  never  exceed 
the  fixed  amount.  He  fears  that  the  mild  regi- 
mentation of  doctors  under  any  Plan  is  one  step 
toward  socialized  medicine.  It  is  a good  policy 
to  point  out  that  experience  with  Blue  Cross  and 
Medical  Service  Plans  have  proven  to  be  satis- 
factory to  the  doctor.  The  experience  with  Blue 
Cross  prepayment  hospitalization  plans  serves 
as  a good  introduction  to  the  Surgical  Plan.  The 
best  selling  is  done  by  the  patients  themselves. 
The  primary  objective  is  to  sell  the  application 
of  the  Plan,  not  necessarily  the  Plan  itself. 

Mention  the  sacrifice  and  unselfish  coopera- 
tion of  the  individual  hospitals  that  made  Bine 
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Cross  successful  which  will  help  the  doctor  to 
realize  that  the  medical  service  plan,  if  pat- 
terned after  Blue  Cross  experience  will  be  just 
as  successful  if  he  is  equally  cooperative  and 
broad-minded.  Fortify  him  against  the  irritat- 
ing cases  that  may  upset  him  much  more  than 
the  amount  of  fee  involved  would  indicate,  be- 
cause he  may  think  the  patient  is  taking  ad- 
vantage of  him  and  the  Plan.  That  is  the  time 
he  will  have  to  recall  the  broad  goal  of  prepay- 
ment medical  service  to  help  him  handle  a trou- 
blesome case  without  becoming  dissatisfied  with 
the  Plan  in  all  cases.  Remember  the  Plan,  by 
paying  a fair  fee,  also  eliminates  a good  many 
problem  cases  he  would  otherwise  have  in  pri- 
vate practice  because  of  inability  to  collect  any 
fee  at  all. 

Usually  the  doctor  can  be  induced  to  state 
what  the  goals  of  a voluntary  medical  service 
should  be.  I do  this  by  reference  to  the  Wagner- 
Murray-Dingell  bill  and  after  the  doctor  cools 
down,  I summarize  the  objective  of  the  Plan  he 
has  indicated  would  be  satisfactory  and  add  a 
point  or  two  of  my  own.  Any  Plan  should  aim : 

1.  To  provide  complete  surgical  service 
for  the  low  income  subscriber  in  case  of 
Colorado  Medical  Service  and'  to  benefit  all 
subscribers  in  any  case. 

2.  To  preserve  the  doctor-patient  rela- 
tionship by  a free  choice  of  physicians. 

3.  To  pay  the  surgeon  a fair  fee  for  his 
services  to  the  below  average  income  patient. 

4.  To  pay  out  all  money  received  for 
cases  except  overhead  and  reserve.  (The 
non-profit  principle  should  apply.) 

With  the  doctor  somewhat  mellowed  by  the 
satisfactory  objectives  and  principles  of  the 
Plan,  he  is  as  a rule  more  receptive  toward  the 
practical  side  of  the  interview. 

State  concisely  the  services  covered  by  the 
Plan.  For  example,  Colorado  Medical  Service 
covers  four  major  services  and  two  special 
services. 

1.  All  necessary  operative  (better  quali- 
fied as  “cutting”)  procedures  in  the  doc- 
tor’s office  or  in  the  hospital. 

2.  Treatment  of  fractures  and  disloca- 
tions. 

3.  Obstetrical  care  after  twelve  months 
joint  membership  of  husband  and  wife. 

4.  Anesthesia. 

The  special  services  are : 

Laboratory  services  up  to  $15.00  per  year. 
X-ray  services  up  to  $15.00  per  year. 


These  are  allowed,  provided  they  are  connect- 
ed with  and  performed  within  30  days  of  sur- 
gery. Point  out  any  restrictions.  For  example, 
Colorado  Medical  Service  does  not  provide  for 
x-ray  or  the  doctor’s  service  for  sprains  or 
bruises.  Unless  you  explain  why  this  is  neces- 
sary he  will  be  almost  as  irritated  as  the  patient 
by  a refusal  to  pay  in  such  a case. 

The  Plan  does  not  provide  payment  for  certain 
services — name  them  clearly.  In  Colorado  Medi- 
cal Service  we  do  not  pay  for : 

Medical — ( non-surgical ) services 
Home  Calls 
Dental  Surgery 
Cosmetic  Surgery 
Compensation  Cases. 

Be  ready  to  state  briefly  the  “Why”  of  any 
restriction  so  the  doctor  may  be  able  in  turn  to 
explain  the  necessity  and  reasonableness  of  it, 
to  the  patient. 

Any  practical  person,  no  matter  how  char- 
itable and  generous,  and  a doctor  as  a rule  is 
both,  is  still  interested  in  the  fees  paid  by  the 
Plan.  I usually  state  at  the  time  I hand  the  fee 
schedule  to  the  doctor  that  although  these  fees 
are  based  on  averages  of  many  cases,  they  are  not 
intended  as  representative  of  his  average  fees 
but  are  considered  by  his  Board  of  Trustees  as 
fair  average  fees  for  patients  with  incomes  be- 
low the  levels  set  by  the  Plan  and  entitled  to 
complete  coverage.  I always  point  out  the  fea- 
tures of  100%  collection  and  prompt  payment 
of  stated  fees.  If  the  doctor  still  seems  disap- 
pointed, I occasionally  resort  to  a practical  dem- 
onstration of  the  dollar  and  cents  value  of  100% 
collection  by  challenging  the  doctor  to  review 
the  accounts  of  10  recent  consecutive  patients 
who  had  the  same  surgery  and  to  compare  the 
amount  collected  from  these  ten  patients  with 
the  total  we  would  have  paid  promptly  if  they 
had  the  Surgical  Plan.  If  the  amount  we  would 
pay  does  not  equal  his  actual  collection,  I in- 
tend to  congratulate  him  as  a high  fee  doctor 
and  an  absolute  businessman — so  far  I have  not 
lost  a wager  and  the  doctor  is  appreciative 
enough  of  the  suggestion  of  change  some  of  his 
business  methods  for  better  ones.  Many  of  the 
doctors  state  they  will  hereafter  discuss  the  fee 
with  the  patient,  agree  to  a fair  fee,  and  collect 
all  of  it. 

Up  to  this  point  the  explanation  of  the  Plan 
has  centered  around  the  patient  who  by  income 
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limitation  is  entitled  to  complete  coverage.  The 
doctor  is  always  interested  in  case  the  subscrib- 
er is  the  bank  president  or  another  well-to-do 
patient.  We  have  been  more  troubled  by  mis- 
understandings between  the  doctor  and  the  over- 
income patient  than  with  the  one  clearly  enti- 
tled to  complete  coverage. 

Under  the  plan  of  Colorado  Medical  Service 
and  others,  there  are  two  types  of  patients- — 
those  that  fall  under  the  certain  income  limita- 
tions who  are  guaranteed  complete  payment  of 
their  surgical  fees  by  the  Plan,  and  others  whose 
incomes  are  higher  than  those  set  by  the  Plan. 
I explain  to  the  doctor  that  this  is  the  agreement 
he  is  asked  to  sign,  to  the  effect  that  he  will  ac- 
cept the  fee  allowed  by  Colorado  Medical  Service 
as  full  payment  for  his  surgery  for  patients  un- 
der the  income  limitations.  I explain  that  the 
subscriber  to  the  Surgical  Plan  who  draws  more 
income  than  the  stated  levels  is  subject  to  an 
additional  charge  if  the  doctor  wishes  to  make 
one.  The  amount  of  this  charge  is  entirely  up 
to  the  physician  and  his  patient.  It  is  well  to 
state  that  if  every  doctor  charged  every  patient 
that  was  over  the  income  level,  the  Plan  would 
fail.  The  doctor  must  realize  that  this  is  his 
Plan  and  that  if  he  desires  to  make  an  addi- 
tional charge’  it  should  be  made  only  of  those 
patients  that  he  is  sure  can  pay  the  additional 
amount  and  further  must  be  reasonable  not  only 
in  his  own  opinion  but  in  the  opinion  of  the  pa- 
tient. He  may  know  that  his  services,  time  and 
responsibility  in  the  case  warrant  a much  higher 
fee1  but  unless  he  can  present  that  fact  to  his 
patient  so  that  the  patient  feels  this  is  reason- 
able, any  additional  charge  is  exorbibtant  so  far 
as  the  patient  is  concerned.  The  doctor  must  be 
a good  salesman  and  he  must  be  sure  his  patient 
feels  the  charge  is  reasonable.  This  applies  in 
private  practice  as  well  as  under  the  Plan.  Very 
tactfully  1 point  out  to  each  new  participating 
physician  that  in  our  plan  the  subscriber  is  one 
of  a group  of  ten  employees  as  a minimum  be- 
cause of  our  enrollment  regulations.  If  his  surgi- 
cal plan  patient  is  well  satisfied  with  his  services 
that  fact  is,  as  a rule,  known  almost  at  once  to 
the  other  nine  members  of  his  group  and  their 
families.  Each  doctor  realizes  that  new  patients 
come  from  his  precious  satisfied  patients  and 
this  information  has  a potent  effect  upon  the 
manner  in  which  he  handles  the  over-income  pa- 
tient because  he  realizes  that  one  dissatisfied 


Surgical  Plan  patient  can  also  discourage  the 
other  employees.  This  should  never  be  a threat, 
of  course,  but  should  be  mentioned  to  empha- 
size the  danger  of  over-charging  the  subscriber 
who  is  only  a small  amount  above  the  income 
level. 

I always  plan  to  take  enough  time  at  the  end 
of  the  interview  to  demonstrate  to  the  doctor 
and  if  possible  to  his  secretary,  the  importance 
of  properly  filling  in  the  report  form  for  pay- 
ment. I can  explain  at  this  time  several  policies 
that  are  not  generally  known.  For  example,  in 
multiple  operations  the  full  fee  is  paid  for  the 
major  surgery  but  only  half  of  the  stated  fee  is 
allowed  for  the  secondary  surgery.  I always  urge 
the  doctor  and  the  secretary  to  ask  each  surgi- 
cal patient  if  he  has  the  Colorado  Medical  Serv- 
ice Plan  before  the  surgery  is  done,  and  if  so 
at  that  time  to  have  an  understanding  either  that 
the  fee  allowed  by  the  plan  will  pay  the  surgery 
in  full  or  if  there  is  to  be  an  additional  fee  from 
the  over-income  patient  that  the  amount  be 
agreed  to  before  service  is  rendered.  Our  only 
difficult  problem  cases  arose  because  this  prac- 
tice was  not  followed.  I often  suggest  that  the 
doctor  say  to  the  patient  that  he  is  glad  that  he 
has  the  Surgical  Plan  because  it  is  of  real  help. 
If  he  hesitates  to  ask  the  income  level  or  the  pa- 
tient does  not  offer  it,  he  may  approach  this 
delicate  subject  in  several  ways.  From  my  ex- 
perience with  many  over-income  patients  l find 
they  are  appreciative  of  the  doctor  who  first 
states  his  fee  usually  is  a certain  amount,  say 
$100.00,  that  the  Plan  pays  a certain  fee  for  the 
procedure,  say  $75.00  and  that  the  difference  is, 
for  example  $25.00.  By  establishing  a sort  of 
ceiling  of  charge,  the  doctor  can  then  ask  what 
is  the  financial  situation  and  the  salary  of  the 
subscriber  and  adjust  the  difference  in  fee,  if 
he  is  above  income,  to  one  that  he  can  and  is 
willing  to  pay.  If  the  subscriber  is  below  the 
income  level,  the  doctor  can  state  that  the  bill 
is  paid  in  full  by  the  Surgical  Plan.  It  may 
seem  bold  to  tell  the  doctor  that  he  may  charge 
any  fee  he  wishes  to  the  patient  who  is  above 
the  income  level  without  having  this  privilege 
abused.  However,  lie  has  that  same  privilege  in 
private  practice  and  the  majority  of  doctors 
render  fees  his  patients  are  able  to  pay  and  to 
pay  willingly.  The  doctor  is  restricted  by  the 
practice  of  other  doctors  in  the  community  and 
by  his  own  conscience  to  a reasonable  fee. 
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With  a fair  idea  of  the  principles  of  the  Plan 
and  its  application,  the  doctor  usually  asks  indi- 
vidual questions  and  gives  the  reprsentative  an 
opportunity  to  further  stress  the  extreme  im- 
portance of  getting  the  financial  question  set- 
tled before  surgery  is  done.  If  this  is  practiced 
the  misunderstandings  are  minimal  in  number 
and  severity.  The  doctor  becomes  more  and 
more  satisfied  as  his  experience  accumulates.  I 
often  say  that  if  his  first  five  cases  are  uncom- 
plicated, he  will  be  a booster,  but  if  his  first 
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A New  Order  For  The  A,  M.  A. 

In  an  attempt  to  streamline  the  machinery 
which  is  operating  the  American  Medical  Asso- 
ciation, the  House  of  Delegates  employed  Ray- 
mond T.  Rich  and  Associates,  Public  Relations 
Council  of  New  York,  to  make  an  exhausted 
study  of  A.  M.  A.  public  relations  and  policies. 
The  presentation  of  this  report  to  the  A.  M.  A. 
House  of  Delegates  in  San  Francisco  by  Dr.  R. 
L.  Sensenich,  Chairman  of  the  A.  M.  A.  Board 
of  Trustees’  was  the  highlight  of  the  House  of 
Delegates  session.  As  the  recommendations, 
made  by  this  study,  unwind  and  are  put  in  op- 
eration, much  will  be  heard  of  this  so-called 
“Rich  Report."’  In  brief,  the  work  of  the 
A.  M.  A.  will  be  divided  into  three  major  fields ; 
namely,  medical  science,  medical  economics,  and 
public  relations.' 

The  recommendations  made  for  the  field  of 
Medical  Science  are  (1)  to  dramatize  to  the  pub- 


case  is  unusually  difficult,  he  will  be  hypercrit- 
ical of  the  Plan. 

Many  new  or  young  doctors  ask  for  help  in 
establishing  a fair  fee  schedule  for  their  private 
cases  and  usually  do  set  up  an  accounting  sys- 
tem that  applies  to  Plan  cases  as  well  as  private 
cases.  Any  suggestion  that  tends  to  fit  the  sur- 
gical plan  case  into  the  same  routine  as  the  pri- 
vate case  is  good.  I like  to  have  the  Surgical 
Plan  patient  be  considered  the  same  as  any  other 
patient,  but  with  all  his  bills  prepaid. 


lie,  the  progress  of  scientific  medicine,  to  pre- 
sent positive  proof  that  America  lias  the  best 
system  of  Medicine  on  the  face  of  the  earth,  and 
to  emphasize  what  the  Association  is  doing  to 
advance  their  progress.  This  is  to  be  done  by  the 
editor  through  the  pages  of  the  Ilygeia  which 
should  be  vitalized  and  expanded.  It  was  point- 
ed out  that  this  Journal  has  been  handicapped 
by  paper  shortage  and  lack  of  personnel  during 
the  war,  and  has  had  to  reject  50,000  subscrip- 
tions. 

In  the  field  of  Medical  economics,  it  was 
pointed  out  that  specialists  in  Medical  Science 
could  not  be  expected  to  be  masters  also  in  the 
field  of  economics.  Therefore,  the  services  of 
the  most  competent  lay  economist  possible  should 
be  employed.  It  will  be  the  duty  of  this  em- 
ployee to  make  future  presentations  along  this 
line  to  legislative  committees  and  lay  organiza- 
tions. 

The  last  recommendation  in  the  Rich  Report, 
and  perhaps  the  most  important,  is  the  creation 
of  a separate  department  of  Public  Relations 
under  the  direction  of  a Public  relations  expert 
directly  responsible  to  the  General  Manager  and 
Secretary  of  the  A.  M.  A.  This  new  member 
would  be  the  chief  interpreter  of  the  policies  of 
the  A.  M.  A.  to  the  public.  With  the  adoption 
of  a national  health  program,  incuding  a na- 
tionwide distribution  of  Medical  care  based  on 
prepaid,  non-profit,  voluntary  insurance  plans, 
as  its  greatest  asset,  that  a much  more  appreci- 
ated attitude  of  the  public  toward  the  efforts 
and  contributions  of  the  American  Medical  As- 
sociation would  be  established. 

As  a result  of  these  changes  which  were  adopt- 
ed unanimously  by  the  House  of  Delegates  the 
name  of  the  Council  on  Medical  Service  and  Pub- 
lic Relation  will  be  changed  to  the  Council  on 
Medical  Service.  It  is  the  urgent  hope  of  the 
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Medical  profession  in  general  that  these  new 
suggested  recommendations  are  workable,  that 
capable  experts  for  the  department  of  econo- 
mics, and  the  department  of  public  relations  can 
be  secured,  and  that  full  cooperation  be  given 
by  those  responsible  for  the  execution  of  this 
new  order. 


Jn  ifflmnrtam 

Dr.  Charles  Samuel  Kibler,  56,  one  of  the 
outstanding  internal  medicine  physicians  in  the 
nation,  died  at  7 :30  a.  m.  February  25,  in  his 
home  in  Colonia  Solana,  Tucson.  Death  was  due 
to  a coronary  thrombosis  and  came  suddenly. 
His  colleagues  consider  him  a war  casualty,  due 
to  overwork  during  the  war  period  when  there 
was  a shortage  of  physicians. 

“He  was  an  outstanding  internist  in  the 
United  States  and  his  advice  was  much  sought 
in  consultations,”  said  Dr.  George  L.  Dixon, 
president  of  the  Pima  County  Medical  Society 
of  which  Dr.  Kibler  was  president. 

“His  passing  will  be  a great  loss  to  medicine 
in  Tucson  particularly  because  of  his  interest 
in  the  local  hospitals  and  in  better  medicine. 
In  the  management  of  the  three  local  hospitals, 
his  primary  object  ever  was  the  good  of  the  pa- 
tient, ’ ’ continued  Dr.  Dixon. 

Here  25  Years 

Dr.  Kibler,  who  came  to  Tucson  in  1921,  was 
active  not  only  in  the  county  medical  society, 
but  in  the  Arizona  State  Medical  Society.  He 
was  one  of  the  leaders  in  the  formation  and 
operation  of  the  medical  staffs  of  St.  Mary’s, 
the  Pima  County  hospital,  and  last  year  was 
president  of  the  first  staff  named  for  the  Tuc- 
son Medical  Center,  which  he  continued  to 
serve  this  year  as  a member  of  the  advisory 
board. 

He  was  a fellow  of  the  American  College  of 
Physicians,  a member  of  the  American  Heart 
Association,  a certified  member  of  the  American 
Medical  Association  and  of  the  American  Col- 
lege of  Chest  Physicians.  In  his  work  with  in- 
ternal medicine  he  specialized  in  heart  diseases 
and  was  considered  a brilliant  diagnostician. 

He  was  born  July  25,  1889,  in  Newark,  Ohio, 
a son  of  Mr.  and  Mrs.  Edward  Kibler.  His  fath- 
er, now  dead,  was  an  attorney  and  served  as 
a member  of  the  Ohio  state  code  commission. 


DR.  C.  S.  KIBLER 


Dr.  Kibler  was  educated  in  Newark  schools, 
was  graduated  from  Ohio  State  University  in 
1912  and  th  Rush  Medical  College  of  the  Uni- 
versity of  Chicago  in  1914. 

Served  in  War  I 

Dr.  Kibler  spent  a year  and  a half  as  an  in- 
terne in  the  Cook  County  hospital,  Chicago,  and 
practiced  medicine  for  a year  after  that  in  Chi- 
cago. He  was  commissioned  a captain  in  the 
U.  S.  Army  during  World  War  I and  was  sta- 
tioned at  the  base  hospital  at  Camp  Sheldon, 
where  he  served  until  the  end  of  the  war. 

In  1918,  Dr.  Kibler  married  Miss  Helena 
Jab  like,  daughter  of  the  late  Mr.  and  Mrs.  Ru- 
dolph Jalinke  of  Los  Angeles.  In  1921  he  came 
to  Tucson  to  join  Dr.  Meade  Civile  and  Dr.  Sam- 
uel II.  Watson  in  practice  and  had  been  affili- 
ated with  them  since  then  in  the  Tucson  Clinic 
on  South  Scott  Street. 

He  was  the  author  of  many  articles  carried  in 
national  medical  journals  during  the  years  of 
his  practicing  in  Tucson.  . 

Em  inent  Ph  ysician 

Dr.  Kibler  was  an  eminent  member  of  the  Ari- 
zona State  Medical  Association;  beloved  by 
those  in  intimate  touch  with  him,  admired  and 
respected  by  all  who  brushed  shoulders  with 
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him.  He  had  a deep  interest  in  the  activities 
and  problems  of  organized  medicine,  as  well  as 
in  professional  medicine.  He  was  frequently  a 
member  of  the  House  of  Delegates  from  Pima 
Society  and  gave  studious  attention  and  con- 
structive support  to  the  business  of  the  Associa- 
tion. His  contributions  to  the  scientific  pro- 
grams were  always  outstanding,  but  whether  he 
was  on  the  program  or  not  lie  would  always 
be  found  listening  attentively  to  the  various 
contributions  whether  they  were  concerned  with 
his  special  field  of  practice  or  not.  He  was 
busily  engaged  with  preparing  the  scientific 
details  for  the  Arizona  Section  of  the  American 
Chest  Physicians  which  was  to  convene  concur- 
rently with  the  Annual  Meeting  of  our  As- 
sociation when  death  overtook  him. 

We  pay  sincere  tribute  to  Dr.  Charts  S.  Kib- 
ler — a true  physician. 


Office  of  the  Surgeon  General 

STUDIES  AT  DUKE  UNIVERSITY  CAST 
NEW  LIGHT  ON  FILTERABLE  VIRUS 
The  filterable  virus,  probably  man’s  most 
deadly  enemy,  is  a highly  complex  structure. 

New  light  on  the  nature  of  the  almost  infini- 
tesimally minute  things  which  are  responsible 
for  some  of  the  most  dreaded  human  and  ani- 
mal diseases  has  been  obtained  from  studies  at 
Duke  University,  according  to  a report  just 
made  to  the  Office  of  the  Surgeon  General  of 
the  Army  under  whose  direction  experimental 
work  was  conducted  during  the  war. 

The  viruses  have  diameters  of  only  a few  mil- 
lionths of  a millimeter.  They  are  far  below  the 
limits  of  the  most  powerful  optical  microscope. 
Through  use  of  the  electron  microscope  and  mi- 
crochemical techniques,  however,  it  was  pos- 
sible for  the  Duke  investigators  to  obtain  con- 
siderable information. 

They  are  so  minute  that  there  has  been  some 
question  as  to  whether  they  are  actual  living 
things,  or  large  molecules  somehow  endowed 
with  the  ability  to  reproduce  themselves. 

But,  says  Dr.  Joseph  W.  Beard  who  was  in 
charge  of  the  Duke  investigations  under  the 
Army : ‘ ‘ These  particles  cannot  be  molecules. 
They  are  of  very'  complex  structure  and  appar- 
ently are  enclosed  in  a membrane.  ’ ’ 

The  studies  were  made  on  two  viruses — one  of 


which  causes  a disease  of  rabbits  known  as  papil- 
loma and  the  other  the  human  malady  vaccinia 
— and  one  of  the  bacteriophages,  which  are 
quite  similar  organizations.  These  were  simpled 
to  study  than  the  infuenza  viruses  which  were 
the  ultimate  objectives  of  the  Duke  investiga- 
tions. It  was  felt  that  any  knowledge  of  viruses 
in  general  ultimately  might  prove  of  value. 

The  bacteriophage  especially  looked  like  an 
ultramicroscopic  tadpole.  It  has  a well-defined 
head  and  a stubby  tail.  The  papilloma  virus 
was  spheroidal  in  shape,  while  the  vaccinia  or- 
ganism was  like  a flattened  disk  with  denser  in- 
ternal material  bulging  beneath  the  surface  of 
its  “skin.” 

Other  tests  showed  that  these  viruses  were  a 
little  more  than  half  water.  The  chemical  com- 
position of  the  bacteriophage  consisted  of  a mix- 
ture  of  proteins  and  lipoids,  or  basic  constitu- 
ents of  fats,  in  association  with  a high  content 
of  nucleic  acids,  very  complex  compounds  found 
in  the  nucleii  of  all  living  cells.  The  chief  ele- 
ment was  carbon — about  42  per  cent.  There  also 
were  considerable  amounts  of  nitrogen  and  phos- 
phorus. The  diameter  of  the  papilloma  virus 
was  found  to  be  about  65  thousandths  of  a mil- 
limeter. 

The  work  has  just  been  reported  through  the 
Army  Epidemiological  Board. 


Communications 

Dr.  Meade  Clyne,  Chairman 
Industrial  Relations  Committee 
Arizona  State  Medical  Association. 

Dear  Doctor  Clyne : 

In  order  to  expedite  the  processing  of  claims, 
the  Commission  has  found  it  necessary  to  re- 
quest the  initial  report  of  the  attending  physi- 
cian be  mailed  in  duplicate  directly  to  the 
Claims  Department  of  The  Industrial  Commis- 
sion of  Arizona,  Annex  Building,  Phoenix-  Ari- 
zona, instead  of  mailing  these  reports  to  the 
Medical  Advisor  in  the  Professional  Building. 

We  will  appreciate  your  cooperation  and  ad- 
vising the  members  of  your  association  of  this 
new  procedure. 

Yours  very  truly, 

THE  INDUSTRIAL  COMMISSION 
OF  ARIZONA 

By:  Ray  Gilbert,  Chairman. 
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COMMITTEES 

Scientific 

Cancer  Control — E.  Payne  Palmer  (1949),  Phoenix;  R.  Lee  Fos- 
ter (1948),  Phoenix;  A.  L.  Lindberg  (1947).  Tucson;  D.  W. 
Kittredge  (1948),  Flagstaff;  Jos.  P.  McNally  (1949),  Prescott. 
History  and  Obituaries — Hal  W.  Rice.  Historian,  Bisbee;  C.  E 
Yount,  Sr.,  Prescott;  Frank  J.  Milloy,  Phoenix.  (No  terms 
of  office  are  designated  in  By-laws  for  this  committee.) 
Industrial  Health — E.  P.  Jolley  (1949),  Jerome:  Kenneth  A. 

Herbst  (1948),  McNary;  John  D.  Hamer  (1947),  Tiger. 
Maternal  and  Child  Health — B P.  Storts  (1949),  Tucson:  B.  L. 

Steward  (1948),  Florence;  L.  Clark  McVay  (1947),  Phoenix. 
Orthopedics — Jas.  M.  Ovens  (1949),  Phoenix;  F.  M.  Findlay 
(1948),  Kingman;  Jas.  Lytton-Smith  (1947),  Phoenix. 
Scientific  Assembly — Preston  T.  Brown.  President-elect  and 
Committee  Chairman  (1947),  Phoenix;  H.  T.  Southworth 
(1949),  Prescott;  Carl  H.  Gans  (1947).  Morenci;  Robert  E. 
Hastings  (1948),  Tucson. 

Scientific  Education  and  Postgraduate  Activities — Wm.  G. 
Ure  (1949),  Tucson;  E.  A.  Born  (1948),  Prescott;  A.  I. 
Podolsky  (1947),  Yuma. 

Syphils  and  Social  Diseases — E.  Payne  Palmer,  Jr.  (1949),  Phoe- 
nix; C.  C.  Creighton  (1948),  Cottonwood:  L.  H.  Howard 
(1947),  Tucson. 

Tuberculosis  Control — Ed  J.  Nagoda  (1949),  Tucson;  E W. 
Phillips  (1948),  Phoenix;  Jas.  H.  Allen  (1947),  Prescott. 

Non-Scientific 

Auxiliary  Advisory — Esther  M.  Closson  (1949),  Tucson;  Florence 
B.  Yount  (1948),  Prescott;  Geo.  RT.  Barfoot  (1947),  Kingman. 
Editing  and  Publishing — Jesse  D.  Hamer  (1949),  Phoenix;  R. 

Lee  Foster  (1948),  Phoenix;  Walter  Brazie  (1947),  Kingman. 
Industrial  Relations — Jas.  Lytton-Smith,  Phoenix;  Meade  Clyne. 
Tucson;  A.  C.  Carlson,  Cottonwood;  J.  B.  Littlefield,  Tuc- 
son; O.  E.  Utzinger,  Ray  (Members  of  this  committee  are 
subject  to  annual  appointment.) 

Medical  Defense — D.  F.  Harbridge  (1949)  Chairman,  Phoenix: 
A C.  Carlson  (1948),  Cottonwood;  John  W.  Pennington 
(1947),  Phoenix. 

Medical  Economics — Meade  Clyne  (1949),  Tucson;  Jos.  M.  Greer 
(1948),  Phoenix;  Robt.  S.  Flinn  (1947),  Phoenix. 

Public  Health  Education — Paul  H.  Case  (1949),  Phoenix;  Joseph 
Saba  (1948),  Bisbee;  John  F.  Stanley  (1948),  Yuma;  M.  W. 
Merrill  (1947),  Phoenix. 

Public  Policy  and  Legislation — Jesse  D Hamer  (1949),  Phoenix; 
Walter  Brazie  (1948),  Kingman;  Charles  A.  Thomas  (1947), 
Tucson. 

State  Health  Relations— Donald  F.  Hill  (1949),  Tucson;  E.  Henry 
Running  (1948),  Phoenix;  Louis  G.  Jekel  (1947).  Phoenix. 


Clinical  Pathological 
Conferenced 

ANNUAL  MEETING,  ARIZONA  STATE 
MEDICAL  ASSOCIATION 
From  the  Baylor  University  College  of  Medicine 
Thursday,  May  2’  1946 

A white  school  girl,  aged  10  years,  was  admit- 
ted to  the  hospital  complaining  of  dizziness, 
weakness  of  the  left  leg,  and  inability  to  talk  or 
swallow.  She  had  whooping  cough  at  the  age  of 
six  and  measles  at  the  age  of  nine  years.  Other- 
wise she  had  been  well  until  two  months  before 
admission,  at  which  time  her  parents  noticed 
that  she  began  to  do  poorly  in  her  school  work. 
Three  weeks  later  they  also  had  noted  that, 
while  walking,  her  left  arm  was  flexed  at  the 
elbow,  with  fingers  partially  flexed.  Normal 
voluntary  movement  had  been  retained  for  a 
few  days,  after  which  there  had  been  a marked 
decrease  in  function  of  the  left  arm.  About  tliis 
time  sbe  had  bad  difficulty  with  her  left  leg, 
which  had  caused  her  to  stumble.  She  had  a 
tendency  to  fall  to  the  left  and  had  carried  her 
head  to  the  left,  with  the  left  angle  of  her  mouth 
drooping.  Her  tongue  had  deviated  to  the  left 
on  protrusion.  Sbe  complained  of  dizziness 
which  bad  become  constant.  Fever  had  been 
present,  but  no  chills,  nausea,  or  vomiting.  She 
had  been  in  bed  for  three  weeks.  While  in  bed 
the  symptoms  had  increased.  Her  appetite  was 
good  but  constipation  developed.  Frequency  of 
urination  appeared  but  only  small  quantities  of 
urine  at  each  urination.  Both  parents  and  her 
two  brothers  were  living  and  well. 

Physical  examination  revealed  a pale,  acutely 
ill,  comatose,  white  child.  Her  pupils  were  di- 
lated, the  left  being  more  so  than  the  right.  The 
reaction  to  light  was  sluggish.  Nystagmus  was 
not  present,  but  the  eyeballs  moved  continuous- 
ly. The  ears  and  nose  were  normal.  The  left 
corner  of  the  mouth  was  lower  than  that  of  the 
right  and  she  did  not  open  her  mouth  widely. 
The  tongue  deviated  to  the  neck  was  not  stiff. 
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The  right  sternomastoid  muscle  was  lax.  The 
thorax  was  bilaterally  symmetrical'  respirations 
were  deep  and  apparently  required  effort.  The 
lungs  revealed  no  abnormal  dullness,  and  the 
breath  sounds  were  normal.  The  heart  was  not 
enlarged,  the  point  of  maximum  impulse  was  in 
the  fifth  left  interspace  medial  to  the  left,  mid- 
clavicular  line.  Tt  was  regular  in  rhythm  and 
the  sounds  were  normal.  The  only  abnormal 
finding  in  the  examination  of  the  abdomen  was 
the  absence  of  the  abdominal  reflexes.  Examin- 
ation of  the  extremities  revealed  some  rigidity 
of  the  muscles  of  all  extremities.  The  right 
arm  was  extended  and  the  left  arm  was  flexed 
at  the  elbow.  Biceps  and  triceps  reflexes  were 
hyperactive  bilaterally.  The  legs  were  extend- 
ed and  there  was  some  resistance  to  flexion  of 
the  ankles.  Both  feet  Avere  plantar  flexed.  Ba- 
binski  was  positive  on  both  sides.  The  knee  jerks 
were  greatly  accentuated  on  the  left  and  there 
Avas  marked  ankle  clonus  on  the  left.  The  ar- 
teries of  these  extremities  pulsated  normaly.  The 
findings  in  a neurological  examination  were : 

Cranial  Nerves  I.  Optic  atrophy  and  dilated 
pupils, 

III,  TV,  & VI.  Difficulty  i n conjugate 
deviation  to  right, 

V.  Inability  to  open  or  close 
jaws, 

VII.  Reflexly  closes  eyes  but 
cannot  contract  lower  face 
on  both  sides, 

VIII.  Apparently  hears, 

IV  & X.  Inability  to  swallow, 

XI.  Laxness  of  right  sternomas- 
toid but  can  raise  head, 
XII.  Inability  to  protrude 
tongue. 

Motor  Spasticity  generalized,  with  Hoffman 
sign  positive  on  the  left  and  clonus  and  Babin- 
ski  present  unilaterally. 

Sensory  Apparently  no  pain  or  sensory  dis- 
turbance. 

Meningeal  No  stiff  neck. 

Visceromotor  Incontinence  of  urine. 

Midbrain,  etc.  Extreme  thirst  and  appetite 
but  no  nystagmus  or  obvious  vertigo.  No  color 
changes  apparent  nor  sweating. 

Temperature  was  101.2  F.,  pulse  rate  AAras  112, 
and  respiratory  rate  was  24. 

A blood  examination  revealed  10.9  gms.  hemo- 
globin, 5,420,000  erythrocytes,  25,150  leucocytes, 


with  61%  segmented  forms,  23%  band  forms. 
15%  lymphocytes,  and  1%  mononuclears.  Blood 
Wassermann  and  Kahn  tests  were  negative.  A 
urine  examination  revealed  specific  gravity  of 
1.036,  with  acid  reaction  and  no  abnormal  find- 
ings or  formed  elements.  Subsequent  examina- 
tions revealed  specific  gravity  of  1.015  and  1.017 
The  spinal  fluid  Avas  clear,  colorless,  contained 
six  mononuclear  cells,  20  mgs.  of  total  protein, 
and  a slightly  decreased  sugar  content  No  or- 
ganisms were  seen  a culture  was  negative. 

While  in  the  hospital  her  temperature  Avas 
usually  near  100  degrees  F.,  with  only  an  occa- 
sional wide  fluctuation.  Her  pulse  rate  Avas 
usually  between  110  and  120,  and  her  respira- 
tory rate  Avas  between  20  and  24.  Nasal  feed- 
ings were  necessary.  On  the  third  day  a leuco- 
cyte count  was  12,100  with  59%  segmented 
forms,  23%  band  forms,  2%  eosinophil es,  15% 
lymphocytes,  and  1%  mononuclears.  Only  one 
other  count  was  recorded,  that  being  on  the 
12th  day,  when  the  hemoglobin  was  11.2  gms., 
leucocyte  count  of  8,400  with  64%  segmented 
forms,  14%  band  forms,  1%  eosinophiles,  and 
21%  lymphocytes.  Urinalysis  on  this  day  re- 
vealed acid  reaction,  with  a moderate  number 
of  white  blood  cells,  some  of  which  were  in 
clumps. 

A roentgen-ray  examination  Avas  reported  as 
folloA\fs:  “Films  made  of  the  skidl  in  the  stereo- 
lateral  and  in  the  PA  and  AP  plane  sIioav  the 
dorsal  sella  to  be  normal.  There  is  thinning  of 
the  entire  cranial  vault,  measuring  less  than 
one-fourth  inch  throughout  most  of  its  course. 
There  is  a marked  mottling  and  depression 
throughout  the  entire  inner  table,  but  there  is 
no  separation  of  the  suture  lines  visible  at  this 
time.  The  dorsal  sella,  as  previously  stated,  does 
not  sIioav  erosion  of  any  type.  The  patient  has 
a nasal  tube  in  place  and  the  films  are  not  good' 
due  to  the  inability  of  the  patient  to  cooperate. 

After  several  days  in  the  hospital,  she  ap- 
peared to  improve.  She  made  some  effort  at 
speaking  and  appeared  to  understand  spoken 
Avords.  There  was  also  some  return  of  voluntary 
muscular  movement  and  of  deglutition.  The 
improvement  was  temporary,  however,  and 
manifestations  increased  in  intensity.  She  be- 
came lethargic  and  the  muscular  rigidity  be- 
came more  generalized.  Breathing  became  la- 
bored, the  temperature  rose  to  104  degres  F., 
and  the  pulse  rose  to  140  beats  per  minute.  Con- 
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elusive  seizures  appeared.  Again  there  was  slight 
temporary  improvement,  but  at  no  time  was  she 
mentally  clear.  She  finally  become  cyanotic,  the 
respirations  became  rapid,  and  the  reflexes  be- 
came diminished  or  absent.  She  died  on  the  32nd 
day  in  the  hospital. 

AMATOMICAL  DIAGNOSES 

Tumor  of  Base  of  the  Brain  Involving  the 
Cerebral  Peduncles  (Astrocytoma) 

Multiple  Abscesses  of  Right  Lung  with  Adja- 
cent Consolidation 

Passive  Hyperemia  of  Dependent  Portions  of 
Right  Lung 

Acute  Bronchitis 

Acute  Cystitis 

Acute  Pyelitis 

Slight  Hydronephrosis  and  Hvdroureter 

Small  Renal  Calculus. 

Stall  Aleeting* 

ST.  MARY’S  HOSPITAL.  TUCSON 

April  16,  1946 

1.  Sarcoid — Case  Report — Dr.  N.  Gro, 

2.  Coccidioidomycoses  — Case  Report  — Dr. 
R.  A.  Wilson. 

May  21,  1946 

1.  Hodgkin’s  Disease — Dr.  J.  B.  Littlefield. 

June  18,  1946 

1.  Myelogenous  Leukemia  - — Case  Report — 
Dr.  C.  M.  Witzbergr. 

GOOD  SAMARITAN  HOSPITAL,  PHOENIX 

April  22,  1946 

1.  Diaphragmatic  Hernia — Dr.  D.  W.  Melick. 

2.  Trauma  to  Elbow  — Functional  Result 
Dr.  S.  F.  Hartman. 

May  27,  1946 

1.  Spinal  Cord  Tumor — Dr.  Henry  G.  Wil- 
liams. 

ST.  JOSEPH’S  HOSPITAL,  PHOENIX 
February  8,  1946 

1.  A New  Method  of  Treating  Carbuncles — 
Dr.  Thos.  H.  Bate. 

2.  A Technical  Cause  for  False  Positive 
Cephalin  Flocculation — Dr.  J.  Coffey. 

3.  Case  of  Carcinoma  of  the  Stomach — Dr. 
Thos.  Munson. 

May  10,  1946 

1.  Subdural  Hematoma  with  a case  report— 
Dr.  H.  G.  Williams. 


2.  Contact  Lens — with  demonstration- — Dr. 
Paul  Case. 

3.  Benedryl  — Pharmacological  Properties 
and  Clinical  Summary- — Dr.  Thomas  Munson. 

ST.  MONICA’S  HOSPITAL,  PHOENIX 
April  10,  1946 

1.  Discussion  of  Burn  Cases  — Dr.  Thomas 
Bate. 

May  15,  1946 

1.  Presentation  of  a Case  of  Coarctation  of 
the  Aorta — Dr.  George  Enfield. 

June  11,  1946 

1.  Rheumatoid  Arthritis — Dr.  S.  K.  Conner. 

2.  Presentation  of  Case  of  Rare  Clinical 
Syndrome — Dr.  A.  T.  Willson. 

PIMA  COUNTY  MEDICAL  SOCIETY, 
TUCSON 
May  11,  1946 
Scientific  Program 

1.  “Anesthesia  for  Bronchoscopy”  — Dr.  L. 
L.  Titche. 

2.  “Diet  in  Internal  Medicine” — Dr.  Charles 
A.  Janda. 

3.  “Cystic  Disease  of  the  Lung” — Col.  J.  P. 
Drozda. 

Illlllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllltllllllllllllllllllllllltllllll 


Woman  i (Auxiliary 

to  the 

ARIZONA  STATE  MEDICAL  ASSOCIATION 
OFFICERS  — 1946.47 

President  — Mrs.  Hervey  Faris. Tucson 

President-elect  • — Mrs.  Harry  Southworth  Prescott 

Vice  President  — Mrs.  Thomas  ,H.  Bate ..._ Tucson 

Vice  President  — Mrs.  Joy  A.  Omer Tucson 

Recording  Secretary  — Mrs.  Louis  G.  Jekel Phoenix 

Corresponding  Secretary  — Mrs.  Charles  E.  Starns .Tucson 

Treasurer  — Mrs.  Karl  Harris Phoenix 

DIRECTORS 

Mrs.  Edward  M.  Hayden  ... Tucson 

Mrs.  James  H.  Allen JPrescott 

Mrs.  Paul  Henry  Case Phoenix 

COMMITTEE  CHAIRMAN 

Health  — Mrs.  C.  R.  Swackhamer  Superior 

Legislative  — Mrs.  Wm.  F.  Schoffman Phoenix 

National  Board  — Mrs.  Jessie  D.  Hamer Phoenix 

Public  Relations  — Mrs.  George  L.  Dixon Tucson 

Publicity  — Mrs.  Thomas  A.  Hartgraves Phoenix 

Bulletin  — Mrs.  J.  L.  Donahue _ Tucson 

Hygeia  — Mrs.  Ludwig  Lindberg Tucson 

Historian  — Mrs.  George  B.  Irvine Tempe 

OFFICERS  of  the  WOMAN'S  AUXILIARY 
to  the  AMERICAN  MEDICAL  ASSOCIATION 
for  the  year  1946-47 

President — Mrs.  Jesse  D.  Hamer..  . Phoenix,  Arizona 

President-elect — Mrs.  Eustace  A.  Allen Atlanta,  Georgia 

1st  Vice  President — Mrs.  David  B.  Allman,  Atlantic  City,  N.  J. 

2nd  Vice  President — Mrs.  Leo  Schaefer Salina,  Kansas 

3rd  Vice  Pres. — Mrs.  E.  Arthur  Underwood.  Vancouver,  Wash. 
4th  Vice  Pres. — Mrs.  John  P.  Helmick  Fairmont,  W.  Virginia 

Treasurer — Mrs.  Harold  Wahlquist Minneapolis,  Minnesota 

Constitutional 

Secretary — Mrs.  William  J.  Butler.  Grand  Rapids.  Michigan 

Directors — Mrs.  James  P.  Simonds Chicago,  Illinois 

Mrs.  A.  A.  Herold Shreveport,  Louisiana 

Mrs.  Ralph  B.  Eusden  Long  Beach,  California 
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LADIES  ATTENDING  LUNCHEON  IN  HONOR  OF  PRESIDENT  AND  PRESIDENT-ELECT 


Standing  Left  to  Right: 

Mrs.  O.  O.  Williams.  Phoenix.  Arizona 
Mrs.  Charles  W.  Suit,  Phoenix,  Arizona 
Mrs.  George  K.  Rogers,  Phoenix,  Arizona 
Mrs.  Henry  G.  Williams,  Phoenix,  Arizona 
Mrs.  Thomas  A.  Hartgraves,  Phoenix,  Arizona 
Mrs.  Lewis  G.  Jekel,  Phoenix,  Arizona 

Mrs.  Hervey  S.  Paris,  Tucson,  Arizona  (President  of  Wom- 
an’s Auxiliary  to  the  Arizona  State  Medical  Association) 


Seated  Left  to  Right: 

Mrs.  J.  D.  Hamer,  President-elect  of  the  Woman's  Auxiliary 
to  the  American  Medical  Association 
Mrs.  David  W.  Thomas,  President  of  the  Woman's  Auxiliary 
to  the  American  Medical  Association 
Mrs.  Leslie  B.  Smith,  Phoenix,  Arizona 
Mrs.  Harry  J.  Pelch,  Phoenix,  Arizona 
Mrs.  Matthew  S.  Cohen,  Phoenix,  Arizona  ■ 

Mrs.  Charles  A.  Thomas,  Tucson,  Arizona 


These  ladies  attended  the  luncheon  as  a delegation  from  Arizona  to  honor  Mrs.  J.  D.  Hamer. 


The  Inaugural  Address  of  the  annual  meet- 
ing- of  the  Woman’s  Auxiliary  to  the  Ameri- 
can Medical  Association  is  reprinted  in  the  July 
issue  of  Arizona  Medicine,  Auxiliary  section, 
through  the  courtesy  of  the  National  Auxiliary 
Bulletin. 

Tn  the  August  issue  of  the  Bulletin  of  the 
Woman’s  Auxiliary  a full  report  of  the  23rd 
annual  convention  will  be  carried,  with  the  ad- 
dresses of  Dr.  Roger  I.  Lee,  Dr.  H.  H.  Shoulders 
and  others,  also  plans  for  the  year  by  conven- 
tion chairmen  and  reports  of  State  Presidents. 


INAUGURAL  ADDRESS 
Annual  Meeting  of  the  Woman’s  Auxiliary 
to  the  American  Medical  Association 
July  1-5,  1946 

LOOKING  FORWARD 
Each  president,  as  she  takes  the  Chair  of  the 
Woman’s  Auxiliary  to  the  American  Medical 
Association,  probably  feels  that  her  term  is  to  be 
fraught  with  problems  never  before  experienced. 


She  is  overwhelmed  by  the  task  that  lies  be- 
fore her,  for  there  are  no  precedents  for  the 
solution  of  new  problems.  Madam  President 
does  indeed  become  sorely  perplexed  at  the 
outlook. 

I,  too,  have  felt  the  qualms  of  the  tyro  as  I 
looked  at  the  year  that  lay  before  me  and  wished 
that  I might  offer  the  excuse  of  a “sick  head- 
ache” and  that  I could  say,  “So  sorry,  but  I 
just  can  not  be  president  this  year.  ’ ’ Then  I 
thought,  “This  is  not  just  my  problem;  it  is  that 
of  the  entire  auxiliary,  we  are  all  in  this  to- 
gether, you  and  I and  the  other  doctors’  wives. 
The  tasks  that  lie  ahead  are  yours  as  Avell  as 
mine.  The  real  job  is  to  get  together,  to  work 
together,  and  to  accomplish  together. 

Many  times  a new  problem  is  just  an  old  one 
in  modern  dress.  Underneath  the  new  habili- 
ments we  will  find  the  real  form — the  real 
problem — and  once  it  is  discovered,  we  can  forge 
ahead  to  its  solution,  a solution  satisfactory  to 
ourselves,  to  our  physician-husbands,  and  to  the 
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public  we  serve.  Let  us  then  look  forward  and 
see  what  looms  ahead  for  the  Auxiliary  for  the 
year  1946-47. 

Wars  always  bring  about,  social  and  economic 
changes.  For  the  past  several  years,  years  we 
would  all  like  to  erase,  we  have  experienced  one 
of  the  most  devastating  of  all  wars.  Other  wars 
have  been  more  bloody,  more  ruinous  to  limited 
civilizations,  but  certainly  none  has  been  as 
world-wide  in  scope  nor  as  disturbing  to  world- 
wide peoples.  Economic  and  social  confusion 
confronts  and  befuddles  us. 

Social  changes  are  upon  us.  Economic  adjust- 
ments await  us.  The  word  “us”  as  I use  it  is 
all  embracing,  it  includes  the  lowliest  and  the 
highest,  the  richest  and  the  poorest,  the  em- 
ployer and  the  employee,  the  capitalist  and  the 
laborer,  the  merchant  and  his  customer,  the  law- 
yer and  his  client,  the  one  and  all,  and  as  affects 
the  medical  profession,  the  physician  and  his 
patient. 

From  both  the  social  and  economic  aspects 
there  has  been  a rising  agitation  for  a change 
in  the  order  of  medical  care.  The  war  has  left 
an  increasing  clamor  for  this  change.  The  fed- 
eral government  has  poured  out  its  funds  so 
freely  for  so  many  causes,  worthy  and  unworthy, 
that  there  are  those  who  would  proffer  the  con- 
tents of  the  public  purse  as  a panacea  for  the 
entire  category  of  social  and  economic  ills. 
Above  all,  those  who  decry  and  bewail  the  pub- 
lic ills,  declare  that  first  of  all  the  medical  bills 
of  the  people  of  all  this  great  land,  rich  as  well 
as  poor,  shall  he  paid  from  the  common  pocket. 
There  are  those  who  say  “Yes”  to  this  proposal 
and  others,  physicians  among  them,  but  not 
alone,  who  say  “No”,  demonstrating  the  usual 
two  sides  to  every  question.  “Yes”  carries  with 
it  the  desire  for  compulsory  health  insurance 
under  the  direction  of  the  federal  government 
and  supported  by  the  public  tax.  “No”  carries 
with  it,  not  a complete  negation  but  a proposed 
voluntary  health  insurance  service  under  the 
direction  and  control  of  the  medical  profession, 
with  employed  people  prepaying  their  own  fam- 
ily medical  bills,  as  they  choose,  on  a voluntary 
basis.  This  describes  in  brief  one  of  the  most 
important  social-economic  problems  confront- 
ing the  medical  profession. 

The  main  solution  rests  with  our  physician- 
husbands.  The  part  the  Auxiliary  shall  play  in 
this  problem  of  organized  medicine  constitutes 


a major  activity  for  our  group.  As  good  old- 
fashioned  wives,  who  have  always  stood  by  the 
sides  of  their  husbands,  sharing  all  joys  and 
sorrows,  there  is  much  we  can  do. 

First  of  all,  sound  logic  would  indicate  that 
through  public  relations  and  public  education 
the  solution  to  these  problems  will  he  found. 
The  medical  profession  has  been  building  sound 
public  relations  by  slow,  but  sure  means  through- 
out the  past  decade  or  more.  Not  too  much 
progress  has  been  made.  Perhaps  our  men  folk 
need  the  woman’s  touch  a little  more  in  these 
matters.  It  is  the  woman  of  the  home,  as  a rule, 
who  is  the  more  social -minded.  She  has  the 
knack  of  making  a home  of  the  structure  called 
house  which  the  husband  has  provided.  As  an 
accomplished  hostess,  she  knows  how  to  welcome 
the  guest  at  the  threshhold,  how  to  make  the 
family  table  a festive  board,  and  how  to  hid  a 
departing  one  a sincere  God-speed.  Many  a 
business  and  professional  man  has  credited  such 
a wife  with  providing  the  spring-hoard  of  his 
success. 

The  Auxiliary  can  become  such  a wife  to  the 
American  Medical  Association.  It  already  has 
its  daily  dozen  of  chores,  it  has  Hygeja  to  pro- 
mote, the  Bulletin  to  further  and  it  needs  to  in- 
crease is  membership.  Its  members  participate 
in  tuberculosis  and  cancer  control,  in  the  pre- 
vention of  juvenile  delinquency,  in  sponsoring 
health  educational  programs  and  educational 
programs  on  Animal  Experimentation,  along 
with  its  work  on  legislation  and  the  many  other 
activities  in  which  it  has  been  helpfully  active 
and  interested  for  seasons  past. 

Tn  addition  to  the  projects  just  mentioned, 
the  Auxiliary  has  been  asked  to  place  added 
emphasis  on  pending  health  legislation  and  to 
familiarize  itself  with  the  new  issue  of  Prepay- 
ment Medical  Care  Plans.  During  the  meeting 
of  the  House  of  Delegates  of  the  American  Med- 
ical Association  held  in  Chicago  last  December, 
the  following  resolution  was  passed: 

WHEREAS,  The  object  of  the  Woman’s 
Auxiliary  is  to  aid  the  American  Medical 
Association  in  every  way  requested;  and 
WHEREAS,  The  most  urgent  need  at 
the  present  time  is  for  widespread  dissem- 
ination of  knowledge  concerning  the  haz- 
ards of  current  medical  legislation ; there- 
fore be  it  RESOLVED,  That  the  House  of 
Delegates  to  the  American  Medical  Associa- 
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smoothage 


stimulates  the  plexus  of  Auerbach 
and  Meissner  by  gentle  distention  of  the 


bowel  wall,  initiating  reflex 
peristalsis  and  movement 
of  the  fecal  mass. 


metamucil- 


the  highly  refined  mucilloid  of  a seed  of 
the  psyllium  group,  Plantago  ovata  (50%), 
combined  with  dextrose  (50%)  as  a dispersing 
agent — provides  smoothage  for  the 
physiologic  management  of  constipation. 

Metamucil  is  the  registered  trademark  of 
G.  D.  Searle  & Co.,  Chicago  80,  Illinois. 
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tion  requests  the  Woman’s  Auxiliary  to  use 

every  avenue  possible  to  bring  such  inform- 
ation to  its  members  and  through  them  to 

the  public. 

The  medical  profession  is  a highly  honored 
one,  and  those  of  us  who  are  privileged  to  be 
closely  associated  with  it,  share  not  only  the 
honor,  but  the  responsibilities,  which  are  a part 
of  it.  Service  is  the  price  we  pay  for  the  space 
we  occupy. 

The  Woman’s  Auxiliary  is  in  an  enviable  po- 
sition from  the  standpoint  of  being  able  to  ren- 
der real  service  to  humanity.  It  has  been  asked 
by  the  members  of  the  medical  profession  to 
help  them  solve  the  most  critical  problem  they 
have  ever  had  before  them,  that  of  socialized, 
political  or  state  medicine.  Many  people  may 
say  that  the  reason  for  the  objection  to  state 
medicine  by  the  members  of  the  profession,  is  a 
selfish  one,  but  that  is  far  from  true.  Statistics 
show  that  outside  of  the  doctors  in  the  highly 
specialized  fields  of  medicine  the  monetary  in- 
come is  higher  than  it  is  under  the  present  sys- 
tem. The  men  of  the  medical  profession  who  ob- 
ject to  it,  do  so  because  they  are  thoroughly 
convinced  that  under  such  a system  the  quality 
of  medical  care  would  deteriorate  and  there  is 
no  provision  in  the  law  which  is  proposed  at 
this  time,  to  guarantee  any  better  distribution 
of  medical  care.  That  some  way  must  be  found 
whereby  people  can  insure  themselves  against 
the  catastrophy  of  serious  illness  is  unquestion- 
ed. As  you  all  know,  that  is  the  surface  ob- 
jective of  the  Compulsory  Health  Insurance  Bill 
which  is  now  in  Congress. 

Since  the  meeting  of  the  House  of  Delegates 
of  the  American  Medical  Association  in  Decem- 
ber. the  Council  on  Medical  Service  and  the 
Board  of  Trustees  have  adopted  a national  health 
program  which  was  set  up  a year  ago.  They 
have  also  developed  a prepayment  medical  care 
plan,  which  is  a response  to  a need  for  better 
distribution  of  medical  care  in  the  United 
Stales  under  an  insurance  program  that  renders 
it  possible  for  the  low  income  group  to  have 
hospital  and  medical  care  at  a cost  within  its 
means.  The  best  antidotes  for  the  Compulsory 
Health  Insurance  that  have  been  devised  up  to 
this  time  are  the  various  forms  of  prepayment 
medical  care  pans  which  are  being  sponsored  by 
the  private  agencies,  particularly  those  set  up 


by  the  different  State  and  Regional  Associa- 
tions, with  the  approval  of  the  American  Medi- 
cal Association. 

The  first  objective  as  set  forth  in  the  Auxili- 
ary’s Constitution  is  to  extend  the  aims  of  the 
medical  profession  to  all  organizations  which 
look  to  the  advancement  of  health  and  health 
education.  As  Auxiliary  members  it  is  our  sol- 
emn duty  to  study  and  to  consider  carefully  all 
the  material  which  is  prepared  for  us  by  the 
various  committees,  as  all  of  it  has  a direct  or 
an  indirect  bearing  on  the  subjects  of  legisla- 
tion and  public  relations.  Every  member  must 
be  thoroughly  familiar  with  the  subjects  per- 
taining to  health  legislation  and  the  benefits 
availabe  to  the  public  through  the  prepayment 
medical  care  plans  of  her  respective  state,  so 
that  she  can  relay  such  information  to  the  pub- 
lic* intelligently  and  convincingly,  whenever 
there  is  an  opportunity  to  do  so.  There  are 
many  ways  in  which  effective  work  can  be  done 
in  this  connection.  Word  of  mouth  has  always 
been  considered  one  of  the  best  means  of  dis- 
seminating knocvledge  and  information.  Mem- 
bers who  belong  to  other  organizations  are  in 
strategic  positions  to  help  formulate  health  edu- 
cation programs  that  will  bring  true  informa- 
tion and  correct  interpretation  of  health  issues 
to  the  entire  membership.  Speaker’s  Bureaus, 
radio  programs  and  health  institutes  are  a few 
of  many  other  means  that  may  be  used.  If  each 
Auxiliary  member  will  assume  her  share  of  re- 
sponsibility in  this  worthwhile  work,  the  influ- 
ence of  the  Auxiliary  will  be  far-reaching  and 
will  play  a big  part  in  ultimately  bringing  about 
better  health  for  the  American  people.  We  may 
have  the  finest  educational  systems,  the  best 
living  conditions  and  the  best  of  everything  in 
general,  but  if  we  do  not  have  good  health,  all 
of  these  things  are  of  no  avail. 

By  “Looking  Forward”,  the  Women  of  the 
Auxiliary  to  the  American  Medical  Association, 
as  progressive,  capable  women,  can  aid  in  bring- 
ing the  public  to  see  into  the  very  heart  and  soul 
of  the  medical  profession,  to  find  there  the 
hopes,  the  dreams  and  the  fruitions  of  medical 
science,  and  to  comprehend  what  its  knowledge 
and  skill  have  done  for  mankind  since  the  time 
of  Hippocrates.  With  a full  understanding,  the 
public  will  then  be  content  to  rest  its  case  in 
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tli  hearts  and  hands  of  the  American  physician. 
The  public  will  realize,  as  never  before,  that 
“A  wise  physician,  skilled  our  wounds  to  heal, 
Is  more  than  armies  to  the  public  weal.” 
Respectfully  submitted, 

CLARICE  HAMER  (Mrs.  J.  D.) 

REPORT  OF 

ANNUAL  MEETING  OF  THE  WOMAN’S 
AUXILIARY 
to  the 

AMERICAN  MEDICAL  ASSOCIATION 
June  30  - July  5 

The  Woman’s  Auxiliary  to  the  American 
Medical  -Association  held  its  23rd  annual  meet- 
ing in  San  Francisco,  the  headquarters  were  in 
the  Fairmont  Hotel.  Officially  the  convention 
opened  July  1st  and  was  concluded  July  5th. 
However,  it  was  possible  to  register  June  30th 
during  the  pre-convention  meetings. 

Sunday,  June  30th:  The  finance,  revisions, 
and  nominating  committees  met  during  the  aft- 
ernoon and  evening.  In  the  late  afternoon  a tea 
was  given  in  honor  of  Mrs.  David  W.  Thomas 
by  the  Woman’s  Auxiliary  to  the  California 


Medical  Association,  in  the  Gold  Room  of  the 
Fairmont  Hotel. 

Monday,  July  1st:  A traditional  Nob-Hill 

breakfast  and  broadcast,  from  the  Birch  Room 
of  the  Hotel  Fairmont,  was  held  in  honor  of 
the  Board  of  Directors,  and  immediately  fol- 
lowing, a Board  Meeting  was  called  in  the  Green 
Room  of  the  Hotel  Fairmont.  Mrs.  Clifford 
Long  and  Mrs.  Norman  Morgan  arranged  for 
the  afternoon,  a tour  of  San  Francisco  followed 
by  dinner  served  at  Fisherman’s  Wharf,  and  a 
trip  through  Chinatown. 

Tuesday,  July  2nd:  The  formal  opening  of 
t he  23rd  Annual  Meeting  of  the  Woman’s  Aux- 
iliary to  the  American  Medical  Association  was 
called  to  order  in  the  Gold  Ballroom  of  the  Hotel 
Fairmont,  Mrs.  David  W.  Thomas  presided. 
Arizona  was  present  at  the  roll-call  with  the 
State  president,  two  delegates,  and  one  alter- 
nate. All  of  the  general  convention  formalities 
were  observed,  and  the  special  rules  of  order  for 
this  convention  were  read  by  Mrs.  L.  C.  Harvie. 
These  are  as  follows: 

1.  Officers  and  delegates  are  requested  to 
sit  in  the  front  rows. 

• Continued  on  page  258) 


r 


FOR  CLIMACTERIC  CONTROL 


s 


Literature  and  Sample 
on  Request 


• 2>odaye  to  Meet  the  Palienti  AleedU 

• P^uwen  Clinical  Potency 
Mantzed  ^Joleeance 
Cconos+uf, 

Possessing  these  desirable  qualities,  Schieffelin 
BENZESTROL  meets  the  requirements  of  the  most 
critical  physician  for  the  estrogenic  control  of  the 
instabilities  of  the  climacteric. 

A non-stilbene  compound,  this  synthetic  estrogen 
tides  the  patient  over  the  period  of  adjustment  in- 
volved in  hormonal  regression  with  a high  degree  of 
safety  and  satisfaction. 

Schieffelin  BENZESTROL  Tablets  — 0.5,  1.0,  2.0  and  5.0  mg. 

— 50’s—  1 00’s — 1 000’s. 

Schieffelin  BENZESTROL  Solution — 5.0  mg.  per  cc. — 10  cc.  vials. 

Schieffelin  BENZESTROL  Vaginal  Tablets— 0.5  mg.— 100’s. 


Schieffelin  & Co 


20  COOPER  SQUARE  • NEW  YORK  3,  N.  Y. 
Pharmaceutical  and  Research  Laboratories 


Vol.  3,  No.  4 


Arizona  Medicine 


255 


,,  «•«.., '■— 


A'->" -,vV-  ->A.‘  ’•  ?■  - \ 


, w<-  stae  . iisita^  . 

■ ••■'•-■  «*»  mmmmmm?-  a- 


\.,sm 


"'•  A A - •■..  '0’'si*s& 

•V.  ::--X.Vv.. . . • 


.MSS  . ;-"  # ,jf  # m m 

,;-.;c.V  • t':"  S'  & 0 m ;SZ 

S-  S S .#  it:  ;®J 
lAA,  #'/'  , / 0 fif 


sun 


:r;\  ■ - 


i‘  :-l 

f? 


I, 

f 

A 


i W, 

IS  . m 

m rm-.  m m. 

1%  ;■••.  %a.  WX  'S#J. 

H/A  SvaIv  v-'lvv  • ••*■ 


‘A:.-;;  . A-V  .Of,rv  s'  £?.?.  ’ .' 

C.  v :•  % 

m m.  - 

*v:V>  . ;:t.  t:  V 

W-ti  •':  AAA  AAA 


AAA  -'"TV 

X--;-  - 


.Jr 


if'  / 

A 


M'i 

M 


A;i| 


fv 


•,t 


• •' 

V 

*c. 

r.V 


A % 

't-  V: 

A:;  / 


A.:A. 


0-y'i 


v. . v ;. 


* V, 

si 

-• 

A:-A 


111 


GREATER  BA.CTERIAL  ACTIVITY  in  hot  weather  increases  li- 
the likelihood  of  food  contamination.  That  means  more  cases  of  vomiting  v 

v 

and  diarrhea,  attended  by  dehydration  and  acidosis.  The  • ?„• 

solution  of  choice  in  these  conditions  is  frequently  $ 


•C  V;i 

!A%  * 


1/6  MOLAR  SODIUM  r-LACTATE 


NEW — 1/6  Molar  booklet,  digesting 
authoritative  papers  on  uses  of  this 
very  valuable  solution,  will  be  sent  you  promptly, 
without  obligation,  upon  request. 


N J^AXTER,  JnO. 

RESEARCH  AND  PRODUCTION  LABORATORIES 

GLENDALE,  CALIFORNIA 


San  Francisco 
Tacoma-Seaitle 
. . . Portland 
. . . . Phoenix 
. . . Spokane 


DISTRIBUTORS. 

Bischoff  s Oakland  Ohio  Chemical  Sc  Manufacturing  Co, 

The  Denver  Fire  Clay  Co.  . Denver-Salt  Lake  City-El  Paso  Shaw  Supply  Co.,  Inc 

Great  Falls  Drug  Co Great  Falls  Shaw  Surgical  Co 

McKesson  & Robbins Billings  Southwestern  Surgical  Supply  Co. 

Missoula  Drug  Company Missoula  Spokane  Surgical  Supply  Company  . 


Three  drops  of 


and  welcome  relief! 


6 


Hay  fever  sufferers  are  finding  prolonged  symp- 
tomatic relief  with  minimal  dosage — only  three 
drops — of  Privine,  Ciba’s  potent  vasoconstrictor. 

Privine  Hydrochloride  acts  quickly  on  the  nasal 
mucosa  without  retarding  ciliary  activity.  The 
solution  is  buffered  to  a pH  of  6.2,  closely  simu- 
lating normal  nasal  secretions. 

Physicians  will  find  that  by  advising  their  pa- 
tients to  use  no  mo-e  than  the  recommended 
three  drops  in  each  nostril,  no  oftener  than  three 
times  daily,  gratifying  and  prolonged  relief  will 
be  experienced. 


PRIVINE  is  available  in  two  solutions,  0.1 

per  cent  and  0.05  per  cent,  packaged  in  l-ounce  bot- 
tle with  dropper  designed  to  dispense  but  three  drops 
— the  recommended  dose.  Also  available  in  bottles 
of  16  fluid  ounces. 


PRIVINE  NASAL  JELLY— Tubes  of  % oz„ 
containing  0.05%  Privine  Hydrochloride. 

Privine  — Trade  Mark  Registered  in  U . S.  Pat.  Off. 
Brand  of  Naphazolene  Hydrochloride 


CIBA  PHARMACEUTICAL  PRODUCTS,  INC.,  SUMMIT,  NEW  JERSEY 


In  Canada  : Ciba  Company  Limited,  Montreal 
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Pathological  Laboratory 

507  Professional  Building  Phoenix,  Arizona 

X-RAY  and  RADIUM  THERAPY 
DIAGNOSTIC  X-RAY 
CLINICAL  PATHOLOGY 

W.  Warner  Watkins,  M.  D.,  Director 
R.  Lee  Foster,  M.  D.,  Radiologist 
Thomas  T.  Frost,  M.  D.  Pathologist 
Douglas  D.  Gain,  M.  D. 


HOURS  9:00  to  5:00 

SATURDAY  AFTERNOONS  AND  SUNDAYS  EXCEPTED 


(Continued  from  page  254) 

All  persons  appearing  on  the  program  must 
be  seated  on  or  near  the  platform  when  the 
session  opens. 

No  delegates  shall  represent  more  than  one 
organization  nor  be  entitled  to  more  than 
one  vote.  Proxies  are  not  permitted. 
Badges  must  be  worn  by  members  of  the 
voting  body  during  all  general  sessions  of 
the  convention. 

Delegates’  privileges  are  not  transferable. 
When  addressing  the  chair,  the  speaker 
shall  announce  her  name  and  that  of  her 
auxiliary. 

No  resolutions  shall  be  presented  except 
through  the  committee  on  resolutions. 
Each  speaker  from  the  floor  shall  be  lim- 
ited to  two  minutes.  Nospeaker  may  speak 
more  than  twice  on  the  same  question. 
Officers  and  chairmen  of  standing  commit- 
tees shall  be  limited  to  five  minutes. 

State  presidents  shall  be  limited  to  five 
minutes. 

A timekeeper  shall  notify  each  speaker 
when  the  allotted  time  is  up. 

All  motions  must  be  in  writing,  signed  by 


the  mover,  and  presented  to  the  constitu- 
tional secretary. 

13.  No  report  shall  be  read  except  by  the  per- 
sons making  the  report,  or  a delegate  from 
her  organization. 

14.  No  announcements,  except  those  of  a vital 
nature,  shall  be  made  from  the  platform. 

15.  All  visitors  are  welcome  at  the  general  ses- 
sions, but  are  not  permitted  to  sit  with 
the  delegates. 

l(i.  Order  must  he  maintained  at  all  times. 

17.  All  visitors  are  requested  to  register. 

18.  The  proceedings  of  this  convention  shall 
be  governed  by  Roberts’  Rules  of  Order, 
revised,  in  any  case  not  covered  in  these 
rules  of  order. 

The  president’s  message  carried  as  its  main 
theme  fraternity,  and  that  her  earnest  hope  for 
the  official  family  would  be  service,  that  we 
would  work  diligently  on  the  projects  already 
started  in  our  auxiliaries,  encourage  organized 
groups  to  enlarge  their  memberships  and  es- 
tablish in  rural  communities  members  at  large 
so  that  they  too  may  work  on  auxiliary  projects, 
and  help  to  interpret  the  term,  political  medi- 
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ALL  THE  NUTRIENTS 


Whenever  the  intake  of  essential  nutrients 
must  be  augmented,  as  in  convalescence 
from  surgery  or  infectious  disease,  or  in  the 
correction  of  malnutrition,  the  delicious 
food  drink  which  results  from  mixing  Oval- 
tine  with  milk  can  be  of  significant  value. 
This  palatable  food  supplement  provides  a 
wealth  of  essential  nutrients  in  a pleasant, 
easily  assimilated  form.  It  supplies  protein 
of  high  biologic  value,  readily  metabolized 


carbohydrate,  easily  emulsified  fat,  ascorbic 
acid,  B complex  and  other  vitamins,  as  well 
as  essential  minerals.  Three  glassfuls  daily 
sharply  augments  the  intake  of  these  nutri- 
ents, as  shown  by  the  table  of  composition. 
Its  low  curd  tension  makes  for  rapid  gastric 
emptying,  hence  appetite  for  the  next  meal 
is  not  interfered  with.  This  delicious  food 
drink  is  enjoyed  both  as  a mealtime  bever- 
age and  between  meals. 


THE  WANDER  COMPANY,  360  N.  MICHIGAN  AVE.,  CHICAGO  1,  ILL. 


Three  servings  daily  of  Ovaltine,  each  made  of 
1/2  oz.  of  Ovaltine  and  8 oz.  of  whole  milk,*  provide: 


CALORIES 

669 

VITAMIN  A 

3000  I.U. 

PROTEIN 

32.1  Gm. 

VITAMIN  B 1 

FAT 

31.5  Gm. 

RIBOFLAVIN 

1.50  mg. 

CARBOHYDRATE 

64.8  Gm. 

NIACIN 

6.81  mg 

CALCIUM 

1.12  Gm. 

VITAMIN  C 

39.6  mg 

PHOSPHORUS 

..  . 0.939  Gm. 

VITAMIN  D 

417  I.U 

IRON 

12.0  mg. 

COPPER 

. 0.50  mg 

*Based  on  average  reported  values  fc 
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UNCERTAIN  SUCCESS  in  the  treat- 
ment of  pernicious  anemia  is 
clue  to  many  unpredictable  factors. 

One  element  of  certainty  is  added 
to  your  treatment  when  the 

Solution  of  Liver  prescribed  never 
varies  from  rigid  standards. 

Purified  Solution  of  Liver,  Smith- 
Dorsey,  is  unfailingly  uniform  in 

purity  and  potency.  It  has  earned 
and  maintained  the  confidence  of 
thousands  of  physicians. 

Purified  Solution  of  Liver, 

Smith-Dorsey,  will  help  to  protect 
your  treatment — to  assure  you 
of  good  results  where  the  medication 
is  the  controlling  factor. 

PURIFIED  SOLUTION  OF 


SMITH  -DORSEY 


Supplied  in  tlir  following  dosage  forms: 
1 ce.  ampoules  and  10  cc.  anil  30  ce. 
ampoule  vials , each  containing  10 
U.S.P.  Injectable  Units  per  cc. 

THE  SMITH-DORSEY  COMPANY 

LINCOLN  • NEBRASKA 

Manufacturersof  Pharmaceuticals  to  the  Medical  Profession  Since  7 908 


cine.  With  grateful  attitude,  Grace  E.  Thomas 
closed  the  doors  on  two  years  of  presidency 
and  said,  “Thanks  for  the  memories.” 

The  meeting  was  adjourned  at  12 :00  noon  so 
that  the  members  might  attend  the  luncheon  at 
the  Mark  Hopkins  Hotel  honoring  past  National 
presidents. 

The  House  of  Delegates  convened  for  the  aft- 
ernoon session  to  hear  the  reading  of  the  reports 
of  the  Board  of  Dirotors  and  Standing  Commit- 
tees. The  financial  report  revealed  $14,088.71 
in  the  National  treasury.  In  the  reports  of  the 
Board  of  Directors,  mention  was  made  of  the 
fact  that  at  a pre-convention  meeting  it  was 
recommended  by  the  advisory  council,  that  the 
Medical  Auxiliary  take  up  active  work  on  the 
Medical  and  Surgical  Relief  Program.  Dele- 
gates and  Alternates  were  invited  to  attend  a 
special  round-table  discussion  on  Hygeia  led 
hv  Mrs.  Arthur  I.  Edson,  Legislation  hv  Mrs. 
Luther  II.  Kice,  Program  by  Mrs.  Wm.  J.  But- 
ler, Public  Relations  by  Mrs.  Dale  Spotts.  In 
regard  to  Hygeia,  we  must  keep  in  mind  we  are 
not  selling  a magazine,  hut  we  are  putting  in 
the  hands  of  lay  groups  authentic  materials  in 
Health  Education,  and  providing  them  with  the 
means  of  answering  medical  questions  of  minor 
importance  without  consulting  a physician.  We, 
perhaps,  overlook  the  fact  that  some  of  their 
very  simple  questions  seem  of  great  importance 
to  them. 

Mrs.  Luther  H.  Kice  suggested  that  we  un- 
derstand the  Wagner-Murray-1  tingle  Bill  so  well 
that  it  could  be  explained  to  all  those  who  we 
came  in  contact  with,  thereby  affecting  legis- 
lation on  this  hill.  That  we  establish  speaker’s 
bureaus  and  offer  this  service  to  other  clubs, 
thereby  disseminating  the  knowledge  that  we 
have  in  Health  Education  and  the  Medical  Serv- 
ice Program.  In  doing  this,  we  establish  better 
public  relations  and  render  service  to  other  or- 
ganized groups. 

The  evening  session  was  held  jointly  with  the 
American  Medical  Association  in  the  auditorium 
of  the  War  Memorial  Opera  House  and  was 
concluded  with  a tour  of  the  scientific  exhibits. 

Wednesday,  July  3rd:  A general  session  was 
called  to  order  at  9:00  A.  M.  in  the  Red  Room 
of  the  Hotel  Fairmont,  with  Mrs.  David  W. 
Thomas  presiding.  Mrs.  A.  A.  Herold  read  the 
minutes  of  the  meeting  of  the  previous  day; 
Mrs.  Clifford  Long  announced  the  various  so- 
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BLAIR  SURGICAL  SUPPLY  j 

Arizona  s Own  Complete  X-ray  and  Surgical  Supply  House  \ 


I HOSPITAL 

Equipment 
Supplies 
s Service 

j SURGICAL 
= Instruments 

1 Equipment 

Supplies 
Supports 
Service 

j X-RAY 
, Equipment 

i Accessories 

j . Supplies 
Service 
Solution 
Changing 


WHOLESALE  AND  RETAIL 


24-28  EAST  BROADWAY  TUCSON,  ARIZONA 
20  EAST  MONROE  PHOENIX,  ARIZONA 
206  W.  GOLD  AYE.  ALBUQUERQUE,  NEW  MEXICO 


ARIZONA  AND  NEW  MEXICO  DISTRIBUTORS  FOR 

PICKER  X-RAY  CORPORATION 

MANUFACTURERS  OF  QUALITY  X-RAY  APPARATUS 


i 

PHYSICAL 

THERAPY 

Equipment 

Accessories 

Supplies 

Service 

LABORATORY  j 
Equipment 
Instruments 
Supplies 
Repairs 

TECHNICAL 

Service 

Planning  i 

Advice  i 

Estimates 

i 

I 


MAICO  IN  ARIZONA 

We  pledge  full  and  complete  co-operation  with  the  Medical  Profession  (M.D. ) 

at  all  times. 

PRECISION  AUDIOMETERS 

ELECTRONIC  STETHESCOPE5 

SCHOOL  HEARING  EQUIPMENT 
FINE  HEARING  AIDS 

Audiograms  of  hard  of  hearing  patients  will  be  furnished  their  attend- 
ing physicians  (M.  D. ) Careful  audiometric  tests  made  upon  request  with- 
out charge. 

90%  of  all  precision  hearing  test  instruments  in  America  is  supplied 
by  MAICO.  Includes  Army,  Navy,  Physicians,  Hospitals,  Universities,  In- 
stitutions, Air  Lines. 

LITERATURE  SUPPLIED  UPON  REQUEST 

MAICO  SOUTHWEST  DISTRIBUTORS 

P.  0.  BOX  2526  PHOENIX 
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MERCUROCHROME 

(H.  W.  & D.  brand  of  merbromin, 
dibromoxymercurifluorescein-sodium) 

Extensive  use  of  the  Surgical 
Solution  of  Mercurochrome 
has  demonstrated  its  value  in 
preoperative  skin  disinfec- 
tion. Among  the  many  advan- 
tages of  this  solution  are: 

Solvents  which  permit  the 
antiseptic  to  reach  bacteria 
protected  by  fatty  secretions 
or  epithelial  debris. 

Clear  definition  of  treated 
areas.  Rapid  drying. 

Ease  and  economy  of  pre- 
paring stock  solutions. 

Solutions  keep  indefinitely. 

The  Surgical  Solution  may 
be  prepared  in  the  hospital  or 
purchased  ready  to  use. 

Mercurochrome  is  also  sup- 
plied in  Aqueous  Solution, 
Powder  and  Tablets. 

HYNSON,  WESTCOTT 
& DUNNING,  INC. 


Baltimore  1,  Maryland 


cial  activities  for  the  remainder  of  the  conven- 
tion. Mrs.  Harry  Hnnd,  chairman  of  creden- 
tials and  registration,  reported  that  six  national 
presidents,  twenty-eight  state  presidents,  one 
hundred  and  seventy-one  delegates,  sixty-two  al- 
ternates, five  hundred  and  seventy-two  members, 
and  two  hundred  and  fifty-eight  guests  made 
a total  of  one  thousand,  one  hundred  and  eleven 
registered  to  participate  in  this  convention.  Ari- 
zona was  present  with  the  state  president,  one 
delegate  and  two  alternates  at  Wednesday’s  roll- 
call. 

This  was  followed  by  a memorial  service  for 
deceased  members,  conducted  by  Mrs.  Don  Mer- 
rill before  a table  ornamented  with  white  flow- 
ers, arranged  in  the  Phillip-Shuyler-Doan  Mem- 
bership Trophy,  flanked  with  lighted  white  can- 
dles in  memoriam  to  late  members.  Silent  pray- 
er was  observed  following  the  reading  of  names. 

Reports  of  the  state  presidents  were  read  and 
two  very  interesting  projects  were  reportd.  Min- 
two  very  interesting  projects  were  reported. 
Minnesota  did  extensive  work  in  the  field  of  the 
Medical  and  Surgical  Relief  Program,  while 
Montana  entered  into  the  problem  on  legislation. 
Mrs.  h J.  Briclenstine,  State  President  of  Mon- 
tana,  the  only  woman  serving  in  the  legislature 
who  is  a member  of  the  Auxiliary,  stated  that 
more  could  be  accomplished  by  one  of  our  mem- 
bers serving  in  this  capacity  than  having  one 
hundred  members  serving  in  the  field. 

Other  state  reports  showed  that  the  greater 
part  of  the  organized  groups  worked  on  Health 
Education,  Public  Relations,  including  speaker's 
bureaus  to  discuss  various  health  problems,  War 
Service  Programs,  and  assistance  was  given  to 
all  the  voluntary  health  agencies.  Reports  were 
limited  to  five  minutes  reading  time. 

The  meeting  was  adjourned  at  12:00  o’clock 
so  that  we  might  attend  the  annual  luncheon  in 
honor  of  the  president,  Mrs.  David  W.  Thomas, 
and  president-elect  Mrs.  Jesse  D.  Hamer.  Dr. 
Roger  I.  Lee,  president  of  the  American  Medi- 
cal Association,  and  Dr.  II.  II.  Shoulders,  presi- 
dent-elect of  the  American  Medical  Association 
were  guest  speakers.  The  guests  of  honor  were 
members  of  th  Advisory  Council  of  the  Woman’s 
Auxiliary  to  the  American  Medical  Association. 

Afternoon  session  convened  at  2:30  and  the 
announcement  was  made  by  the  chairman  of  the 
Resolutions  Committee,  Mrs.  V.  E.  Holcombe, 
that  the  War  Service  Project’s  name  would  be 
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changed  to  Post-War  Planning.  It  was  also  an- 
nounced that  the  Womans’  Auxiliary  would 
have  permanent  offices  in  the  American  Medi- 
cal Association  building,  and  that  the  Advisory 
Council,  as  it  was  known,  would  be  changed. 
This  group  would  be  made  up  of  the  Board  of 
Trustees  of  the  American  Medical  Association, 
who  would  meet  with  the  Board  of  Directors  of 
the  Woman’s  Auxiliary  one  day  of  each  mid- 
year Board  meeting,  thus  expanding  the  advis- 
ory body. 

The  report  of  the  Nominating  Committee  Avas 
made  and  the  election  of  officers  took  place. 
Mrs.  Roscoe  E.  Moseman,  of  Seattle,  Washing- 
ton and  past  president  of  the  National  Auxili- 
ary and  State  Auxiliary,  uoav  serving  on  the 
Board  of  Directors,  installed  the  officers  and 
made  the  presentation  of  the  President’s  pin. 
Immediately  following,  Mrs.  LeAvis  G.  Jekel  pre- 
sented Mrs.  J.  D.  Hamer,  the  new  president, 
with  an  arm  bouquet  of  American  roses  from 
the  Woman’s  Auxiliary  to  the  Maricopa  Coun- 
ty Medical  Society,  Mrs.  Hamer’s  home  organi- 
zation. Shortly  after,  Mrs.  Moseman  read  a tel- 
egram from  the  Woman’s  Auxiliary  to  the  Ari- 
zona State  Medical  Society,  congratulating  Mrs. 
Hamer  and  pledging  their  service.  The  meeting 
was  adjourned  after  the  inaugural  address  by 
Mrs.  Hamer,  and  the  reading  of  the  minutes  by 
Mrs.  A.  A.  Herold. 

Respectfully  submitted : 

Ruth  Hartgraves  (Mrs.  T.  A.) 

Delegates:  Mrs.  Harold  W.  Kohl,  Tucson 

Mrs.  Thomas  A.  Hartgraves, 
Phoenix 

Alternates : Mrs.  George  S.  Hartman, 

Tucson 

Mrs.  Charles  W.  Suit,  Phoenix 


(Book  (Review* 


"MEN  WITHOUT  GUNS."  Text  by  DeWitt  Mackenzie.  War 
Analyst  of  the  Associated  Press.  Descriptive  Captions  by  Major 
Clarence  Worden,  Medical  Department  of  the  United  States 
Army.  Foreword  by  Major  General  Norman  T.  Kirk,  Surgeon 
General  of  the  United  States  Army.  Price  $5.00.  Philadelphia, 
The  Blakiston  Company,  1945. 

Here  is  an  outstanding  and  unique  treatise 
on  World  War  II  depicting  the  dramatic  part 
played  by  the  Army  Medical  Corps,  with  the 
Army  Nurse  Corps  and  the  enlisted  man  in  the 
supporting  cast.  Abbott  Laboratories  sponsored 
the  project  of  obtaining  “in  the  field”  illustra- 
tions by  sending  some  dozen  noted  contemporary 


ALBUMINTEST 


Simple,  Convenient  Tablet  Test 
For  Qualitative  Detection 
of  Albumin 

Nor.poisonous  Noncorrosive 

No  Heating 


Adapted  to  both  Turbidity  and  King 
methods  of  testing. 


Quick,  reliable,  conveniently  carried, 
Albumintest  is  designed  for  use  by  physi- 
cians, laboratory  techiciane  and  public 
health  workers. 

Bulk  solutions  may  be  made  up  in  any 
Quantity. 

Economical  in  bottles  of  36  and  100. 


Order  from  your  dealer. 


AMES  COMPANY,  Inc.,  Elkhart,  Indiana 
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ACCIDENT 


HOSPITAL 


SICKNESS 


INSURANCE 

FOR  PHYSICIANS,  SURGEONS,  DENTISTS  EXCLUSIVELY 


$5,000.00  accidental  death 

$25.00  weekly  indemnity,  accident  and  sickness 

$10,000.00  accidental  death 

$50.00  weekly  indemnity,  accident  and  sickness 

$15,000.00  accidental  death 

$75.00  weekly  indemnity,  accident  and  sickness 

$20,000.00  accidental  death 

$100.00  weekly  indemnity,  accident  and  sickness 


$8.00 

Quarterly 

$16.00 

Quarterly 

$24.00 

Quarterly 

$32.00 

Quarterly 


ALSO  HOSPITAL  EXPENSE  FOB  MEMBERS, 
WIVES  AND  CHILDREN 


86c  out  of  each  $1.00  gross  income 
used  for  members’  benefit 


$2,900,000.00 

INVESTED  ASSETS 


$13,500,000.00 

PAID  FOR  CLAIMS 


$200,000  deposited  with  State  of  Nebraska  for  protection  of  our  members. 

Disability  need  not  be  incurred  in  line  of  duty — benefits 
from  the  beginning  day  of  disability. 

PHSICIANS  CASUALTY  ASSOCIATION 
PHYSICANS  HEALTH  ASSOCATON 

44  years  under  the  same  management 
400  First  National  Bank  Building  Omaha  2,  Nebraska 


PRESCRIPT  IONS  COMPOUNDED  WITHOUT  SUBSTITUTION  BY  THESE 

RRIABj^gglCGIsrs 

A convenientust^^^^fo^he  physician 


WAYLAND'S 

PRESCRIPTION  PHARMACY 

"PRESCRIPTION  SPECIALISTS'- 

BIOLOGICAL  PRODUCTS  ALWAYS  READY 
FOR  INSTANT  DELIVERY 

parke-davis  biological  depot 

MAIL  AND  LONG  DISTANCE  PHONE  ORDERS 
RECEIVE  IMMEDIATE  ATTENTION 

Professional  Bldg.  Phone  4-4171  Phoenix 


DORSEY-BURKE  DRUG  CO. 

PHOENIX'  QUALITY  DRUG  STORE 

RELIABLE  PRESCRIPTIONS 
FREE  DELIVERY 

Van  Buren  at  4th  St.  Phoenix 

Phone  4-561  1 


artists  direct  to  arenas  for  their  inspirations  and 
work.  There  are  177  compelling  drawings  with 
118  plates  in  full  color — a wealth  of  artistry. 
The  color  plates  are  in  the  second  section  of  the 
book  under  the  caption,  “Paintings  of  Men 
Without  Guns.” 

No  author  could  supply  the  text  so  well  as  Mr. 
Mackenzie,  one  of  the  most  widely  read  and 
revered  of  the  war  correspondents.  In  eight 
brief  chapters,  Mr.  Mackenzie  relates  a graphic 
story  that  “is  neither  solely  a tale  of  heroic 
deeds — though  they  figure  largely  in  the  saving 
of  life — nor  is  it  a history  of  the  Army  Medical 
Department.  Rather  it  is  an  impressionistic  re- 
port, done  in  picture  and  words,  of  the  magnifi- 
cent service  rendered  by  the  Department  as  a 
whole  in  the  second  World  War.  Its  primary  ob- 
ject is  to  give  the  folks  at  home  an  account  of 
how  the  health  of  their  boys  in  the  far-away 
zones  of  conflict  is  safeguarded,  and  of  how 
these  soldiers  who  have  been  hurt  are  cared  for.” 

A compelling  and  magnificent  piece  of  work 
has  been  done  by  both  author  and  artists,  and 
“MEN  WITHOUT  GUNS”  should  be  on  the 
reading  table  of  every  physician’s  waiting  room 
for  the  public  to  see  and  appreciate.  No  other 
book  has  delineated  the  role  of  the  Army  Medi- 
cal Corps — in  the  harshness  of  war — so  dramat- 
ically or  so  poignanty. 


PERIPHERAL  VASCULAR  DISEASES  By  Edgar  V.  Allen, 
B.S-.  M.A..  M D.,  M.S.  in  Medicine,  F.A.C.P.,  Division  of  Medi- 
cine. Mayo  Clinic.  Assoc.  Prof.  Medicine,  Mayo  Foundation 
Graduate  School,  Univ  Minnesota:  Diplomate  of  the  American 
Board  of  Internal  Medicine:  and  Nelson  W.  Barker,  B.A.,  M.D., 
M.S.  in  Medicine.  F.A.C.P..  Division  of  Medicine,  Mayo  Clinic, 
Assoc  Prof.  Medicine,  Mayo  Foundation,  Graduate  School, 
Unv.  Minnesota:  Diplomate  of  the  American  Board  of  Internal 
Medicine;  and  Edgar  A.  Hines,  Jr.,  M.D.,  B.S..  M.A.,  M.S.  in 
Medicine,  F.A.C.P.,  Division  Medicine,  Mayo  Clinic,  Assoc.  Prof. 
Medicine.  Mayo  Foundation,  Graduate  School,  Univ.  Minne- 
sota; with  Associates  in  the  Mayo  Clinic  and  Mayo  Foundation. 
871  pages,  with  386  illustrations,  7 in  color  Philadelphia  and 
London:  W.  B Saunders  Company,  1946.  Price  $10  00. 

This  book  is  a most  comprehensive  and  com- 
plete treatise  oil  the  subject  of  vascular  dis- 
ease. It  includes  bobth  arteries  and  veins.  It 
describes  the  infectious,  the  neoplastic,  and  the 
degenerative  processes  which  occur  in  vascular 
structures.  It  enumerates  one  disease  after  an- 
other by  beginning  with  the  historical  data,  and 
follows  through  in  true  text  hook  form,  giving 
etiology,  pathology,  symptoms,  diagnosis,  prog- 
nosis and  treatment.  It  describes  methods  of 
examinations  and  diagnosis  in  minute  detail. 
The  chapters  on  treatment  include  every  drug 
that  might  be  useful,  and  the  technique  of  sur- 
gical procedures  is  described  in  the  plainest  of 
language.  On  its  848  pages  are  386  figures  of 
photographs,  diagrams  and  reproductions  of 
X-ray  films  and  pathological  cross  section.  Its 
category  includes  such  diseases  as  erythermal- 
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DEPENDABILITY..  .the  most  important  quality  in  a contraceptive 


fiden 


ACTIVE  INGREDIENTS:  Boric  odd  2.0%,  oxyquinolin  benzoate 
0.02%  and  phenylmercoric  ocetate  0.02%  in  a bose  of  glycerin, 
gum  tragocanth,  gum  acacia,  perfume  and  de-iomzed  water 

A write  for  literature 

^'HOLLAND-RANTOS  CO.,  Inc. 

551  FIFTH  AVENUE  • NEW  YORK  17,  N.  Y. 
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SOUTHWEST  SPECIALISTS 


PHOENIX,  ARIZONA 


T.  T.  CLOHESSY,  M.  D. 

Practice  Limited  to 
Dermatology  and  Syphilology 
X-Ray  Therapy 

620  Professional  Bldg.  Phoenix 


FRED  G.  HOLMES.  M.  D. 

VICTOR  RANDOLPH.  M.  D. 
HOWELL  RANDOLPH,  M.  D 

Limited  to 

Diseases  of  the  Chest 
Heart  and  Allergy 

1005  Professional  Bldg.  Phoenix 


D.  V.  MEDIGOVICH,  M.  D. 

Diplomate  American  Board 
Dermatology  and  Syphilology 

905  Professional  Building 
Phone  3-6617  Phoenix 


E.  A.  GATTERDAM,  M.  D. 

Allergy 

910  Professional  Bldg.  Phoenix 

MedicaUDental 
Finance  Bureau 

GEORGE  RICHARDSON,  Pres. 

407  Professional  Bldg:.  Phone  4-4688  Phoenix,  Arlz. 

An  Ethical  Financial  Service  for  Your  Patients-- Founded  1936 


TUCSON,  ARIZONA 


LUDWIG  LINDBERG,  M.  D. 

Cancer  and  Allied  Diseases 
Therapeutic  Radiology 

23  East  Ochoa  St.  Tucson,  Arizona 


gia,  disseminated  lupus  erythermatosus,  and 
scleroderma  and  others,  whose  etiology  has  not 
been  definitely  determined  and  described.  How- 
ever t his  constitutes  a feasible  and  logical  ap- 
proach to  such  diseases.  It  concludes  with  a 
chapter  on  the  Medicolegal  aspect  of  peripheral 
vascular  disease.  This  is  a book  that  every  di- 
agnostician and  every  surgeon  should  have  fre- 
quent and  easy  access  to. 


Annual  Reprint  of  the  Reports  of  the  Council  on  Pharmacy 
and  Chemistry  of  the  American  Medical  Association  for  1945. 
Cloth.  Price,  postpaid.  $1.00.  Pp.  122.  Chicago:  American 
Medical  Association,  1946. 

Originally  intended  chiefly  as  a repository  of 
its  reports  on  rejection  of  preparations  found 
unacceptable  for  inclusion  in  New  and  Non- 
official Remedies  or  of  status  reports  on  prod- 
ucts whose  therapeutic  value  has  not  yet  been 
established,  this  volume  in  recent  years  has  been 
composed  mainly  of  reports  giving  general  in- 
formation to  the  physician  on  the  status  of  vari- 
ous therapeutic  agents  and  therapeutic  pro- 
cedures. Most  of  these  reports  have  previously 
been  published  in  The  Journal  A.M.A.  The  re- 
ports in  the  present  volume  emphasize  the  edu- 
cational nature  of  the  Council’s  work  and  bear 
witness  to  its  leadership  in  the  consideration  of 
current  therapeutic  problems. 

The  report  “ Dermatophytosis : Treatment  and 
Prophylaxis”,  gives  a concise  estimate  of  prog- 
ress in  this  field  and  sets  up  useful  standards 
for  the  evaluation  of  fungicidal  preparations. 
The  report  on  “Dangers  from  the  External  Use 
of  Sulfonamides”,  obviously  stems  from  war- 
time experience  with  these  preparations  and  is- 
sues a warning  against  over-the-counter  sales. 
The  report  “Status  of  Poison  Ivy  Extracts”  em- 
phasizes the  fact,  that  these  preparations  are  to 
he  used  in  prevention  rather  than  treatment.  The 
report  on  Acne  Bacillus  Vaccine  points  out  that 
this  preparation,  in  the  opinion  of  most  investi- 
gators, fails  in  most  cases  clinically  to  arrest  or 
control  acne  vulgaris.  In  the  report  “The 
Status  of  Passive  Immunization  and  Treatment 
in  Pertussis  by  the  Use  of  Human  Hyperim- 
mune Serum”  prepared  by  Dr.  Harriet  M.  Fel- 
ton and  sponsored  by  the  Council,  the  status  of 
these  preparations  was  definitively  outlined 
just  prior  to  the  acceptance  by  the  Council  of 
a number  of  commercial  preparations. 

This  volume  as  well  as  preceding  Annual  Re- 
prints are  of  interest  not  only  to  physicians  but 
also  to  pharmacists,  chemists  and  pharmaceuti- 
cal manufacturers. 
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known  irritants.  Send  for  Free  Formulary. 
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To  state  it  another  way: 

ONE  ONE  ONE 

level  tablespoonful  tablespoonful  of  milk,  rounded  tablespoonful 
of  Pablum  (or  Pabena)  formula  or  water  (hot  of  cereal  feeding  of 

when  mixed  with  ...  or  cold)  makes  . . . average  consistency. 

To  make  thicker  feeding  (as  in  pylorospasm,  pylo- 
ric stenosis,  etc.),  increase  the  amount  of  Pablum  or 
Pabena.  To  make  thinner  feeding,  as  in  3-months 
infants,  increase  amount  of  milk,  formula  or  water. 

NO  COOKING  . . . MIX  UP  ONLY  AMOUNT  TO 
BE  FED  ...  NO  LEFTOVER  CEREAL  TO  GO 
BACK  INTO  REFRIGERATOR  . . . PABLUM  IS 

ECONOMICAI NO  WASTE  . . . QUICK  AND 

EASY  TO  PREPARE  . . . SINCE  1932. 

'THcdd  £v4Ut4urttte, 
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PROTECTION 

PROTECTION  against  congenital  syphilis  can  often  be  accom- 
plished by  treatment  of  the  expectant  mother. 


Ikrtli  Generation . _ . 


Proper  antisyphilitic  therapy  during  pregnancy  can  prevent 
or  control  syphilis  in  the  infant  . . . lower  the  mortality  rate 
in  fetal  syphilis  . . . reduce  the  frequency  of  premature  labor- 
even  if  the  antisyphilitic  course  is  comparatively  short  and 
the  child  not  cured.  Syphilis  in  mothers  can  be  well  started 
toward  symptomatic  and  serologic  cure. 

MAPHARSEN  (meta-amino-para-hydroxyphenyl  arsine  oxide 
(arsenoxide)  hydrochloride)  gives  maximum  therapeutic 
effect— rapid  disappearance  of  spirochetes  and  prompt  heal- 
ing of  lesions.  Minimal  untoward  reactions  are  less  severe 
than  those  observed  after  use  of  arsphenamines. 
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experimentally  and  clinically,  and  that  it  promises  to  be  one  of  the  most  useful 
cardioactive  principles  in  the  specific  therapy  of  heart  disease. 

“In  instances  where  digitalization  by  the  intravenous  route  is  deemed  advisable, 
the  older  preparations  of  digitalis  are  no  longer  acceptable.  Purified  glycosidal 
substances  exclusively  are  to  be  used  for  that  purpose.  Strophanthin  ranks  high 
but  its  use  should  be  restricted  to  cardiologists  or  to  large  hospital  services  where 
it  can  be  employed  under  close  supervision  by  competent  and  experienced  physicians. 
For  general  use,  Lanatoside  C is  a valuable  drug.  In  rapidity  of  action  it  approaches 
Strophanthin.” 
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a common  denominator  for  all  restricted  diets 

i)  V 


All  restricted  diets  must  have  one  thing  in  common- 
vitamin  adequacy— lest  the  patient’s  quest  be  thwarted 
by  deficiency.  Almost  all  restricted  therapeutic  diets 
have  been  found  deficient  in  one  or  more  of  the  essential 
vitamins.  Supplementation  is  therefore  mandatory  in 
diets  prescribed  for  obesity,  allergies,  peptic  ulcer,  and 
diabetes.1  Easy  to  remember,  easy  to  take,  Upjohn  vita- 

i Handbook  of  Nutrition,  Chicago  min  preparations  are  potent,  low  cost  aids  in  maintaining 

AM.  A.,  1943,  p 557.  IT  1 

optimal  vitamin  intake  during  dietotherapy. 


Upjohn 


FINE  PHARMACEUTICALS  SINCE  1886 


KALAMAZOO  99.  MICHIGAN 


UPJOHN  VITAMINS 
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“don’t 
smoke” . . 

is  advice  hard  for  patients 
to  swallow.  May  we  sug- 
gest, instead,  SMOKE 

“Philip  Morris  ”? 

Tests  showed  3 out  of 
every  4 cases  of  smokers’ 
cough  cleared  on  changing 
to  Philip  Morris.  Why 
not  observe  the  results 
for  yourself? 
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The  2000  year  old  Nile  Temple  of  Philae  stands  enduringly 
firm  on  its  original  foundation— even  though  flooded  each 
year  from  November  to  June,  since  the  construction  of 
the  Assuan  Dam  at  the  end  of  the  nineteenth  century. 

• Similarly,  for  sturdy  bodies  in  later  years  a strong  nu- 
tritional foundation  must  be  established  early  in  infancy. 

• For  this  assurance,  BIOLAC  safely  and  simply  fur- 
nishes nutritional  elements  for  optimum  health.  Among 
the  other  essential  nutrients  are  valuable  proteins  of 
milk,  an  outstanding  source  of  all  the  essential  amino  acids 
. . . the  indispensable  foundation  stones  for  sound  tissues. 

• Indeed,  BIOLAC  is  “baby  talk”  for  a good  square  meal. 

* \ 

BORDEN’S  PRESCRIPTION  PRODUCTS  DIVISION 

350  MADISON  AVENUE  • NEW  YORK  17, N.  Y. 


B tolac  is  a liquid  modified  milk,  prepared  from  whole  and  skim  milk  with  added 
lactose,  and  fortified  with  thiamine,  concentrate  of  vitamins  A and  D from  cod 
liver  oil,  and  iron  citrate , only  Vitamin  C supplementation  is  necessary.  Evap- 
orated. homogenized  and  sterilized.  Available  in  13  ft.  oz.  tins  at  all  drug  stores. 


'X 


Quickly  prepared. . . easily  cal- 
culated: 1 fl.  oz.  Biolac  to  1 1/2 fl- 
oz.  water  per  lb.  of  body  weight. 
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estrogens,  has  a seventeen  year  record  of  safety  and  effectiveness 
in  the  menopausal  syndrome.  A wide  range  of  forms  and 
potencies  permits  notable  flexibility  and  precision  in  dosage. 

The  objective  of  using  “the  minimum  dosage  at  the  longest  possible 
intervals  compatible  with  control  of  symptoms”1  is  readily  attained. 
Once  symptoms  are  controlled  parenterally,  the  patient  may  be 
easily  maintained  orally  on  a gradually  reduced  dosage.  Amniotin 
is  highly  purified,  standardized  in  International  Units. 


1.  Watson,  B.  P.:  J.  Clin.  Endocrinology  4:57 1 (Dec.)  1944. 


TRADEMARK 


MANUFACTURING  CHEMISTS  TO  THE  MEDICAL  PROFESSION  SINCE  1858 
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to  combat 


mental  depression  in  the  menopause 


. . because  the  involutional  period  is  fraught  with  sadness  the  different  forms  of 
mental  disorder  of  this  age  may  be  highly  colored  with  mental  depression.”* 
Severe  menopausal  depression,  marked  by  apathy  and  psychomotor  retardation, 
is  frequently  progressive.  Hence,  if  not  promptly  and  effectively  treated,  it  may 
seriously  impair  the  patient’s  normal  capacity  for  useful  living. 

In  such  cases,  Benzedrine  Sulfate  helps  to  overcome  the  depression,  to  restore 
optimism  and  to  reawaken  the  savor  and  zest  of  life.  Needless  to  say,  Benzedrine 
Sulfate  is  not  indicated  in  the  casual  case  of  low  spirits,  as  distinguished  from 
true  prolonged  mental  depression. 

♦Hinsie,  Leland  E.:  The  Person  in  the  Body,  an  Introduction  to  Psychosomatic  Medicine, 

New  York,  W.W.  Norton  & Co.,  1945,  p.  223. 


Tablets  and  Elixir 


benzedrine  sulfate 


( racemic  amphetamine  sulfate , S.K.F '.) 


Smith,  Kline  & French  Laboratories,  Philadelphia,  Pa. 
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^ >%NS 

panying  the  use  of  naturally  occurring, 
water  soluble,  conjugated  estrogens,  as 
reported  by  Harding,  provides  further  evi- 
dence of  the  value  of  "Premarin"  in  the 


management  of  the  menopausal  syndrome. 


^Hardin?.  F E.:  Am.  J.  Obst.  & Gynec.,  51:660  (May)  1946 


CONJUGATED  ESTROGENS  (equine) 

Tablets  of  1.25  mg.  Tablets  of  0.625  mg.  Liquid,  containing  0.625  mg.  per  teaspoonful 

AYERST,  McKENNA  & HARRISON  LIMITED  • 22  E.  40TH  STREET  » NEW  YORK  16,  N.  Y. 
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NEXT  IN  IMPORTANCE  TO  DIGITALIS 


In  many  cases  of  congestive  heart  failure  mercurial  diuretics  are  next  in  impor- 
tance to  digitalis  in  maintaining  the  patient’s  comfort  and  prolonging  life. 


Following  an  injection  of  Salyrgan-Theophylline  in  patients  with  marked 


edema  the  urinary  output  frequently  amounts  to  three  or  four  liters  in  twenty- 


four  hours. 


Through  such  dforgsis  the  heart  is  relieved  of  the  added  burden  of  propelling 
the  blood  through  the  compressed  blood  vessels.  The  blood  volume  is  decreased, 
and  in  all  probability  the  efficiency  of  the  heart  is  increased  by  elimination  of 
myocardial  edema. 


Salyrgan-Theophylline  is  available  in  ampuls  of  1 cc.  and  2 cc.  for  intramuscular  or  intravenous 
administration  . . . For  oral  use  (as  an  adjunct  to  decrease  the  frequency  of  injections  and 
when  parenteral  therapy  is  impracticable)  tablets  in  bottles  of  25,  100  and  500. 


"So/yrgan"  trademark  Reg.  U.  5.  Pat.  Off.  & Canada 

Brand  of  M e r s a I y I and  Theophylline 


/ic/enf  nielcutia/ 


WINTHROP  CH 

Pharmaceutical 
New  York  13,  N . Y . 


E M I C A L COM 


P A N Y , INC. 

the  physician 
Windsor,  O n t . 


of  merit 
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BEFORE  YOU  DECIDE  ON  THE 
PENICILLIN  OF  YOUR  CHOICE 


Consider  this  important  fact:  For  many 
years,  Schenley  has  been  among  the 
world’s  largest  users  of  research  on  my- 
cology and  fermentation  processes  . . . 
from  which  penicillin  and  certain  other 
antibiotics  are  derived.  The  wide  scope 
of  our  activities  in  these  fields  is  your 
assurance  that  when  you  choose  Penicil- 
lin Schenley  you  choose  a product  thor- 
oughly tested  for  potency  and  quality. 


PENICILLIN 

SCHENLEY 


Cellulitis  caused  by  penicillin-sensitive  organ- 
isms readily  responds  to  penicillin  therapy.  By 
the  early  administration  of  penicillin  in  adequate 
doses,  suppuration  may  be  prevented  and  prompt 
resolution  of  the  inflammatory  process  obtained. 
When  abscess  formation  has  occurred,  penicillin 
will  localize  and  control  the  infection  but  surgi- 
cal evacuation  of  the  purulent  material  may  be 
required  to  effect  a cure. 

The  administration  of  penicillin  combined, 
when  indicated,  with  surgical,  supportive,  and 
other  measures,  will  in  most  instances  rapidly 
control  and  eradicate  the  infection.  Thus,  the  du- 
ration of  the  disease  is  shortened,  and  the  pos- 
sibility of  complications  reduced  to  a minimum. 

A daily  total  of  160,000  to  480,000  units, 
depending  upon  the  severity  of  the  infection,  in 
divided  doses  every  2 to  3 hours  by  the  intra- 
muscular route  will  usually  be  adequate  to  effect 
a cure.  Duration  of  the  course  will  depend  upon 
response  to  therapy.  If  thought  desirable,  as  a 
supplement  to  parenteral  administration,  peni- 
cillin may  be  employed  by  local  injection  or  in- 
stillation of  solutions  containing  5,000  to  50,000 
units  per  cc. 


a product  of 


wollgast,  c.  F.:  The  Clinical  Use  of  Penicillin: 
A Report  of  115  Cases  Treated  in  an  Army  Hospital, 
Texas  State  J.  M.  40:225  (Aug.)  1944.  farquharson 
R.  F.;  greey,  P.,  & towinsend,  s.  r.:  Results  of  Peni- 
cillin Therapy:  A Report  for  the  Joint  Services  Peni- 
cillin Committee,  Canad.  M.  A.  J.  53:1  (July)  1945. 


\ 


SCHENLEY  LABORATORIES,  INC.  Executive  Offices:  350  Fifth  Avenue,  N.  Y.  C. 
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The  doctor  makes  his  rounds 


It.  J.  Reynolds  Tobacco  Company.  Winston-Salem.  X CV 


• Wherever  he  goes,  he  is  welcome  . . . 
his  life  is  dedicated  to  serving  others. 

Not  all  his  calls  are  associated  with 
illness.  He  is  often  friend  and  counse- 
lor ...  he  is  present  when  life  begins, 
watches  it  flourish  and  develop.  His 
satisfactions  in  life  are  reflected  in 


the  smiling  faces  of  youngsters  like 
this  one  above,  and  of  countless  others 
whom  he  has  long  attended. 

Yes,  the  doctor  represents  an  hon- 
ored profession  . . . his  professional 
reputation  and  his  record  of  service 
are  lus  most  cherished  possessions. 


According  to  a 
recent  independent 
nationwide  survey: 

More  Doctors 

Smoke  Camels 

than  any  other  cigarette 
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his  nontoxic , low-dosage , enteric  sulfonamide  is  excep- 
tionally effective  against  acute  and  chronic  ulcerative  colitis,  and  recently 
proved  successful  in  the  treatment  of  76  out  of  80  patients1  with  this  disease. 
After  therapy  with  the  drug,  stools  become  formed  and  odorless,  blood  in 
stools  disappears,  cramping  in  abdomen  subsides  within  48  hours,  and 
evacuations  are  reduced  substantially.2 

'Sulfathalidine’  phthalylsulfathiazole  is  indicated  also 
in  the  treatment  of  regional  ileitis,  as  a supplement  to  the  therapy  of  amebiasis, 
giardiasis  and  paratyphoid  infections,  and  as  an  adjunct  to  intestinal  surgery. 

f Sulfa thalidine’  phthalylsulfathiazole  maintains  a high 
bacteriostatic  concentration  in  the  gastrointestinal  tract  (1250  mg.  per  cent). 
An  average  of  only  5%  of  the  drug  is  absorbed  from  the  bowel  and  this  is 
rapidly  excreted  by  the  kidneys.  Administered  in  daily  doses  of  only  0.05  Gm. 
to  0.1  Gm.  per  kilogram  of  body  weight.  Supplied  in  0.5-Gm.  compressed  tab- 
lets in  bottles  of  100,  500  and  1,000.  Sharp  & Dohme,  Philadelphia  1,  Pa. 

1.  J.A.M.A.  129: 1080,  Dec.  15,  1915 

2.  Illinois  M.  J.  38:85,  August,  1945  j 
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CAMP  TRANSPARENT  WOMAN  EXHIBIT  MARKS  TENTH  ANNIVERSARY 


Dedicated  at  Rockefeller  Center  in  1936  by 
world  famous  figures  in  medicine,  science 
and  education,  the  Transparent  Woman  has 
since  been  viewed  by  some  50,000  physi- 
cians and  1 6,000,000  laymen.  Its  steady  pop- 


ularity in  the  Medical  Section  of  the  Museum 
of  Science  and  Industry  verifies  our  hope 
that  the  exhibit  will  continue  to  play  it* 
authentic  role  in  public  health  education 
within  the  precepts  of  the  medical  profession. 


S.  H.  CAMP  and  COMPANY  • JACKSON,  MICHIGAN 
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This  unretouched  photomicrograph  depicts  the  pure,  crystalline 
state  in  which  all  Penicillin-C.S.C.  is  now  supplied. 


SYMBOL 

OF 

PURITY 


lS  a result  of  special  processes  of  purifica- 
tion and  crystallization,  all  Penicillin-C.S.C. 
is  now  supplied  in  the  form  of  the  highly 
purified,  heat-stable  Crystalline  Sodium  Salt 
of  Penicillin-C.S.C. 

Well  Tolerated  Subcutaneously 

In  the  crystalline  state  Penicillin  Sodium-C.S.C.  is  so 
pure  that  it  can  be  administered  subcutaneously  even 
in  large  doses  with  virtually  no  pain  or  danger  of  unto- 
ward reactions  due  to  impurities. 

No  Refrigeration  Required 

Crystalline  Penicillin  Sodium-C.S.C.  is  so  heat-stable 
that  it  can  be  kept  at  room  temperatures,  virtually  in- 
definitely without  losing  its  potency.*  It  can  now  be 
carried  in  the  physician’s  bag  or  stored  on  the  phar- 
macy shelf.  No  longer  need  the  physician  wait  until  the 
patient  can  be  hospitalized  or  until  refrigerated  peni- 
cillin can  be  obtained  from  the  nearest  depot. 

*CAUTION:  Once  in  solution,  however,  penicillin  still  requires 
refrigeration. 


Optimal  Therapeutic  Activity 

Because  of  its  high  potency  per  milligram,  Crystalline 

Penicillin  Sodium-C.S.C.  exerts  optimal  therapeutic 

activity.  A recent  report  shows  the  advantage  of  highly 

potent  preparations.1 

Potency  Clearly  Stated  on  Label 

The  high  state  of  purification  achieved  in  Crystalline 

Penicillin  Sodium-C.S.C.  is  indicated  by  its  high  potency 

per  milligram.  The  number  of  units  per  milligram  is 

stated  on  each  vial,  thus  enabling  the  physician  to  know 

the  degree  of  purification  of  the  penicillin  he  is  using. 

l"The  potency  of  the  penicillin  undoubtedly  affected  the  results. 
The  first  15  patients,  all  treated  with  the  same  batch  of  penicillin, 
were  cured.  The  next  7 patients  were 
treated  with  the  same  dosage  of  a differ- 
ent batch  of  penicillin.  Five  of  these  7 
were  not  cured.  Assays  of  penicillin  used 
for  these  7 patients  showed  it  to  be  of  re- 
duced potency.”  Trumper,  M.,  and 
Thompson,  G.  J.:  Prolonging  the  Effects 
of  Penicillin  by  Chilling,  J.A.M.A.  130\ 

628  (March  9)  1946. 


Crystalline  Penicillin  Sodium-C.S.C.  is  available  in  serum-type  vials  containing  100,000,  200,000,  or  500,000  units. 

PHARMACEUTICAL  DIVISION 


MEDICAL 

ASSN. 


1 ' 200,000  UNIT5 

pENlCILLIN-C.S.C 


commercial  Solvents 


Penicillin-C.S.C.  is  accepted 
by  the  Council  on  Pharmacy 
and  Chemistry  of  the  Amer- 
ican **  e d iC a I Association 


17  East  42nd  Street 


Corporation 


New  York  17,  N.  Y. 


w«utECTT»iNP|*w*-ul’ 
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How  to  shift  to  WELLCOME’  GLOBIN  INSULIN 
from  ^ injections  to  I a day . . . 


\ 


A relatively  simple  procedure  can  make  the 
unique  advantages  of  intermediate-acting 
‘Wellcome’  Globin  Insulin  with  Zinc  available  to 
patients  on  regular  insulin  (crystalline  or  amor- 
phous). Three  steps  can  change  the  patient  from 
two  or  more  injections  daily  to  one  injection  a 
day. 

STEP  I The  initial  daily  dose  of  ‘Wellcome’ 
Globin  Insulin  with  Zinc  should  be  approxi- 
mately 2/3  the  total  number  of  units  of  regular 
insulin  previously  given  daily. 

STEP  2 Adjust  the  carbohydrate  distribution  of 
the  diet  as  required  for  the  individual  patient. 
This  adjustment  will  be  based  on  fractional  uri- 


nalyses and  blood  sugar  determination,  if  the 
latter  are  available. 

STEP  3 Increase  or  otherwise  adjust  the  daily 
dose  of  Globin  Insulin  as  required.  This  adjust- 
ment is  made  in  conjunction  with  step  2.  Fre- 
quently, the  final  dosage  of  Globin  Insulin  will 
be  not  more  than  4/5  the  total  units  of  regular 
insulin  previously  required  daily. 

Available  in  40  and  80  units  to  the  cc.,  vials  of 
10  cc.  ‘Wellcome’  Trademark  Registered. 


BURROUGHS  WEllCOME  & CO.  (U.S.A.)  INC.,  9 & II  EAST  4IST  STREET,  NEW  YORK  17,  N.Y. 
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Battle  dress 


Too  often  it’s  on  with  the  bib,  on  with  the  battle!  The  fruitless 
struggle  between  mother  and  baby  goes  on  at  every  feeding.  Meal- 
time can  again  be  "peace  time"  when  'Dexin'  brand  High  Dextrin 
Carbohydrate  helps  form  good  feeding  habits  without  the  commando 
tactics  that  leave  both  mother  and  baby  exhausted,  upset. 


'Dexin'  helps  assure  uncomplicated  feeding  because  its  high  dextrin 
content  (1)  diminishes  intestinal  fermentation  and  the  tendency  to 
colic  and  diarrhea,  and  (2)  promotes  the  formation  of  soft,  floccu- 
lent,  easily  digested  curds.  Palatable  and  not  over-sweet,  'Dexin' 
encourages  a healthy  appetite.  Readily  soluble  in  hot  or  cold  milk, 
it  supplements  other  bland  foods.  'Dexin'  does  make  a difference. 


HIGH  DEXTRIN  CARBOHYDRATE 


Literature  on  request 


Composition — Dextrins  75%  • Maltose  24%  • Mineral  Ash  0.25%  • Moisture 
0.75%  • Available  Carbohydrate  99 % • 115  calories  per  ounce  • 6 level  packed 
tablespoonfuls  equal  1 ounce  • Containers  of  twelve  ounces  and  three  pounds  • 
Accepted  by  the  Council  on  Foods  and  Nutrition,  American  Medical  Association. 

‘Dexin’  Reg.  Trademark 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  9 & 11  East  41st  St.,  New  York  17,  N.  Y. 
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The  emblem  above,  appearing  on  the  reverse  of 
the  U.  S.  Liberty  dime,  is  known  as  the  "fasces."  It 
depicts  a bundle  of  staves  enclosing  an  ax  and 
was  the  ancient  Roman  symbol  of  authority.  On 
our  dime  it  stands  for  the  "unity  wherein  lies  our 
strength." 

The  familiar  sign,  to  the  left,  is  the  Rexall  sym- 
bol of  reliable  pharmaceutical  service  wherein 
lies  safety.  It  appears  on  selected  neighborhood 
drug  stores  throughout  the  country,  and  stands  for 
laboratory-tested  Rexall  drugs  and  selected  phar- 
macal  ability  in  compounding  them.  Your  prescrip- 
tions filled  at  these  Rexall  Drug  Stores  combine 
both  ingredients  and  skill  unsurpassed  for  quality 
control. 


DRUGS 


UNiTED-REXALL  DRUG  CO. 


LOS  ANGELES,  CALIFORNIA 

PHARMACEUTICAL  CHEMISTS  FOR  MORE  THAN  43  YEARS 


Sfleducin^/  ^tenal 

During  Sulfonamide  Therapy 


Almost  complete  freedom  from  kidney  damage  can 
be  achieved  by  substituting  COMBISUL-TD,  a com- 
bination of  suliathiazole  and  sulfadiazine  in  equal 
parts,  for  either  drug  alone  in  equivalent  whole 
dosage. 

Both  sulfathiazole  and  sulfadiazine  can  be  dissolved 
simultaneously  in  the  same  solution  nearly  to  the  extent 
of  the  sum  of  their  separate  solubilities.1,  2 And  because 
each  compound  behaves  as  though  present  alone  in  the 
solution  the  danger  of  intrarenal  drug  precipitation  from 
the  mixture  is  only  as  great  as  if  each  were  administered 
alone,  and  in  the  partial  dosage  contained  in  the  mixture. 
Therapeutic  efficacy  of  COMBISUL-TD  has  proved  to  be 
the  same  as  when  either  constituent  is  used  alone  in  full 
dosage. 


- td 


COMBISUL-TD  is  available  in  0.5  Gm.  tablets  each  containing 
0.25  Gm.  sulfathiazole  and  0.25  Gm.  sulfadiazine.  Indications  and 
dosage  are  the  same  as  for  either  drug  administered  alone. 
COMBISUL-DM  is  available  for  the  treatment  of  meningitis  and  con- 
sists of  0.25  Gm.  sulfadiazine  and  0.25  Gm.  sulfamerazine. 

COMBISUL-TD  available  in  0.5  Gm.  tablets. 

Bottles  of  100  and  1,000  tablets. 

COMBISUL-DM  available  in  0.5  Gm.  tablets. 

Bottles  of  100  and  1,000  tablets. 

BIBLIOGRAPHY:  (1)  Lehr,  D. : Proc.  Soc.  Exper.  Biol.  & Med.  58:11,  194S.  (2) 
Lehr,  D.:  J.  Urol.  55  :S48,  1946. 

Trade-Marks  COMBISUL-TD  and  COMBISUL-DM-Reg.  U.  S.  Pat.  Off. 


&JT  o 


CORPORATION  • BLOOMFIELD,  N.  J. 

IN  CANADA,  SCH  EKING  CORPORATION  LIMITED,  MONTREAL 
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Protein  as  a Zkerapeutic  9 actor 
Jn  Jnfectious  Disease 

In  the  recent  past,  increasing  attention  has  been  called  to  the  influence 
of  severe  infections  upon  protein  metabolism  and  the  profound  destruc" 
tion  of  tissue  and  serum  protein  which  occurs  in  these  states.  E 2 

In  many  instances,  prompt  control  of  infection  by  sulfonamides  or 
penicillin  is  not  followed  by  the  desired  degree  of  systemic  improvement. 
Instead,  protracted,  stormy  convalescence  supervenes.  A factor  which  is 
often  responsible  for  delayed  recovery  is  known  to  be  the  intense  pro' 
tein  depletion  which  not  only  accompanies  but  also  follows  in  the  wake 
of  infectious  disease.  Not  infrequently,  recovery  can  be  sharply  hastened 
by  correction  of  existing  nutritional  deficiencies,  foremost  among  them, 
protein  deficiency.  A protein  intake,  adequate  both  qualitatively  and 
quantitatively,  thus  gains  increasing  significance  as  an  integral  part  ot 
therapy  whenever  the  condition  under  treatment  is  known  to  lead  to 
increased  nitrogen  excretion. 

Among  the  protein  foods  of  man  meat  ranks  high,  not  only  because  it 
is  rich  in  complete,  biologically  adequate  protein,  but  also  because  its 
pal  at  ability  and  the  many  attractive  ways  it  can  be  prepared  make  it 
acceptable  to  most  patients. 

‘ Tillett,  W.  S.,  Cambier.  M.  J.,  and  McCormack,  J.  E.:  The 
Treatment  of  Lobar  Pneumonia  and  Pneumococcal  Empyema 
with  Penicillin,  Bull. New  York  Acad. Med. 20: 14 2,  March,  1944. 

'l  Armstrong,  S.  H.,  Jr.;  England,  A.  C.,  Jr.;  Favour.  C.  B.,  and 
Scheinberg,  I.  H.:  Anemia  and  Hypoproteinemia  Complicating 
Severe  Protracted  Pneumonia:  Treatment  with  Penicillin — 

Role  of  Specific  Supportive  Therapy  in  Recovery,  J.A.M.A. 

227:303  (Feb.  10)  1943. 

The  Seal  of  Acceptance  denotes  that  the  nutri- 
tional statements  made  in  this  advertisement 
are  acceptable  to  the  Council  on  Foods  and 
Nutrition  of  the  American  Medical  Association. 

AMERICAN  MEAT  INSTITUTE 

MAIN  OFFICE,  CHICAGO.  . .MEMBERS  THROUGHOUT  THE  UNITED  STATES 


Main  Illustration:  The  B-D* 
Metal  Cartridge  Syringe  with 
cartridge  inserted.  Smaller  Il- 
lustration: The  B-D*  Dispos- 
able Cartridge  Syringe  with 
cartridge  inserted.  Inset  at 
right  shows  separate  cartridge 
with  special  stopper  which 
permits  aspirating  test. 


THINK  OF  THE  PATIENT 
and  YOURSELF 


PENICILLIN  IN  OIL  AND  WAX  Bristol 

( Romansky  Formula ) 


With  but  one  injection  you  can  accom- 
plish the  effectiveness  of  eight.  Admin- 
ister the  contents  of  one  cartridge  (1  cc.) 
of  Penicillin  in  Oil  and  Wax  and  the 
patient  has  received  300,000  units  of 
penicillin. 

By  using  the  cartridge,  the  physician  can 
avail  himself  of  the  economical  plastic 
syringe  that  can  be  thrown  away  after  it’s 
used.  Or,  just  as  time  and  trouble-saving 
—use  the  Metal  Cartridge  Syringe  and 
get  the  most  out  of  this  new  therapy. 


, BRISTOL 

LABORATORIES 

INCO  RPOR ATED 


SYRACUSE  1,  NEW  YORK 


*Trade  mark,  Reg.  U.S.  Pat.  Off., 
Becton,  Dickinson  &.  Co* 
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That’s  just  about  how  quickly  and  easily 
you  can  get  ready  for  an  injection  of  Abbott’s 
Romansky  formula  of  penicillin  calcium  in  oil  and 
wax  when  you  use  a new  sterile  Disposable  Cartridge 
Syringe.  Here’s  why : No  further  sterilization  of  syr- 
inge and  needle.  No  drying.  No  complications  from 
traces  of  water.  No  trouble  of  drawing  the  fluid 
from  a bulk  container.  No  wasted  suspension. 

And,  last  but  not  least,  no  need  to  bother 
about  cleaning  the  needle  and  syringe 
afterwards.  Just  throw  them  away.  Each 
set  consists  of  a disposable  plastic  syringe 
with  an  affixed  standard  20-gauge,  lH-inch  stain- 
less steel  needle  and  a glass  cartridge-plunger  con- 
taining a 1-cc.  dose  of  300,000  units  of  penicillin 
suspended  in  peanut  oil  and  beeswax.  You  will  find 
the  set  complete,  compact,  easy  to  carry  and  ready 
to  use.  Demand  sometimes  outstrips  supply,  but 
we’re  making  more  sets  every  day.  Abbott 
Laboratories,  North  Chicago,  Illinois. 


Yol.  3,  No.  r, 


Arizona  Medicine 


291 


This  Equipment  Conserves  Specialists’  Energy 


Doctors  are  working  longer  hours  to- 
day. Their  precious  skill  deserves  the 
working  ease  of  a Ritter  Ear-Nose- 
and-Throat  Unit.  Designed  to  the 
specifications  of  prominent  specialists, 
this  unit  is  made-to-order  for  ear-nose- 
and-throat  practice.  Relaxed  on  the 
Ritter  Rest-and-Relief  Stool,  the  spe- 
cialist adjusts  his  patient  comfortably 
in  the  Ritter  Motor  Chair,  and  selects 
his  instruments  and  medicaments — all 
within  arm’s  reach.  Until  he  has  en- 
joyed the  smooth  effortless  operation 
of  the  Ritter  ENT  Unit,  he  does  not 
realize  how  much  waste  motion  it  can 
save  him. 


PHYSICIANS  AND  HOSPITALS  SUPPLY  CO.,  Inc. 

MINNEAPOLIS  MINNESOTA 
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Without  any  stimulation  of  the  central  nervous  system  whatever.  Solutions  'Tua- 
mine  Sulfate’  (2-Aminoheptane  Sulfate,  Lilly),  when  applied  intranasally,  pro- 
duce long-lasting,  uniform  shrinkage  of  the  nasal  mucous  membrane.  Further- 
more, Solutions  'Tuamine  Sulfate’  do  not  impair  ciliary  motility  and  there  is  no 
secondary  vasodilatation.  Solution  ’Tuamine  Sulfate,’  1 percent,  is  intended  for 
routine  use  and  is  the  solution  of  choice  for  prescriptions.  The  2 percent  solution 
is  supplied  for  application  in  the  doctor’s  office  when  a more  intense  effect  may  be 
desired.  Solutions  ’Tuamine  Sulfate’  are  available  at  all  prescription  pharmacies. 

ELI  LILLY  AND  COMPANY 

INDIANAPOLIS  6,  INDIANA,  U.  S.  A. 
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THE  MANAGEMENT  OF  PYOGENIC  MENINGITIS  IN 
INFANTS  AND  CHILDREN 

GEORGE  W.  SALMON,  M.  D„  JAMES  H.  PARK,  Jr.,  M.  T). 

and  LAURA  BICKEL,  M.  D. 

< 

From  the  Department  of  Pediatrics  of  the  Baylor  University  College  of  Medicine  and  the  Pediatrics 
Service  and  Junior  League  Children’s  Clinic  of  the  Hermann  Hospital,  Houston,  Texas 


ITIIIN  the  past  few  years  pyogenic  men- 
ingitis has  entered  the  category  of  diseases 
for  which  there  is  specific  therapy.  It  is  today 
one  of  the  most  common  severe  diseases  which 
can  be  cured  by  prompt  and  adequate  applica- 
tion of  newer  modes  of  therapy.  Some  idea  as 
to  the  comparative  frequency  of  the  various 
types  of  pyogenic  meningitis  may  be  obtained 
from  an  examination  of  234  cases  mentioned  by 
Hartmann  et  al  from  the  St.  Louis  Children’s 


Hospital1 : 

Meningococci  112 

Pneumococci  34 


Hemophilus  Influenzae  33 

Hemolytic  Streptococci 14 

Miscellaneous  Bacteria  9 

“Sterile”  32 


The  material  to  be  presented  here  does  not 
represent  a series  of  cases ; each  was  selected 
to  illustrate  some  particular  point.  Rather  than 
present  synopses  of  cases,  we  have  prepared 
charts  which  include  all  of  the  pertinent  data 
in  each  case.  Such  information  as  the  results  of 
urinalyses,  Wassermanns,  chest  plates,  tubercu- 
lin tests,  etc.,  has  not  been  included  in  these 
charts  unless  they  showed  positive  findings. 


"•  Subcutaneously  . ^Sc.c.  of  /%  Sodium  Sulfaoiazi/ve 

* I NT RAVENOUSLY  . IQc.c.  of  S % SODIUM  SULFADIAZINE 


Age  IS  months  : Weight  9.3  kg.  : Pose-  O./ 

Figure  1:  Comparison  of  blood  levels  to  be  obtained  from  the  subcutaneous  and  the  intravenous 

administration  of  sodium  sulfadiazine.  Levels  as  whole  blood  free  sulfadiazine.  From  (2). 
After  several  injections  higher  levels  are  built  up,  but  this  serves  to  illustrate  the  type  of 
curve  obtained  by  each  method. 
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Case  Spinal  Fluid 

Number  Sulfadiazine  Level 


1 

2 

3 

4 

5 

6 

7 

8 
9 

10 

11 

12 

13 

14 


0 

0 

0 

1 . 92  mgs . % 
0 
0 
0 
0 
0 

0. 99  mgs.  % 
1.65  mgs.  °/( 
1 . 00  mgs . % 

0 

0 


Spinal  fluid  examinations  on  four- 
teen normal  infants  and  children  not 
receiving  a sulfonamide.  Skin  and 
subcutaneous  tissue  infiltrated  with 
2 cc.  of  1.5%  solution  of  procaine 
hydrochloride.  Spinal  fluid  levels 
as  free  sulfadiazine. 


Figure  2.  Procaine  Hydrochloride  and  the  sul- 
fonamides give  the  same  color  reaction. 
For  this  reason  more  accurate  levels  may 
be  obtained  if  another  local  anesthetic,  such 
as  metycaine,  which  does  not  give  this 
color  reaction  is  used.  From  (2). 


PNE  UMOCOCCAL  MEN  IE  GITIS 

The  diagnosis  of  meningitis  is  outside  the 
province  of  this  discussion.  However,  the  out- 
standing symptoms  and  signs  of  the  cases  to  be 
presented  are  mentioned  on  the  chart  illustrat- 
ing each  case.  We  do  want  to  emphasize  the  fact 
that  some  cases  show  no  clinical  evidence  of 
meningeal  irritation.  This  is  probably  because 
in  pneumococcal  meningitis  the  inflammation 
is  principally  over  the  convexity  of  the  brain. 
However,  evidence  of  meningeal  irritation  is 
not  to  be  regularly  expected  in  any  type  of  men- 
ingitis in  infants,  or  in  stuporous  patients  of 
any  age  group.  It  is  important  to  realize  that 
a spinal  fluid  examination  is  indicated  in  any 
patient  with  unexplained  fever.  Unfortunate- 
ly, whether  or  not  there  was  evidence  of  men- 
ingeal irritation  is  not  mentioned  on  the  charts. 

Specific  Therapy:  Of  the  sulfonamide  drugs 
we  prefer  sulfadiazine  or  sulfamerazine.  Sulfa- 
diazine was  used  in  most  of  the  cases  present- 
ed here.  The  dose  of  sulfamerazine  is  about 
two-thirds  to  three-fourths  that  of  sulfadiazine 
since  it  is  more  slowly  excreted  bv  the  kidneys. 
With  sulfadiazine,  sulfamerazine,  or  sulfapyri- 
dine  the  spinal  fluid  sulfonamide  level  is  usual- 


ly about  65  to  75  per  cent  of  the  blood  level.  We 
avoid  sulfathiazole  because  the  spinal  fluid  level 
is  usually  only  about  20  to  30  per  cent  of  the 
blood  level. 

We  prefer  to  maintain  a blood  level  of  about 
15  to  20  mgs.  per  cent  (as  the  free  form).  The 
dose  is  the  amount  required  to  maintain  this 
level.  This  is  usually  at  least  3 grains  per 
pound  of  body  weight  each  twenty-four  hours. 
Any  type  of  meningitis  is  a serious  disease  and 
oral  therapy  should  not  be  relied  on,  especially 
during  the  first  few  days.  The  sodium  salt  of 
the  sulfonamides  may  be  injected  intravenous- 
ly in  a 5 per  cent  solution  in  water  or  subcu- 
taneously in  a 1 per  cent  solution  in  saline  or 
lactate-Ringer ’s.  A comparison  of  blood  level 
curves  to  he  obtained  after  these  two  methods 
of  administration  is  illustrated  in  figure  1.  A 
more  even  level  is  obtained  with  subcutaneous 
administration.  One-third  of  the  twenty-four 
hour  dose  should  be  injected  subcutaneously  ev- 
ery eight  hours. 

The  solubility  of  both  the  sulfonamides  and 
their  acetyl  derivatives  in  the  urine  is  increased 
several  hundred  per  cent  if  the  pH  can  be 
raised  to  a range  of  7.0  to  8.03.  It  is  important 
to  realize,  however,  that  the  solubility  is  im- 
proved very  little  until  this  range  is  reached. 
Quite  large  doses  of  alkali  are  required.  The 
pH  of  the  urine  should  be  checked  routinely 
with  nitrazine  paper. 

Procaine  hydrochloride  gives  the  same  color 
reaction  as  the  sulfonamides  when  the  Bratton- 
Marshall  determination  is  used.  Occasionally 
when  using  procaine  hydrochloride  as  a local 
anesthetic,  enough  procaine  may  get  into  the 
spinal  needle  to  slightly  alter  the  spinal  fluid 
sulfonamide  level.  This  is  illustrated  in  figure 
2. 

Pneumococcal  meningitis  is  a highly  fatal  dis- 
ease and  penicillin  should  be  used  in  addition 
to  a sulfonamide.  On  a clinical  basis  it  is  our 


Figure  3.  Cross-section  of  one  of  the  adrenal 
glands  in  a case  of  Waterhouse-Frederich- 
sen  Syndrome.  Note  that  the  central  por- 
tion is  replaced  by  a massive  hemorrhage. 
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impression  that  the  course  of  the  disease  is 
much  more  satisfactory  when  both  are  used.  On 
a pharmacologic  basis  it  is  highly  probable  that 
their  modes  of  action  are  different,  since  the 
action  of  each  is  inhibited  by  different  sub- 
stances. It  is  possible  that  the  two  may  even  be 
synergic4. 

Although  we  have  used  10,000  to  25,000  units 
of  penicillin  intramuscularly,  depending  some- 
what upon  the  size  of  the  patient,  these  doses 
have  been  empirical  in  the  sense  that  assays  of 
the  blood  and  spinal  fluid  for  penicillin  were 
not  performed  in  these  cases.  A two-hour  is 
preferable  to  a three-hour  interval  between 
doses.  Penicillin  should  be  injected  intrathecal- 
ly  at  least  once  daily,  and  in  the  first  few  days 
perhaps  twice  daily.  The  systemic  administra- 
tion of  penicillin  does  not  consistently  yield 
adequate  concentrations  in  the  spinal  fluid5.  We 
usually  inject  10,000  units  in  10  c.c.  of  saline 
and  have  seen  no  adverse  affect  of  its  intrathe- 
cal use  in  these  and  other  cases. 


The  tendency  of  pneumococcal  meningitis  to 
relapse  has  been  emphasized  by  others6,  and  is 
well  illustrated  in  Case  R.  (Chart  5).  For  this 
reason  energetic  treatment  with  both  penicillin 
and  sulfadiazine  should  be  continued  well  into 
the  period  of  recovery  and  sulfadiazine  alone 
into  the  period  of  convalescence. 

The  intrathecal  injection  of  sulfonamides  in 
pneumococcal  meningitis  is  not  advisable  (this 
will  be  further  discussed  in  relation  to  hemoly- 
tic streptococcal  meningitis).  Although  pneu- 
mococcal antiserum  may  be  of  value  in  some 
cases1,  with  both  sulfonamides  and  penicillin 
available,  we  doubt  that  it  is  longer  needed. 

Symptomatic  and  Supportive  Therapy:  This 
is  extremely  important  in  these  patients,  many 
of  whom  are  critically  ill,  stuporous,  and  convul- 
sive. They  all  require  parenteral  fluids.  Re- 
cently a mixture  of  equal  parts  of  10  per  cent 
glucose  and  10  per  cent  Amigen*  has  been  fre- 
quently used;  this  may  be  given  either’  intrave- 

* Supplied  to  us  through  the  courtesy  of  Mead  Johnson  & Co. 
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‘cisternal  puncture 

CASE  J.H.  WHITE  FEMALE  AGE  2 YRS.  NO.  89389  WT.  2T  LBS. 
U.R.I  PACT  TWO  WEEKS  LETHARGY  ANO  FEVER  TWO  DAYS  DURATION 
PNEUMOCOCCAL  MENINGITIS  , NOT  TYPED 


* RECEIVED  50000  UNITS  BEFORE  DEATH 
r 25,000  UNITS  ONCE 

CASE  C O.  WHITE  MALE  AGE  8 YRS  NO.  89307 

FEVER  OF  TWO  WEEKS  DURATION  WT  45  L 

DIED  A FEW  HOURS  AFTER  ADMISSION 
PNEUMOCOCCAL  MENINGITIS, TYPE  33 
P.M.: 


MENINGITIS  WITH  LAYER  OF  PUS  OVER  CEREBRUM 
ABOUT  5 M M.  THICK 

ACUTE  BACTERIAL  ENDOCARDITIS -SMEARS  FROM 
VEGETATIONS : PNEUMOCOCCI 
SUBACUTE  RHEUMATIC  MITRAL  VALVULITIS 


CHART  1. 
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nously  or  subcutaneously.  The  sulfonamide 
drugs  should  not  be  administered  pa  rent  era  lly 
in  solutions  of  Amigen.  Recently  we  have  been 
reinforcing  the  protein  content  of  the  diet  of 
very  ill  patients  with  Essenamine,  a hydrolysate 
of  lactalbumin.**  Some  of  these  cases  need 
blood  transfusions;  the  usual  amount  is  about 
ID  e.c.  per  pound  of  body  weight.  Vitamin  sup- 
plements may  well  be  included  since  many  are 
unable  to  take  adequate  amounts  of  food  for  a 
week  or  longer.  Special  nurses  are  desirable. 

Surgical  Treatment : If  there  is  an  obvious 
source  of  infection  which  surgical  intervention 
may  improve  or  eradicate,  tins  should  not  be 
neglected.  A bulging  ear  should  be  opened  on 
the  first  hospital  day.  A mastoidectomy  might 
well  be  delayed  until  the  second  day  when  the 
patient  is  well  under  the  influence  of  specific 
therapy,  his  hydration  has  been  completed,  and 
blood  donors  obtained  (Case  J.M.S. ; Chart  2). 

**  Supplied  to  us  through  the  courtesy  of  Frederick  Stearns 
& Co. 


Cases:  Case  J.  H.  (Chart  1)  illustrates  a typi- 
cal case  of  pneumococcal  meningitis  handled  in 
what  we  consider  an  ideal  manner.  It  shows  the 
prompt  response  when  adequate  treatment  is 
begun  in  the  first  few  days  of  the  disease.  The 
increase  in  the  number  of  pus  cells  in  the  spinal 
fluid  on  the  second  day  of  therapy  is  quite 
commonly  seen  and  is  not  to  he  taken  as  an  in- 
dication that  the  disease  is  worse. 

Case  C.  1).  (Chart  1)  illustrates  the  poor  prog- 
nosis of  a case  of  pneumococcal  meningitis  seen 
late  in  its  course.  The  spinal  fluid  white  count 
at  this  stage  of  the  disease  may  show  no  more 
than  a few  hundred  cells.  This  child  also  had 
acute  pneumococcal  endocarditis  superimposed 
on  an  old  rheumatic  valvulitis. 

Case  .J.M.S.  (Chart  2)  illustrates  a case  of 
pneumococcal  meningitis  with  an  obvious  source 
of  infection,  acute  mastoiditis,  needing  surgical 
intervention.  At  the  time  of  mastoidectomy  in- 
fected necrotic  hone  could  be  demonstrated  ex- 
tending to  the  dura  itself.  The  mastoidectomy 
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• 20,000  UNITS  INTRASPIN  ALLY  TWICE  FIRST  DAY 
7 20000  UNITS 


CASE  JM.S  14  YRS  COL.  MALE  WT.  100  LAS  NO  90983 

SORE  THROAT  AND  FEVER  7 DAYS 
PAIN  AND  DISCHARGE  LEFT  EAR  4 DAYS 

PNEUMOCOCCAL  MENINGITIS,  NOT  TYPED  ACUTE  SUP.  OTITIS  MEDIA  AND  MASTOIDITIS.LEFT 


HOSPITAL  DAY 
1 


4 4 


+ 

CASE  SM.P.  3 YR.  WHITE  FEMALE 

PNEUMOCOCCAL  MENINGITIS,  TYPE  7 
FULMINATING  COURSE 

VOMITING,  HIGH  FEVER,  ANO  CONVULSIONS 
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was  delayed  to  the  second  day  until  the  child 
could  he  hydrated,  transfused,  and  his  infection 
well  under  the  influence  of  specific  therapy. 

Case  S.M.P.  (Chart  2)  illustrates  a case  of 
pneumococcal  meningitis  with  a fulminating 
course.  This  child  died  in  the  hospital  emerg- 
ency room  after  having  been  ill  but  a few  hours. 
Evidence  of  actual  meningitis  at  the  time  of 
postmortem  examination  was  minimal. 

Case  L.H.  (Chart  3)  illustrates  a case  of 
pneumococcal  meningitis  which  developed  one 
of  the  more  dreaded  complications,  chronic  men- 
ingitis and  hydrocephalus.  Here  is  an  example 
of  inadequate  therapy.  Intrathecal  penicillin 
was  not  begun  until  the  eighth  hospital  day. 
Note  that  when  the  route  of  administration  of 
sulfadiazine  was  changed  from  parenteral  to 
oral  the  blood  level  promptly  fell  to  3 mgs.  per 
cent.  Oral  therapy  should  never  be  relied  on  in 
such  a serious  disease.  Although  the  draining 
ears  improved  with  treatment,  this  improve- 
ment was  not  rapid  and  it  is  altogether  likely 
that  a serious  mistake  was  made  in  not  subject- 


ing this  child  to  a bilateral  antrotomy.  The  nys- 
tagmus is  suggestive  but  not  diagnostic  of  laby- 
rinthitis. 

Case  E.B.  (Chart  4)  illustrates  a very  severe 
case  of  pneumococcal  meningitis.  The  response 
to  therapy  was  slow,  possibly  because  inadequate 
sulfadiazine  levels  were  maintained.  In  the 
course  of  this  disease  a serious  problem  for  the 
clinician  is  encountered — that  of  persisting  low 
grade  pleocytosis  in  the  spinal  fluid.  This  may 
he  due  to  meningeal  irritation  from  intrathecal 
penicillin  or  to  persisting  low  grade  infection. 
In  the  former  instance  intrathecal  penicillin 
should  be  discontinued;  in  the  latter,  it  would 
be  dangerous  to  do  so.  Note  that  when  the  route 
of  intrathecal  administration  was  changed  from 
lumbar  to  cisternal  and  the  sulfadiazine  levels 
were  raised,  the  pleocytosis  improved. 

Case  R.  (Chart  5)  illustrates  a case  of  pneu- 
mococcal meningitis  with  two  relapses.  Since 
the  original  attack  and  each  of  the  relapses  were 
treated  differently  this  case  actually  illustrate^ 
three  modes  of  therapy. 
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The  original  attack  was  treated  with  sulfadia- 
zine alone  and  the  response  was  satisfactory. 
When  the  route  of  administration  was  changed 
to  rectal  the  blood  level  fell  to  2 mgs.  per  cent. 
When  the  sulfadiazine  was  discontinued  the  dis- 
ease relapsed  within  forty-eight  hours. 

The  first  relapse  was  treated  with  sulfadia- 
zine and  systemic  administration  of  penicillin. 
However,  when  the  route  of  administration  of 
the  sulfonamide  (which  had  been  changed  to 
sulfapyridine)  was  changed  to  rectal  the  blood 
level  fell  to  3 mgs.  per  cent.  When  the  sulfona- 
mide was  discontinued  the  second  relapse  began 
within  twenty-four  hours.  This  second  relapse 
actually  began  while  the  child  was  receiving 
20,000  units  of  penicillin  intramuscularly  ev- 
ery three  hours. 

The  treatment  of  the  second  relapse  was  dif- 
ferent in  two  respects.  This  time  intrathecal 
penicillin  was  administered  and  the  oral  admin- 
istration of  sulfadiazine  was  continued  well  in- 
to the  period  of  convalescence. 


This  case  also  illustrates  one  of  the  complica- 
tions of  pyogenic  meningitis,  bilateral  nerve 
deafness. 

INFLUENZAL  MENINGITIS 
Since  the  problem  of  influenzal  meningitis  is 
somewhat  different  from  the  remainder  of  the 
group,  it  will  not  be  discussed  here.  Although 
the  disease  is  influenced  by  the  administration 
of  sulfonamides,  it  is  more  markedly  influenced 
by  type-specific  antiserum.7  It  is  also  likely  that 
it  will  be  influenced  by  streptomycin.8 

STAPHYLOCOCCAL  MENINGITIS 
This  is  a relatively  rare  disease.  The  one  case 
that  we  have  seen  was  a complication  of  an  ob- 
vious pyoderma.  The  administration  of  sulfa- 
thiazole  was  without  apparent  effect  ; the  dis- 
ease was  fatal.  We  have  not  had  an  opportunity 
to  treat  a case  since  penicillin  became  available. 

HEMOLYTIC  STREPTOCOCCAL 
MENINGITIS 

The  problems  and  principles  of  treatment  of 
hemolytic  streptococcal  meningitis  are  similar 
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to  those  of  pneumococcal  meningitis.  We  rec- 
ommend that  both  sulfadiazine  (or  sulfamera- 
zine)  and  penicillin  be  administered  system- 
ic-ally and  that  penicillin  be  administered  intra- 
thecally.  Since  the  bacteriostatic  activity  of  sul- 
fanilamide is  much  higher  for  hemolytic  strep- 
tococci than  for  pneumococci,  and  since  sulfanil- 
amide is  much  more  soluble  than  the  other  sul- 
fonamides, it  may  be  advisable  to  administer 
it  intrathecally  (in  0.8  per  cent  solution  in  sa- 
line). We  do  not  recommend  the  intrathecal  ad- 
ministration of  other  sulfonamides;  they  are 
very  insoluble  and  their  soluble  form  (the  so- 
dium salt)  is  alkaline  and  irritating.  However, 
since  the  advent  of  penicillin,  it  should  be  ad- 
ministered intrathecally  in  place  of  sulfanila- 
mide. 

A very  high  percentage  of  cases  of  hemolytic 
streptococcal  meningitis  are  secondary  to  an  ob- 
vious source  of  infection.  Since  many  are  otitic 
in  origin,  the  ear  drums  should  always  be  care- 
fully examined  and  incised  if  indicated.  If 


there  is  any  indication,  a mastoidectomy  should 
be  performed;  the  lateral  sinus  and  the  dura 
should  be  uncovered. 

The  only  case  of  hemolytic  streptococcal  men- 
ingitis that  we  have  seen  in  the  past  few  years 
was  in  an  infant  three  months  of  age.  The  dis- 
ease was  treated  as  outlined  above  with  an  un- 
eventful recovery. 

MEN INGOCOCCAL  MENINGI T TS 

Results  of  the  treatment  of  meningococcal  in- 
fections with  systemic  administration  of  the 
sulfonamides  have  been  so  satisfactory  that  this 
disease  is  no  longer  one  of  the  major  therapeutic 
prohlems  in  the  field  of  pediatrics.  With  early 
and  adequate  administration  of  sulfonamides 
the  mortality  has  been  lowered  to  about  five  per 
cent  and  the  incidence  of  complications  sharply 
reduced.  Meningococcal  infections  will  also  re- 
spond to  penicillin,  and  certainly  this  additional 
therapeutic  agent  should  be  used,  especially  in 
the  more  severe  cases.  We  no  longer  use  menin- 
gococcal antiserum. 
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The  principles  of  management  of  meningo- 
coccal meningitis  are  similar  to  those  of  pneu- 
mococcal meningitis.  Meningococcal  meningitis 
in  the  majority  of  instances  is  a milder  disease 
and  responds  more  readily  to  treatment.  Since 
it  has  been  shown  that  small  doses  of  sulfona- 
mides taken  prophylactically  are  of  value  in 
meningococcal  epidemics9,  we  commonly  advise 
that  members  of  the  family  and  contacts  be  so 
handled. 

Case  W.F.  (Chart  6)  illustrates  a typical  case 
of  meningococcal  meningitis.  The  value  of  in- 
tramuscular penicillin  without  simultaneous  in- 
trathecal administration  as  used  in  this  case  has 
already  been  discussed. 

Case  J.T.H.  (Chart  7)  illustrates  a second 
typical  variety  of  meningococcal  infection,  acute 
meningococcemia.  It  is  interesting  to  note  that 
gram  negative  cliplococci  were  recovered  from 
the  petechial  rash.  This  case  illustrates  one  of 
the  not  uncommon  complications,  acute  iritis. 
Other  complications  sometimes  seen  are  perma- 
nent nerve  deafness,  various  form  of  paralysis, 
arthritis  late  in  the  course,  and  hydrocephalus. 

A third  variety  of  meningococcal  infection 
is  chronic  meningococcemia.  These  cases  must 
be  differentiated  from  brucellosis,  subacute  bac- 
terial endocarditis,  tuberculosis,  and  other  dis- 
eases which  may  lead  to  an  erratic  recurring  fe- 
brile course. 

A fourth  variety  of  meningococcal  infection  is 
fulminating  meningococcemia.  These  cases  run 
a rapid  stormy  course  and  may  die  within  a few 
hours.  Not  uncommonly  the  postmortem  exam- 
ination shows  bilatetral  adrenal  hemorrhage 
(Waterhouse-Friderichsen  Syndrome).  Figure 
3 is  a drawing  of  a cross-section  of  one  of  the 
adrenal  glands  in  such  a case.  When  such  a di- 
agnosis is  suspected  prompt  intravenous  ad- 
ministration of  a sulfonamide  and  penicillin 
is  indicated  together  with  such  supportive  meas- 
ures as  adrenal  cortex  preparations,  intrave- 
nous plasma  or  glucose  in  saline,  oxygen,  and 
adrenalin. 

STERILE  MENINGITIS 

Sterile  meningitis  is  a term  usually  reserved 
for  eases  of  pyogenic  meningitis  from  which  no 
definite  demonstrable  bacterium  is  recovered. 
It  is  probable  that  the  majority  of  such  cases 
are  actually  meningococcal.  Case  R.W.  (Chart 
8)  illustrates  a typical  case  of  sterile  meningitis. 


At  the  same  time  the  child’s  mother  had  an 
acute  upper  respiratory  infection  from  which 
meningococci  were  recovered. 
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COARCTATION  OF  AORTA 

GEORGE  S.  ENFIELD,  M.  D. 
Phoenix,  Arizona 


OARCTATION  of  the  Aorta  is  a localized 
narrowing  or  stenosis  of  t lie  Aorta  near  the 
insertion  of  the  ductus  arteriosus,  which  may 
remain  patent. 

It  has  been  concluded  that  abnormal  develop- 
ment during  embryonic  life,  localized  at  the 
junction  of  the  fourth,  fifth  and  sixth  left 
aortic  arches  is  responsible.  Syphilis  is  not  an 
etiologic  factor. 

There  are  two  types:  (1)  Infantile,  as  found 
in  stillborn  and  young  infants,  is  usually  a nar- 
rowing of  the  isthmus  of  aorta.  (2)  Adult,  is 
a constriction  diatal  to  insertion  of  ductus  ar- 
teriosus. This  is  the  more  common  type. 

Other  anomalies,  such  as  bicuspid  aortic 
valve,  are  often  associated  in  about  35%  of 
cases.  Coarctation  is  more  frequent  in  males 
(3  to  1). 

Blackford  estimated  that  this  condition  Avas 
present  once  in  1500  necropsies.  Levine  stated 
that  0.1%  of  the  entire  population  have  this 
anomaly.  Perlman  reporting  result  of  examina- 
tion for  army  service  in  the  18  to  35  year  group 
found  coarctation  of  aorta  present  once  in  10,- 
000  examinations. 

Results  of  coarctation  are: — 

1.  Dilatation  of  aorta  above  or  proximal  to 
constriction.  (Aneurysm) 

2.  Dilatation  of  collateral  circulation  via 
internal  mammary,  scapular  and  intercostal 
arteries. 

3.  Cardiac  hypertrophy. 

Symptoms  and  Signs: — 

1.  Blood  pressure  abnormalities.  Hyperten- 
sion and  high  pulse  pressure  in  upper  extremi- 
ties with  Ioav  or  absent  blood  pressure  in  femoral 
arteries  is  usually  found. 

2.  Dilatation,  pulsation  and  tortuosity  of  ves- 
sels of  collateral  circulation  to  varying  degree- 
i.e.,  internal  mammary,  intercostal,  scapular 
and  deep  epigastric  \Tessels  is  always  found. 

3.  Murmurs  over  precordium  and  back, 
sometimes  over  anastomatic  Aressels  and  at  times 
accompanied  by  palpable  thrills,  are  present. 

4.  Enlargement  of  heart,  which  with  hyper- 
tension and  associated  valvular  defects  may 
cause  failure. 


5.  X-ray  evidence,  such  as  absence  of  aortic 
knob,  dilatation  of  ascending  and  transverse 
portions  of  aorta,  erosion  of  lower  rib  margins 
and  enlargement  or  roundness  of  left  ventricle, 
confirms  the  diagnosis. 

Prognosis: — 

Abbott  in  1928  reported  200  cases  in  which 
average  age  at  death  was  32  years  and  oldest 
92  years.  Many  die  early  as  a result  of  heart 
failure,  rupture  of  the  aorta,  apoplexy  or  sub- 
acute bacterial  endocarditis. 

Factors  such  as  degree  of  narrowing,  strenu- 
ousness of  occupation  and  frequency  of  infec- 
tions enter  into  prognosis. 

Coarctation  of  aorta  should  be  considered  in 
differential  diagnosis  of  hypertension  in  young 
people,  especially  males  and  those  showing  “hy- 
perthyroid” signs.  More  frequent  chest  plates 
in  these  patients  will  help  in  accurate  diagnosis. 

Patient — C.  C.  C.  Aged  44.  Trouble  man  for 
Gas  Company. 

C.  C. — Fever,  chills,  pain  and  swelling  at  site 
of  extracted  tooth  in  lower  jaw. 

H.  P.  I. — On  April  20th  had  an  infected  left, 
lower  bicuspid  tooth  extracted  under  local  an- 
esthesia, preparatory  to  having  remaining  eight 
extracted  and  completion  of  dentures.  The  next 
evening,  April  21st,  had  severe  pain  in  lower 
jaw  and  fever  up  to  102. 5°F.  Mouth  wash  and 
analgesics  were  prescribed  and  since  his  condi- 
tion did  not  improve,  he  was  admitted  to  St. 
Monica’s  Hospital,  April  23rd. 

Patient  has  been  seen  occasionally  in  office 
since  June  26,  1945,  when  he  was  found  to  have 
Moderate  Cardiac  Hypertrophy,  Hypertension 
with  BP  of  190/90  and  a loud  diastolic  aortic 
murmur.  He  returned  to  work  after  a week  of 
rest  and  has  been  under  observation  at  monthly 
intervals  until  the  present  illness. 

He  is  very  fortunate  in  that  his  work  is  light 
as  a trouble  man  for  the  Gas  Company,  and  he 
works  only  five  days  a Aveek.  Thus  it  Avas  pos- 
sible for  him  to  get  a good  rest  on  his  days  off. 

The  blood  pressure  varied  from  200/90/80  to 
180/70.  The  patient  Avas  never  decompensated 
but.  did  complain  at  times  of  pain  in  lower 
back,  some  pain  around  the  heart  and  an  oc- 
casional choking  in  the  throat.  The  urine 
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showed  sp.  gr.  of  1.032  with  slight  trace  of  al- 
bumin and  occasional  hyaline  cast. 

P.  M.  H. — Patient  had  minor  infections  of 
childhood,  but  does  not  recall  severe  throat  in- 
fections or  Rheumatic  Fever.  He  was  a healthy 
boy  and  took  an  active  part  in  sports. 

He  was  raised  in  a small  town  in  northern 
Texas  and  at  17  years  of  age  had  Influenza  and 
Bilateral  Pneumonia.  During  this  illness  he  had 
what  was  described  as  a blood  vessel  disturb- 
ance in  his  left  leg,  (possibly  Thrombophle- 
bitis) . 

Married  at  22,  he  became  a plasterer  and  ce- 
ment finisher,  which  was  strenuous  work.  In 
1930  he  was  denied  insurance  because  of  hyper- 
tension. In  1932  he  was  treated  for  “heart 
trouble”  and  spent  considerable  time  at  bed 
rest.  From  1928  until  his  physician  died  in 
1945,  he  was  under  observation  of  one  physician 
in  Phoenix.  In  1940  he  was  treated  for  one  week 
in  a Phoenix  hospital  for  pneumonia  and  re- 
cuperated at  home.  No  chest  x-rays  had  been 
taken  up  until  his  present  illness.  Since  1940  he 
has  noticed  palpitation,  arrythmia  and  dizzi- 
ness with  a tendency  to  faint. 

F.  H. — Father  died  at  53,  following  surgery. 
Mother  is  living  and  well  at  65.  Two  brothers 
living  and  well,  one  sister  living  and  well.  Wife 
is  well  and  two  sons,  aged  21  and  20,  are  in 
the  Army. 


Physical  Examination — General  appearance  : 
well  developed,  middle-aged  male,  weighing  185 
lbs.  and  over  6 feet  tall.  He  is  febrile  and  ap- 
prehensive. Rapid,  forcible  pulsations  are  noted 
suprasternally,  above  and  below  clavicles  and 
over  brachial  areas.  No  cyanosis  noted. 

Head — eyes,  ears  and  nose — negative. 

Mouth — tongue  coated,  upper  denture,  7 low- 
er teetli  remaining  are  carious  and  gums  are 
pvorrheic.  Site  of  extracted  left  lower  bicuspid 
tooth  is  healing. 

Throat — tonsils  are  not  grossly  infected,  but 
are  enlarged. 

Neck — there  are  marked  carotid,  suprasternal 
and  supraclavicular  pulsations. 

Chest — normal  in  shape.  Strong  pulsations 
felt  over  both  suprascapular  areas  and  in  the 
5th  and  6th  interspaces  near  xiphosternal  junc- 
tion. 

Lungs — No  abnormal  findings. 

Heart — apex  located  in  the  5th  l.i.s.  12  cm.  to 
l.m.s  1.  Right  border  heart  in  parasternal  line 
at  4th  r.i.s.  The  apex  beat  is  forcible  and  strong, 
no  thrills.  The  temporal  and  radial  vessels  are 
sclerotic  There  is  a well  developed  “Corrigan” 
pulse.  Abdominal  aortic  and  femoral  pulsations 
are  greatly  diminished.  There  is  no  pistol  shot 
sound  over  the  femorals.  There  is  a to  and  fro 
aortic  murmur  heard  best  at  2nd  r.i.s. ; louder 
in  diastole  and  transmitted  down  to  the  apex. 
The  mitral  sounds  are  lumpy. 

B.  P. — Brachial — 

L.  A.  200/80—170/80—160/70 
R,  A.  164/70 

Popliteal  Left — 95/70  ; Rt. — 100/80 

Abdomen — negative. 

Extremities — the  left  leg  is  the  site  of  exten- 
sive varicose  veins  and  the  left  calf  measures  1% 
inches  greater  in  circumference  than  the  right. 
The  circuuference  of  the  thighs  is  equal. 

Laboratory  Data — Blood  culture  on  admission 
showed  Streptococcus  Viridans. 

Urine — negative. 

Blood  Count— 4,800,000  RBC— 7200  WBC— 
94%  HB  (14.4  gm)  Polys  77% — Lym.  19 — 
Momo.  -4-  66  segs. — 11  stabs. 

After  three  days  the  white  count  showed  6400 
— 66%  Poly. — 32%  Lym.  and  2%  mono.,  58 
segs. — 3 stabs. — 5 eosinophiles.  After  one  week 
the  sedimentation  rate  was  11  mm.  in  one  hour. 
The  second  blood  culture  taken  on  the  sixth  hos- 
pital day  showed  no  growth.  Blood  serology  was 
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negative  and  the  blood  sulfa  level  was  8.4  mg. 
per  100  cc. 

Electrocardiograph — taken  on  the  fourth  hos- 
pital day.  Rate  70.  Marked  left  axis  deviation. 
Regular  sinus  mchanism  with  first  degree  heart 
block  and  QRS  interval  at  upper  limits  of  nor- 
mal. Slurring  in  leads  I and  II. 

Clinical  Conclusion — First  degree  heart  block. 
The  prolonged  QRS  interval  represents  early 
intraventricular  conduction  deformity.  The 
slurring  in  leads  I and  II  are  compatible  with 
but  diagnostic  of  myocardial  damage  to  mod- 
erate degree.  (R.  S.  Flinn,  M.D.) 

X-rav  of  Chest — for  size  of  heart  and  great 
vessels,  by  Dr.  John  Foster  on  day  after  admis- 
sion. Both  diaphragms  are  normally  outlined. 
Trachea  is  medially  placed.  The  aortic  is  not 
visualized.  The  heart  shows  definite  evidence  of 
left  ventricle  enlargement.  Both  lungs  show 
slight  increase  in  bronchovascular  marking  with 
an  accentuation  in  the  right  base.  No  definite 
effusion  is  seen,  however.  The  ribs  show  scallop- 
ing of  their  under  surfaces  involving  espcially 
the  2nd,  3rd,  4th,  5th,  6th,  7th,  8th  and  9th  ribs. 

Impression — The  findings  are  compatible  with 
a diagnosis  of  coarctation  of  the  aorta  with  left 
ventricular  enlargement. 

Diagnosis — ( Final ) 

1.  Coarctation  of  Aorta — Left  Ventricular 
Hypertrophy. 

2.  Bacteremia — (from  recent  tooth  extrac- 
tion). 

3.  Varicose  veins,  left  leg. 

4.  Pyorrhea. 

Course  in  the  hospital — Admitted  4/23/46 
and  blood  culture  taken  at  once.  Then  placed 
on  large  doses  of  penicillin  I.  V.  and  1.  M.  and 
sulphadiazine  by  mouth. 


Temperature  ranged  from  1(>3°  to  1041 2/2°F.  on 
first  day  to  normal  on  the  morning  of  the  second 
day,  with  slight  evening  rise  the  same  day.  The 
third  day  temperature  was  normal  again  and 
stayed  down  until  discharge  on  the  twelfth  day. 

Sulphadiazine  was  discontinued  on  the  fourth 
day,  when  sulfa  crystals  were  found  in  the  urine. 
Penicillin  units  1,700,000  was  given  before  dis- 
charge and  daily  doses  of  100,000  penicillin  in 
oil  up  to  a total  of  2,300,000  oxford  units.  The 
patient  is  now  recuperating  at  home  and  should 
be  able  to  return  to  work  six  weeks  after  leaving 
hospital.  There  has  been  no  recurrence  of  fe- 
brile symptoms  or  evidence  of  heart  failure. 

Treatment — In  this  ease  Penicillin  and  Sul- 
fonamides definitely  cured  the  Bacteremia, 
which  was  detected  early.  Digitalis  was  not 
given  and  should  be  reserved  for'  treatment  of 
frank  heart  failure.  Drugs  to  lower  the  blood 
pressure  were  not  tried,  because  the  cause  was 
entirely  mechanical. 

In  the  past  eight  years  mncli  experimental 
work  regarding  the  surgical  correction  of  Co- 
arctation has  been  done  by  Gross,  Blalock  and 
others.  A twelve  year  old  girl  was  successfully 
operated  on  in  1945  by  Gross,  who  excised  the 
coarctation  and  anastomosed  the  aorta  end  to 
end.  Surgery  should  be  indicated  only  in  those 
patients  who  do  not  develop  adequate  compen- 
satory circulation. 
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STUDIES  ON  THE  EFFECT  OF  DILUTING  FLUIDS  ON 

SEROLOGICAL  TITRES 

I.  A Comparison  Of  Normal  Saline,  2.5%  Saline  And  Pooled 
Negative  Sera  As  Diluting  Agents 

EDWARD  L.  BREAZEALE— 1 
THEODORE  R.  REUSSER— 2 


TN  recent  years  it  has  been  becoming  increas- 
' ingly  frequent  for  the  physician  to  request 
the  laboratory  to  determine  the  number  of 

1 —  Division  of  Laboratories,  Arizona  State  Health  Depart- 
ment, Tucson,  Arizona. 

2 —  Tucson  Medical  Laboratories,  Tucson,  Arizona. 


“Units  of  reagin”  or  Kahn  units  in  a positive 
sera.  Such  a quantitative  study  of  any  given 
sera  is  of  aid  to  the  doctor  in  following  his  pa- 
tient’s response  to  treatment.  However,  the 
practice  of  more  or  less  arbitrarily  establishing 
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a “unit”  seems  undesirable  and  artificial.  It 
would  appear  that  a straight  dilution  figure 
the  same  as  employed  in  reporting  typhoid  ag- 
glutinations would  be  of  more  value  and  also 
less  confusing. 

In  performing  the  standard  quantitative  test 
on  a given  serum1  the  sample  is  serially  diluted 
with  saline  solution  containing  2.5%  NaCl.  A 
one  tube  Kahn  is  then  run  on  each  dilution 
using  0.025  ml  of  standard  Kalin  antigen.  The 
tubes  are  then  shaken,  0.5  ml  of  2.5%  NaCl  add- 
ed, and  read  immediately.  Those  tubes  giving 
a 3-f-  or  better  are  recorded  and  the  highest  di- 
lution giving  a 3-|-  reading  times  four  gives  the 
number  of  Kahn  units  present  in  the  specimen. 
In  practice  this  method  is  quite  satisfactory, 
but  presents  certain  points  that  to  the  analyst 
are  not  entirely  free  from  criticism.  One  of  the 
most  obvious  ones  is  that  of  the  artificial  stand- 
ard of  unit  system.  The  second  being  that  the 
unnatural  media  of  2.5%  saline  is  used  as  a di- 
luting agent.  However,  when  normal  saline 
(0.85%)  is  employed  the  results  are  not  mark- 
edly different  from  those  obtained  by  employ- 
ing the  more  concentrated  solution. 

In  a paper  by  Greene,  Breazeale  & Croft2 
in  1939  a report  was  made  on  a quantitative 
study  of  syphilitic  sera.  In  this  paper  the  in- 
vestigators used  the  technics  of  Kahn,  Hinton 
and  Kline.  It  was  found  that  the  Hinton  in  gen- 
eral gave  higher  litres  than  did  either  the  Kahn 
or  the  Kline.  These  authors  recommended  that 
the  quantitative  Kline  be  applied  to  the  positive 
sera  to  (a)  eliminate  zoning  and  (b)  to  follow  a 
course  of  treatment. 

Since  early  work  in  this  laboratory2  and 


the  results  of  many  other  workers  have  definite- 
ly established  the  value  of  the  quantitative  ti- 
tring of  positive  sera  it  appeared  evident  that 
a study  of  various  diluting  media  would  lie  of 
value. 

In  the  earlier  studies  from  this  laboratory2’3 
normal  saline  (0.85%  NaCl)  was  employed.  The 
results  obtained  were  satisfactory.  However,  at 
that  time  the  question  of  using  an  utterly  un- 
like media  as  a diluting  fluid  was  raised — why 
not  use  known  negative  sera  ? In  order  to  de- 
termine the  relative  effects  of  saline  (2.5%  NaCl 
as  recommended  by  Kahn)  and  known  negative 
sera  the  following  experiments  were  set  up. 

EXPERIMENTAL 

Blood  samples  were  drawn  on  known  clini- 
cally positive  syphilitics  and  carefully  chosen 
known  sero  negative  blood  donors.  The  samples 
were  allowed  to  clot,  the  clot  removed,  the  sam- 
ple centrifuged  at  high  speed,  and  the  clear  su- 
per-natent  sera  poured  off.  Only  those  sera  giv- 
ing a clear  unhemolyzed  appearance  were  used. 
The  specimens  were  divided  into  two  equal  parts 
(A)  and  (B)  and  inactivated  in  an  electrically 
controlled  water  bath  at  56°C.  for  30  minutes. 
Standard  Kahns,  Klines  and  Hintons  were  run 
on  all  samples  and  the  results  recorded  as  con- 
trol results. 

Part  (A)  was  then  diluted  with  2.5%  saline 
in  the  ratios  of  1 :1,  1 :2,  1 :4,  1 :8,  1 :16,  1 :32, 
1:64,  1 :1 28,  1:256,  1 :512,  and  1:1024.  Part  (B) 
was  diluted  with  pooled  inactivated  negative 
sera  in  the  same  proportions.  One  tube  Quanti- 
tative Kahns  (0.025  ml  antigen)  Klines  and 
Hintons  were  run  on  all  specimens.  The  results 
are  summarized  in  Table  I. 


TABLE  1 

Comparison  of  Saline  and  Normal  Sera  as  Diluitents 
KAHN  RESULTS 


Control 


Number  of 


Diluted 


NUMBER  OF  SERA  REMAINING  POSITIVE 


Specimens 

With 

1:0 

1:1 

1:2 

1:A 

1:8 

1:16 

1:32 

1:64 

1:128 

1:256 

1:512 

1:1021 

4--J- 

64 

Saline 

Sera 

64 

64 

64 

64 

64 

64 

59 

64 

33 

64 

11 

57 

5 

42 

1 

27 

0 

14 

0 

10 

0 

6 

0 

0 

3+ 

22 

Saline 

22 

22 

22 

12 

4 

1 

0 

0 

0 

0 

0 

0 

Sera 

22 

22 

22 

22 

21 

14 

5 

4 

1 

0 

0 

0 

2 -J- 

12 

Saline 

12 

10 

6 

1 

0 

0 

0 

0 

0 

0 

0 

0 

Sera 

12 

11 

11 

7 

5 

1 

0 

0 

0 

0 

0 

0 

14- 

1 

Saline 

1 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

Sera 

1 

1 

1 

0 

0 

0 

0 

0 

0 

0 

0 

0 

Negative 

3 

Saline 

Sera 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

TOTAL  102  specimens 
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Control 

Dilution 

DILUTION 

Reaction 

Media 

1:1 

1:2 

1:4 

1:8 

1:16 

1:32 

1:64 

1:128 

1 : 256 

1:512 

MO?' 

44- 

Saline 

4 

4 

2 

\ 

— 

— 

— 

— 

— 

— 

— 

Sera 

4 

4 

4 

4 

3 

3 

2 

1 

1 

4 

— 

44 

Saline 

3 

3 

4 

3 

2 

_ 

_ 



_ 





Sera 

3 

3 

4 

4 

4 

3 

3 

1 

4 

— 

— 

Saline 

4 

4 

4 

3 

2 

2 

1 

44 

Sera 

4 

4 

4 

4 

o 

<_) 

3 

3 

2 

2 

1 

4 

3-|- 

Saline 

3 

3 

2 

I 

— 

— 

— 

— 

— 

— 

— 

Sera 

3 

4 

4 

3 

2 

1 

4 

— 

— 

— 

— 

3+ 

Saline 

3 

3 

2 

1 

— 

— 

— 

— 

— 

— 

— 

Sera 

3 

4 

4 

3 

1 

4 

— 

— 

— 

— 

— 

34- 

Saline 

3 

3 

1 















Sera 

3 

3 

3 

2 

1 

1 

4 

— 

- 

— 

— 

Saline 

2 

2 

1 

















24 

Sera 

2 

3 

2 

1 

1 

— 

— 

— 

— 

— 

— 

Saline 

2 

1 

_ 











_ 
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RESULTS 

Table  I gives  the  summary  of  the  titres  ob- 
tained on  the  various  sera  when  (a)  saline 
(2.5%  NaCI)  and  (b)  normal  negative  sera  were 
used  as  a diluting  media.  The  figures  given  are 
the  maximum  reacting  titre  for  those  sera  ; that 
is,  the  number  of  sera  giving  a reaction  at  that 
dilution.  Only  the  results  of  the  Kahn  tests 
are  given,  since  excellent  agreement  was  ob- 
tained by  the  three  tests  used. 

Table  I T gives  a series  of  ten  typical  samples 
showing  the  type  of  curves  obtained  with  the 
two  media. 

DISCUSSION 

The  data  given  in  Table  I indicates  that  where 
pooled  negative  sera  is  used  as  a diluting  media 
titres  of  from  four  to  ten  times  as  high  are  ob- 
tained. It  will  be  noted  that  in  the  case  of  the 
strongly  positive  sera  all  of  those  diluted  with 
saline  were  negative  at  1 :64,  while  those  diluted 
with  negative  sera  remained  positive  as  high  as 
one  part  in  512.  If  we  use  the  half  figure  (where 
50%  were  negative)  about  the  same  picture  is 
obtained.  This  same  trend  is  shown  throughout 
the  table. 


Table  1 1 brings  out  several  interesting  points. 
One  of  the  most  interesting  in  the  fact  that  a 
surprisingly  large  number  of  sera  showed  zon- 
ing reactions  (11  sera  in  the  2-)-  and  3-)-  range). 
This  table  also  shows  the  extremes  in  the  differ- 
ences found  in  titres  obtained  by  using  the  two 
different  diluting  medias. 

The  advantage  of  determining  the  titre  of 
any  given  sera  is  to  enable  the  physician  to  fol- 
low the  patient’s  response  to  therapy  and  judge 
his  treatment  accordingly.  Obviously,  if  such 
is  the  ease,  if  it  is  possible  to  lengthen  this  yard- 
stick, it  would  give  the  physician  a more  ac- 
curate and  more  delicate  means  of  measuring  his 
patient’s  response.  By  the  use  of  normal  nega- 
tive sera  we  have  been  able  to  accomplish  this 
very  point  to  the  extent  of  from  four  to  a little 
less  than  ten  times. 

Tt  would  appear  that  the  use  of  pooled  nega- 
tive human  sera  as  a diluting  fluid  should  yield 
a more  accurate  figure  as  to  the  degree  of  posi- 
tivity of  any  sera  than  would  saline,  since  we 
are  using  a natural  media  (sera)  rather  than  an 
artificial  media  (saline  2.5%  NaCI).  Since  this 
is  the  case  we  have  accomplished  two  factors  in 
using  sera  as  a diluting  media,  (a)  increased 
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the  length  of  our  scale,  and  (b)  increased  the 
accuracy  of  our  titrations. 

CONCLUSION 

By  use  of  a diluting  fluid  of  normal  negative 
sera  considerably  higher  titration  figures  may 
be  obtained  than  when  saline  is  employed. 
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D.H.E.45  ( DIHYDROERGOT  AMINE ) A NEW  DRUG  IN 
THE  TREATMENT  OF  MIGRAINE:  A CASE  REPORT 


By  EDWARD  J.  GOTTHELF,  M.  D. 

Tucson,  Arizona 


/TIGRAINE  is  one  of  the  troublesome  dis- 
”■*"  turbances  a physician  encounters,  and  al- 
though efforts  are  made  to  determine  the  etiol- 
ogy, which  is  still  obscure  in  many  cases,  the 
patient  must  be  given  relief  from  this  distress- 
ing headache. 

This  report  is  concerned  with  a patient  who 
has  been  studied  thoroughly  and  in  whom  varied 
medication  was  employed.  The  therapy  which 
gave  the  best  results  was  Gynergen  (ergotamine 
tartrate)  which  has  been  studied  extensively, 
but  because  of  the  side  reactions  which  frequent- 
ly followed  the  parenteral  administration  of 
Gynergen,  such  as  nausea  and  vomiting  and  oc- 
casionally pain  in  the  extremities,  Gynergen  was 
discontinued  at  times  even  though  it  was  the 
only  substance  which  aborted  an  attack. 

More  recently,  Horton,  Peters  and  Blumen- 
thal1  reported  their  results  with  D.H.E.45  (di- 
hydroergotamine),  a drug  closely  related  to 
ergotamine  tartrate,  and  observed  that  D.H.E.45 
is  equally  as  effective  as  Gynergen  but  much 
less  toxic.  These  observations  were  confirmed 
by  Dannenberg2,  Hartman3,  Clein4  and  Fried- 
man and  Friedman5.  My  experience  with 
D.H.E.45*  confirms  the  findings  of  other  ob- 
servers and  I wish  to  add  the  following  case  to 
the  growing  literature. 

CASE  REPORT 

The  patient,  white,  middle  aged,  married,  has 
been  having  headaches  for  the  last  ten  years, 
associated  with  nausea  and  vomiting.  These 
headaches  at  first  occurred  every  three  or  four 
months  but  recently  have  been  increasing  in 
frequency.  For  several  weeks  she  has  had  a mi- 
graine attack  every  other  day.  She  was  studied 
thoroughly  and  nothing  of  a physical  nature 
has  been  located  which  seems  to  have  a bearing- 
on  the  headaches.  Laboratory  findings  were  es- 

"Furnished  by  Sandoz  Chemical  Works,  Inc. 


sentially  negative,  allergic  tests  were  negative. 
The  patient  had  the  usual  childhood  illnesses. 
^Menstrual  period  came  at  13,  28-day  interval  of 
5-day  duration  with  some  backache  and  pain  in 
legs  at  the  onset.  Ovarian  medication  was  em- 
ployed without  beneficial  effect.  Family  history 
revealed  that  the  mother  of  the  patient  suffered 
from  migraine  attacks  until  the  time  of  the 
menopause,  when  they  greatly  subsided.  One 
brother  suffered  from  migraine  type  of  head- 
aches for  two  years  in  his  early  40 ’s.  Neurologi- 
cal examination  revealed  nothing  significant. 
The  mental  examination  revealed  no  specific  pat- 
tern of  an  abnormal  nature.  The  only  type  of 
medication  which  has  relieved  her  lias  been  in- 
jections of  Gynergen  and  if  this  drug  is  taken 
hypodermically,  early  in  the  attack,  headache 
usually  subsides  in  an  hour.  But  the  patient 
becomes  quite  wretched  after  an  injection  of 
Gynergen  which  results  in  nausea,  vomiting  and 
perhaps  other  toxic  signs. 

The  work  of  Horton  and  his  associates  at  the 
Mayo  Clinic  prompted  me  to  try  D.H.E.45  (di- 
hydroergotamine)  in  an  effort  to  abort  the  at- 
tack of  migraine  in  this  patient  and  with  the 
hope  of  preventing  the  distressing  symptoms 
which  usually  accompanied  an  injection  of  Gyn- 
ergen. 1 cc.  of  D.H.E.45  was  given  early  in  the 
attack  and  within  an  hour  or  two  the  headache 
was  relieved  without  side-effects.  This  good  re- 
sult was  not  only  gratifying  to  the  patient  but 
also  to  the  physician. 

This  patient  has  been  taking  D.H.E.45  paren- 
terally  for  the  past  several  weeks  at  the  onset 
of  an  attack,  with  the  desired  results.  At  no 
time  were  there  signs  of  toxicity  or  changes  in 
pulse  rate  and  blood  pressure. 

This  new  drug  may  well  represent  one  of  the 
outstanding  contributions  and  the  report  of 
these  observations,  it  is  hoped,  may  encourage 
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other  clinicians  to  try  D.H.E.45  in  the  manage 
ment  of  migraine. 
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CditoriaU 

Present  Political  Problems 

The  adjournment  of  Congress  gave  the  medi- 
cal profession  a chance  to  take  a long  breath, 
and  to  view  the  results  of  their  efforts  in  pre- 
venting the  passage  of  legislation  which  they 
deem  detrimental  to  the  private  practice  of 
medicine.  Some  good  legislation  emerged  from 
the  session  and  some  which  will  probably  turn 
out  to  be  not  so  good.  The  bills  embodying  such 
major  issues  as  compulsory  health  insurance 
died  in  committees.  The  hearings  before  the 
Senate  Committee  on  Education  and  Labor  per- 
taining to  the  Wagner-Murrav-Dingell  Bill  re- 
ceived the  most  public  attention.  Much  of  this 
testimony  was  published  in  the  Journal  of  the 
A.M.A.  and  it  is  surprising  how  many  doctors 
have  read  it.  The  Journal  is  to  be  compliment- 
ed because  there  has  probably  been  nothing  else 
published  on  the  subject  of  medical  economics 
which  attracted  the  interest  of  so  many  of  the 
rank  and  file  of  the  profession. 

The  mere  fact  that  the  major  issues  died  in 
committees  in  the  last  session  will  not  mean 
that  there  will  lie  any  relaxation  on  the  part  of 
these  same  forces  to  promote  the  same  legisla- 
tion when  Congress  re-convenes.  Both  the 


C.  I.  0.  and  the  A.  F.  L.  are  pledged  to  enact- 
ment of  compulsory  health  insurance,  and  as 
long  as  organized  labor  continues  in  the  driver’s 
seat  in  Washington,  we  will  he  faced  with  this 
same  battle.  AVe  must  find  out  who  our  friends 
are  in  Congress  and  who  our  enemies  are.  In 
the  dying  days  of  the  session  Senator  Pepper 
gave  the  impression  to  the  Press  that  his  sub- 
committee on  Education  and  Labor  had  ap- 
proved the  principle  of  compulsory  health  in- 
surance. This  turned  out  to  he  an  absolute 
falsehood,  and  Pepper  was  rebuked  on  the  floor 
of  the  Senate,  lie  apologized.  However,  the 
damage  was  done.  And  that  is  all  a politician 
is  interested  in.  John  L.  Lewis’  welfare  fund 
which  is  accumulating  at  the  rate  of  about  23 
million  dollars  annually,  concerns  the  profes- 
sion immensely  as  to  the  method  by  which  it 
will  he  administered.  And  the  railroad  retire- 
ment act  which  was  squeezed  through  Congress 
in  the  last  rush,  will  provide  an  experiment  in 
compulsory  insurance  as  it  provides  sickness 
and  obstetrical  benefits  to  the  railroad  em- 
ployees. The  public  is  rapidly  learning  about 
all  these  questions  and  it  behooves  the  profession 
to  acquaint  themselves  with  information  about 
all  these  subjects  to  avoid  embarrassment  from 
time  to  time. 


“ . . . One  of  the  Most  Thrilling 
Developments  ...” 

The  failure  of  laymen,  especially  business  and 
labor  leaders,  to  come  to  the  fore  for  the  medi- 
cal profession  in  the  present  controversy  over 
methods  of  providing  medical  service  is  not  read- 
ily explained.  One  would  think  there  would  be 
many  champions  of  the  profession  in  lay  groups 
considering  the  close  relationships  of  many  of 
them  to  individual  doctors.  But  the  fact  is  that 
there  have  been  comparatively  few.  In  this  se- 
lect group  are  Mr.  Roy  E.  Larsen,  President  of 
Time  Incorporated,  publishers  of  the  weekly 
news  magazine. 

Speaking  before  the  Philadelphia  County  Med- 
ical Society  on  May  9,  Mr.  Larsen  said : 

“That  most  people  want  prepaid  health  insur- 
ance there  is  now  no  question.  We  must  face  up 
to  the  fact  that  there  is  tremendous  interest  in 
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the  Federal  plan,  but  there  is  a growing  interest 
in  voluntary  plans.  Two  polls  of  public  opinion 
were  recently  taken  on  this  subject.  The  first, 
completed  by  Dr.  George  Gallup’s  Opinion  Re- 
search Corporation,  showed  that  a great  many 
people  were  opposed  to  governmental  medicine 
— in  fact,  76  per  cent  of  those  people  questioned 
were  opposed  to  governmental  control  of  the 
medical  profession,  and  87  per  cent  thought  that 
compulsory  insurance  would  not  provide  a satis- 
factory solution  to  the  problem  of  medical  care 
costs.  The  second  poll,  taken  by  the  highly  repu- 
table National  Opinion  Research  Center  at  the 
University  of  Denver,  indicated  that  48  per  cent 
of  all  the  people  questioned  preferred  Govern- 
ment compulsory  insurance  to  voluntary  prepaid 
plans — that  68  per  cent  thought  the  Social  Secur- 
ity law  should  include  Government  medical  in- 
surance. But  the  findings  of  both  polls  proved 
conclusively  that  people  do  want  some  form  of 
prepaid  insurance  .whether  it  be  compulsory  gov- 
ernmental or  a voluntary  private  plan.  In  the 
Gallup  poll  63  per  cent  wanted  an  easier  method 
for  the  payment  of  medical  fees  ,and  45  per  cent 
thought  that  prepayment  was  the  proper  method 
to  allay  this  want.  In  the  Denver  findings  82  per 
cent  wanted  medical  payments  made  easier,  and 
55  per  cent  thought  that  prepayment  was  the 
proper  method.  So  the  problem  boils  down  then, 
it  seems  to  me — but  perhaps  I oversimplify  it — 
to  the  question  of  how  the  American  people  are 
going  to  get  their  prepaid  health  insurance.” 

Mr.  Larsen  reviewed  the  history  of  voluntary 
insurance  plans,  the  first  of  which  was  intro- 
duce din  Tacoma,  Washington,  in  1917,  followed 
by  a second  in  Oregon  in  1926.  “Seven  years 
ago,”  he  said  “there  were  only  1,500,000  people 
enrolled  in  the  40  voluntary  health  insurance 
plans  existent  at  that  time.  What  has  happened 
since  is  one  of  the  most  thrilling  developments 
in  this  country  and  a great  tribute  to  the  men 
of  medicine  and  to  voluntary  hospitals  who  have 
accomplished  it.” 

The  Blue  Cross  Plan,  he  observed,  has  en- 
rolled more  people  in  a shorter  time  than  any 
voluntary  program  in  the  history  of  the  world. 
In  approximately  ten  years,  the  Blue  Cross  en- 
rolled 20,000,000  members.  More  than  3,000,000 
people  are  now  covered  by  private  medical  care 
insurance,  and  another  11,000,000  are  protected 
by  group  policies  in  commercial  companies,  co- 
operative plans,  and  by  other  means,  making  a 
grand  total  of  over  30,000,000  people  covered  by 
some  form  of  voluntary  health  insurance. 

He  related  that  in  Rhode  Island  53  per  cent 
of  the  population  is  now  enrolled  in  Blue  Cross. 
In  Massachusetts  a year  ago,  one  of  every  six 
people  was  protected  by  private  hospital  insur- 
ance. In  the  western  part  of  Pennsylvania  there 
has  been  a vast  increase  in  Blue  Cross  member- 
schip.  “Such  records,”  he  said,  “challenge  Sen- 
ator Murray’s  statement  that  ‘volunteer  plans 
just  won’t  meet  the  need.’  ” He  admitted  that 
there  are  “bugs”  in,  the  machinery  of  voluntary 
prepaid  medical  insurance  plans  but  believes 
that  they  will  be  eliminated  as  experience  is 
gained  with  them ; also  that  they  can  be  co- 
ordinated on  a nationwide  basis. 


“It  is  my  personal  belief — based  on  the  record 
of  those  states  and  communities  which  have 
really  done  a job  of  selling  their  voluntary  insur- 
ance plans — that  80  million  people  can  be  reached 
and  covered  by  them.  Take  55  million  employees 
— or  Mr.  Wallace’s  60  million — add  their  families 
— and  you  have  a potential  for  voluntary  health 
insurance  plans  in  excess  of  80  millions  of  peo- 
ple. With  such  an  enrollment,  there  could  be  no 
argument  for  state  or  Federal  health  insurance.” 

Mr.  Larsen  emphasized  that  too  few  people 
know  about  voluntary  plans  and  he  urged  that 
a better  publicity  program  be  iaugurated. 

“I  ,for  one,”  said  Mr.  Larsen,  “would  like  to 
see  more  publicity  put  out  by  doctors  and  vol- 
untary insurance  plans  to  spread  the  available 
information  concerning  their  achievements  to 
every  corner  of  the  land.  1 have  the  courage  to 
suggest  this  break  with  traditional  ethics  in  the 
medical  field  because,  in  western  Pennsylvania 
and  in  Massachusetts,  for  example,  the  job  of  in- 
forming the  public  is  being  done  through  paid 
advertising  in  the  daily  newspapers,  on  car  cards, 
and  over  the  radio  with  the  greatest  of  success. 
This  radical  step  in  Massachusetts,  taken  in  the 
citadel  of  conservative  and  traditional  medicine, 
was  approved  by  the  Massachusetts  Medical  So 
ciety — the  oldest  in  the  country.  I can  under- 
stand that  it  was  not  an  easy  decision  for  the 
medical  profession  to  make,  but  now  that  we 
know  that  advertising  of  voluntary  prepaid  med- 
ical plans  has  been  successful  wherever  it  has 
been  tried  and  that,  therefore,  it  is  in  the  inter- 
est of  the  potential  members  of  the  plans  and  of 
the  communities  at  large  ,1  hope  that  it  will  be 
adopted  by  voluntary  plans  throughout  the 
country.” 

Mr.  Larsen  stressed  the  “impact  of  the  ten 
million  men  who  have  been  and  who  are  being 
demobilized  from  our  armed  forces  and  of  the 
thousands  of  doctors  who  have  been  practicing 
group  medicine  in  the  Army  and  Navy  and  the 
Air  Forces”  upon  our  society.  They,  he  said, 
will  have  a dominant  voice  in  the  development 
of  policies  of  the  Nation  in  the  next  decade.  They 
have  been  recipients  of  the  finest  medical  care 
and  hospitalization  the  country  could  provide. 
They,  especally  those  in  the  lower  income  posi- 
tions, “will  have  little  patience  with  a system 
which  does  not  favorably  compare  with  what 
they  exprienee  din  our  armed  forces.  We  must 
make  that  available  to  them.” 

Reprint  from  Medical  Annals  of  the  District  of 
Columbia. 


Office  of  the  Surgeon  General 

PROPOSED  MEDICAL  RESEARCH 
CENTER  OUTLINED  BY 
MA-J.'  GEN.  N.  T.  KIRK 
Major  General  Norman  T.  Kirk,  Army  Sur- 
geon General,  announced  proposed  plans  for 
an  Army  Medical  Research  and  Graduate  Train- 


310 


Arizona  Medicine 


September,  194(i 


ing'  Center  at  a press  preview  of  Medical  De- 
partment’s exhibit  booked  July  1-5  for  Ameri- 
can Medical  * Association’s  95th  annual  session 
in  San  Francisco. 

The  proposed  Army  center  would  be  located 
at  Forest  Glen,  Maryland.  It  is  the  site  of  Na- 
tional Park  College  which  was  converted  to  a 
convalescent  hospital  during  the  war  to  care 
for  Walter  Reed  General  Hospital  patients. 
When  the  project  is  approved  it  will  take  ap- 
proximately 12  years  to  construct. 

With  an  eye  toward  post-war  responsibilities 
of  the  Army  Medical  Department,  such  a cen- 
ter will  consolidate  Army  research  activities. 
Information  gleaned  in  all  Army  laboratories 
now  scattered  throughout  the  United  States 
and  Panama  would  become  available  at  the  cen- 
ter. And,  rare  maladies  encountered  would  be 
subjected  to  expert  civilian  and  military  sci- 
entific study  as  patients  suffering  such  diseases 
would  be  transferred  to  a 1,000  bed  general  hos- 
pital which  will  be  established  in  the  center  for 
clinical  observation. 

General  Kirk  has  expressed  a desire  to  have 
the  general  hospital  and  Army  Institute  of 
Pathology  erected  first  with  other  buildings  to 
follow.  Other  proposed  installations  are  an 
Army  Institute  of  Research  Medicine  and  Den- 
tistry, Army  Institute  of  Research  Surgery  and 
Radiation  Therapy,  Army  School  of  Global  Med- 
icine and  an  administration  building. 

The  school  of  global  medicine  was  born  during 
World  War  II  as  American  troops  pushed  into 
remote  corners  of  the  Arctic  and  the  tropics  and 
encountered  little-known  maladies. 

Primarily  devoted  to  basic  research  and  grad- 
uate training,  the  Army  is  not  in  a position  at 
this  time  to  estimate  how  many  laboratoriesc 
would  lie  discontinued  in  the  field  and  placed 
in  the  proposed  center.  Further,  many  labora- 
tories are  strategically  located  with  reference  to 
study  of  certain  endemic  diseases,  the  permanent 
location  of  specialized  troops  such  as  Armored 
Forces  and  Chemical  Warfare  and  with  regard 
to  accessibility  to  civilian  medical  equipment 
and  laboratories. 

It  is  certain  that  Army  Institute  of  Pathology 
would  be  located  at  the  center  as  soon  as  pos- 
sible. World  renowned,  the  pathology  institute 
comprises  Department  of  Pathology,  American 
Registry  of  Pathology,  Army  Medical  Illustra- 
tion Service  and  Army  Medical  Museum.  Found- 


ed during  the  Civil  War,  Army  Institute  of 
Pathology,  formerly  the  Army  Medical  Museum, 
occupied  its  present  quarters  in  1887.  Its  19th 
Century  officers  are  now  totally  inadequate. 

General  Kirk  explained  that  careful  study  had 
been  given  the  present  Army  Medical  Center 
grounds  at  Walter  Reed  General  Hospital.  Not 
more  than  two  of  the  proposed  units  could  be 
constructed  in  space  immediately  available. 

Forest  Glen,  which  is  near  District  of  Colum- 
bia and  adjacent  to  Rock  Creek  Park,  a national 
site,  is  large  enough  to  accommodate  the  pro- 
posed center  in  the  present  and  future.  All  re- 
search installations  could  be  housed  there  and 
living  quarters  maintained  for  military  sci- 
entists who  might  be  employed  under  United 
States  Civil  Service  ratings.  Further,  garrison 
life  would  be  possible  with  a parade  ground  and 
other  military  requisites  available. 

General  Kirk  emphasized  that  the  proposed 
center  was  still  in  the  planning  stage  and  had 
not  received  War  Department  approval. 


THE  SIGNIFICANCE  OF  THE  FIRST 

LAPSE  IN  OUTPATIENT  VENEREAL 
DISEASE  CLINICS 

Journal  of  Venereal  Disease  Information, 

Washington,  26:198  201  (September),  1945. 

FREDERICK  G.  GILLICK,  DOROTHY  STUBBS 
and  ROBERT  R.  SWANK 

A study  of  330  clinic  patients  with  early 
syphilis  demonstrates  statistically  that  patients 
who  became  chronic  case-holding  problems  start 
lapsing  early  in  the  course  of  their  treatment. 

Among  the  patients  studied  were  114  on  the 
routine  standard  schedule  of  weekly  treatments, 
175  on  the  semi-weekly  schedule,  and  41  treated 
3 times  a week.  A lapse  was  defined  as  an  ab- 
sence from  the  clinic  for  more  than  10  days  for 
routine  treatment,  more  than  6 days  for  semi- 
weekly treatment,  and  more  than  4 days  for 
thrice  weekly  treatment.  No  selection  was  made 
with  regard  to  race,  sex  or  age.  Over  90  per 
cent  of  the  patients  were  Negro. 

In  order  to  show  the  relation  between  the 
time  of  the  first  lapse  and  total  treatment  re- 
ceived, the  cases  in  each  of  the  3 treatment 
groups  were  tabulated  according  to  whether  they 
received  as  many  as  20  arsenical  injections  and 
according  to  the  number  of  days  and  the  num- 
ber of  treatments  before  the  first  lapse.  A total 
of  20  or  more  injections  of  an  arsenical  drug 
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Avas  selected  as  the  minimum  criterion  of  satis- 
factory treatment. 

The  study  shoAved  there  Avas  a real  difference 
between  the  intensive  and  routine  scheduls,  in 
that  Avith  the  former,  48  per  cent  of  the  patients 
received  at  least  20  arsenical  treatments  com- 
pared Avith  only  24  per  cent  in  the  latter.  It  is 
evident  from  these  data  that  the  more  intensive 
the  treatment  schedule  the  greater  is  the  chance 
that  the  patient  Avill  receive  at  last  20  injections. 
The  difference  betAveen  the  schedules  of  treat- 
ment remains  significant  statistically  even 
among  patients  avIio  have  completed  6 Aveeks  of 
treatment  Avithout  lapse. 

When  comparison  is  made  according  to  the 
number  of  injections  received  before  the  first 
lapse,  the  differences  tend  to  disappear  and  are 
no  longer  significant  among  patients  Avho  have 
receded  as  many  as  5 injections  Avithout  lapse. 
In  other  Avords,  for  patients  Avho  harm  received 
5 or  more  injections  Avithout  lapse,  the  chance 
that  they  will  go  on  to  recede  20  or  more  injc- 
tions  does  not  differ  in  the  various  schedules 
and  the  average  for  all  schedules  is  a satisfac- 
tory estimate  for  any  one  of  them.  Since  the 
differences  remain  significant  until  the  eighth 
Aveek,  Avhen  the  basis  of  comparison  is  the  length 
of  time  before  the  first  lapse,  and  by  that  time 
the  number  Avho  haAre  not  lapsed  is  so  small  that 
the  percentages  do  not  mean  much,  it  is  clear 
that  the  crucial  factor  is  the  number  of  injec- 
tions received.  For  instance,  Avhen  as  many  as 
9 injections  are  given  before  the  first  lapse,  85 
per  cent  of  the  patients  go  on  to  receive  at  least 
20  injections,  and  Avhen  11  injections  are  given 
before  the  first  lapse,  90  per  cent  Avill  get  20  in- 
jections. Even  7 injections  Avithout  a lapse  will 
insure  20  or  more  arsenical  injections  in  75  per 
cent  of  the  patients. 

The  study  demonstrates  statistically  that  the 
patients  Avho  lapse  early  in  the  course  of  treat- 
ment. are  most  likely  to  become  chronic  absen- 
tees. Patients  Avho  can  be  kept  under  treatment 
for  10  or  11  injections  Avithout  a lapse  Avill  go 
on  to  complete  a satisfactory  course  in  a propor- 
tion comparable  to  that  obtained  with  hospitali- 
zation procedure.  Those  who  lapse  during  the 
first  few  injections  are  unlikely  ever  to  com- 
plete treatment  and  probably  should  be  given 
inpatient  care  if  possible.  Since  up  to  the  fifth 
injection  there  is  a significant  difference  be- 
tAveen  the  routine  and  the  intensive  outpatient 
schemes  of  treatment  with  respect  to  the  num- 


br  of  patients  Avho  Avill  complete  treatment,  and 
since  only  25  per  cent  of  those  on  intensive 
schedules  lapse  after  the  first  injection  as  com- 
pared with  40  per  cent  of  those  on  routine  sched- 
ules, it  would  seem  advisable  to  require  2 or 
more  clinic  visits  a week  for  the  first  feAv  Aveeks 
even  of  patients  who  are  on  routine  therapy. 


NATIONAL  FOUNDATION  FOR 
INFANTILE  PARALYSIS,  Inc. 

A tri-state  conference  of  Arizona,  Nevada, 
and  NeAv  Mexico  chapters  of  the  National  Foun- 
dation for  Infantile  Paralysis  together  with 
state  and  county  public  health  departments, 
medical  associations,  and  crippled  children’s 
sercvices  of  the  three  states  Avill  be  held  in  Phoe- 
nix NoA^ember  22-23-24,  Margaret  M.  Enright, 
Arizona  state  representative,  informed  today. 
Headquarters  will  be  at  the  Hotel  Westward 
Ho. 

Educational  in  character,  sessions  will  be  led 
by  national  leaders  from  Foundation  headquar- 
ters in  New  York  which  will  include  Dr.  Hart 
E.  Van  Riper,  Medical  director,  Dr.  Morton 
Seidenfeld,  director  of  psychological  research, 
Miss  Sally  Lucan  Jean,  director  of  health  edu- 
cation, and  Warren  Kingsbury,  regional  di- 
rector of  the  Pacific  Coast  area. 

Interest  in  the  program  and  reservations  com- 
ing in  at  this  early  date  gives  indication  of 
capacity  attendance,  Miss  Enright  said. 


THE  AMERICAN  COLLEGE  OF 
PHYSICIANS 

announces  its 

Twenty-eighth  Annual  Session 
to  be  held  in 

CHICAGO,  ILL.— April  28  - May  2,  1947 

Dr.  David  P.  Barr,  NeAv  York,  is  President  of 
the  College,  and  will  be  in  charge  of  the  program 
of  General  Sessions  and  Lectures.  Dr.  LeRoy 
II.  Sloan,  Chicago,  has  been  appointed  General 
Chairman,  and  will  be  in  charge  of  the  program 
of  Hospital  Clinics  and  Panels,  as  Avell  as  local 
arrangements,  entertainment,  etc.  Mr.  Edward 
R.  Loveland,  Executive  Secretary  of  the  College. 
4200  Pine  Street,  Philadelphia  4.  Avill  have 
charge  of  the  general  manegement  of  the  session 
and  the  technical  exhibits. 

Other  medical  societies  are  urged  to  note 
these  dates  in  order  that  conflicts  in  meeting 
dates  may  be  avoided  for  mutual  benefit. 
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directory 

ARIZONA  STATE  MEDICAL  ASSOCIATION 

Organized  1892 

423  HEARD  BUILDING,  PHOENIX,  ARIZONA 

OFFICERS  AND  COUNCIL 

George  O.  Bassett President 

Prescott 

Preston  T.  Brown President-Elect 

15  E.  Monroe,  Phoenix 

Robert  E,  Hastings - Vice  President 

1811  E.  Speedway,  Tucson 

Frank  J.  Milloy — — ..Secretary 

15  E.  Monroe,  Phoenix 

C E.  Yount  — Treasurer 

Prescott 

Harold  W.  Kohl.  Speaker  of  House 

1811  E.  Speedway,  Tucson 

Jesse  D.  Hamer -...Delegate  to  A.M.A. 

15  E.  Monroe,  Phoenix 

D.  F.  Harbridge Medical  Defense 

15  E.  Monroe,  Phoenix 

Councilors 

Central  District 

Northern  District 

....  . ..Southern  District 

Councilors  at  Large 


O.  E.  Utzinger.— .Ray 

Dan  L.  Mahoney ..Tucson 

W.  Paul  Holbrook.. Tucson 


COMMITTEES 

Scientific 

Cancer  Control  E.  Payne  Palmer  < 1949 > , Phoenix;  R.  Lee  Fos- 
ter (1948),  Phoenix:  A.  L.  Lindberg  (1947),  Tucson;  D W. 
Kittredge  (1948),  Flagstaff;  Jos.  P.  McNally  (1949).  Presco.t. 
History  and  Obituaries — Hal  W.  Rice,  Historian,  Bisbee;  C.  E 
Yount,  Sr.,  Prescott;  Frank  J.  Milloy,  Phoenix.  (No  terms 
of  office  are  designa.ed  in  By-laws  for  this  committee.) 
Industrial  Health — E.  B.  Jolly  (1949),  Jerome;  Kenneth  A. 

Herbst  (1948),  McNary;  John  D.  Hamer  (1947),  Tiger. 
Maternal  and  Child  Health — B P.  Storts  (1949),  Tucson;  B L. 

Steward  (1948).  Florence;  L.  Clark  McVay  (1947),  Phoenix. 
Orthopedics — Jas.  M.  Ovens  (1949),  Phoenix;  F.  M.  Findlay 
(1948),  Kingman;  Jas.  Lytton-Smith  (1947),  Phoenix. 
Scientific  Assembly — Preston  T.  Brown,  President-elect  and 
Committee  Chairman  (1947),  Phoenix;  H.  T.  Southworth 
(1949),  Prescott;  Carl  H.  Gans  (1947).  Morenci;  Robert  E. 
Hastings  (1948),  Tucson. 

Scientific  Education  and  Postgraduate  Activities — Wm.  G. 
Ure  (1949),  Tucson;  E.  A.  Born  (1948),  Prescott;  A.  I. 
Podolsky  (1947),  Yuma. 

Syphilis  and  Social  Diseases — E Payne  Palmer,  Jr.  (1949),  Phoe- 
nix; C.  C.  Creighton  (1948),  Cottonwood;  L.  H.  Howard 
(1947),  Tucson. 

Tuberculosis  Control — Ed  J Nagoda  (1949),  Tucson;  E W. 
Phillips  (1948),  Phoenix;  Jas.  H.  Allen  (1947),  Prescott. 

Non-Scientific 

Auxiliary  Advisory — Esther  M.  Closson  (1949),  Tucson;  Florence 
B.  Yount  (1948),  Prescott:  Geo.  R.  Barfoot  (1947),  Phoenix. 
Editing  and  Publishing — Jesse  D Hamer  (1949),  Phoenix:  R. 

Lee  Foster  (1948),  Phoenix:  Walter  Brazie  (1947),  Kingman. 
Industrial  Relations — Jas.  Lytton-Smith.  Phoenix;  Meade  Clyne. 
Tucson;  A.  C.  Carlson,  Cottonwood;  J.  B.  Littlefield,  Tuc- 
son; O.  E.  Utzinger,  Ray.  (Members  of  this  committee  are 
subject  to  annual  appointment.) 

Medical  Defense — D.  F.  Harbridge  (1949)  Chairman,  Phoenix; 
A C.  Carlson  (1948).  Cottonwood;  John  W.  Pennington 
(1947),  Phoenix. 

Medical  Economics — Meade  Clyne  (1949),  Tucson;  Jos,  M.  Greer 
(1948),  Phoenix;  Robt.  S.  Flinn  (1947),  Phoenix. 

Public  Health  Edu  ation — Paul  H.  Case  (1949).  Phoenix;  Joseph 
Saba  (1948),  Bisbee;  John  F.  Stanley  (1948),  Yuma;  M.  W. 
Merrill  (1947),  Phoenix. 

Public  Policy  and  Legislation — Jesse  D Hamer  (1949),  Phoenix; 
Walter  Brazie  (1948),  Kingman;  Charles  A.  Thomas  (1947), 
Tucson. 

State  Health  Relations — Donald  F.  Hill  (1949),  Tucson;  E.  Henry 
Running  (1948),  Phoenix;  Louis  G.  Jekel  (1947).  Phoenix. 


llllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllliOllllllllllllllllllllllllllllllllllllllli 

President  ^ AieAAaye 

Vacations  are  over  and  activities  for  the  As- 
sociation are  getting  under  way.  The  Council 
will  convene  on  tiie  29th  of  September  to  trans- 
act a considerable  calendar  of  business.  After 
the  meeting  a letter  will  be  sent  the  member- 
ship apprising  them  of  the  general  program  for 
the  year. 

Of  interest  to  all  is  the  Blue  Shield  medical 
service  plan  authorized  and  set  up  at  the  called 
meeting  of  the  House  on  June  22nd  last.  The 
summer  has  seen  progress  in  that  all  the  neces- 
sary steps  for  incorporation  have  been  taken 
and  fulfilled.  The  certificate  of  incorporation 
was  issued  on  September  14  after  the  legal  pub- 
lication of  the  Articles  and  various  other  points 
of  law  had  been  met. 

It  was  the  original  intent  to  have  the  service 
in  operation  by  this  time  but  we  failed  to  take 
into  account  some  of  the  tedious  processes  of 
law — such  as  six  weeks  required  for  publica- 
tion of  the  Articles — and  the  additional  fact 
that  many  elected  to  various  offices  in  the  serv- 
ice were  taking  well-earned  vacations  more  ex- 
tensive than  usual  due  to  the  fact  that  vaca- 
tions were  deferred  during  the  war  years.  Now 
that  legal  formalities  have  been  met  and  vaca- 
tions largely  over — some  officials  still  being 
absent — we  should  set  late  fall  or  early  winter 
as  the  goal  for  actual  operation. 

Although  we  are  relatively  late  in  establish- 
ing such  a service  in  Arizona  (there  are  11 
state-wide  medical  society  plans  in  operation, 
while  in  31  states  there  are  some  73  plans 
either  in  operation  or  getting  under  way)  we 
have  profitted  by  our  delay  in  that  by  careful 
study  and  analysis  we  can  avoid  the  mistakes 
others  have  made. 

In  like  manner  we  feel  that  the  choice  of  a 
service  plan,  rather  an  indemnity,  plan  is  wise 
as  the  experiences  of  other  states  have  also 
demonstrated.  The  Arizona  Medical  Associa- 
tion is  in  agreement  with  Dr.  James  C.  Mc- 
Cann, President  of  the  Massachusetts  Med- 
ical Society,  a surgeon,  and  vitally  interested 


Robert  S.  Flinn.. 
Arthur  C.  Carlson. 
Hal  W.  Rice  .- 
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in  the  medical  service  plan  of  that  state  (prob- 
ably the  most  successful  of  any  existing  plan), 
in  his  statement  before  the  California  Medical 
Association  in  recent  annual  session  when  he 
said  in  speaking  on  PREPAYMENT  AND 
THE  FUTURE  OF  MEDICINE  that:  “A 
service  contract  is  essential  for  two  basic  rea- 
sons : First,  it  alone  meets  the  needs  of  that 
large  number  of  under-income  segment  of  the 
public  (and  he  places  $3,227.50  for  1946  as 
comparable  with  $2,500  for  1940  — other  in- 
comes scaled  proportionately)  for  some  guaran- 
tee of  service  on  an  equitable  basis,  with  protec- 
tion against  overcharge  which  may  too  frequent- 
ly be  excessive.  Second,  the  objection  to  a cash 
indemnity  contract  is  tire  raw  fact  that  it  encom- 
passes a rejection  by  the  profession  of  its  prop- 
er responsibility  to  the  under-income  group  of 
people.  Only  with  the  knowledge  of  such  as- 
sured protection  will  the  public  buy  in  a vol- 
ume which  will  make  the  voluntary  approach 
to  this  problem  a success  and  thus  forestall 
federal  action  in  the  field  of  prepaid  medical 
care.  It  (the  indemnity  plan)  is  an  escapist’s 
make-shift  too  often  supported  by  shortsight- 
ed spokesmen  of  our  medical  organizations.  It 
has  been  adopted  in  some  states  with  the  bland 
assertion  that  it  saves  a lot  of  headaches.  . . . It 
fosters  such  practices  as : one  hundred  seventy- 
five  dollars  for  an  appendectomy  on  a shop 
girl.  . . . Such  practices  are  rapidly  precipitat- 
ing on  our  heads  the  final  and  overwhelming 
headache  of  compulsory  health  insurance  which 
cannot  be  treated  by  simply  being  against  it.” 

The  Arizona  Medical  Association  is  provid- 
ing the  funds  to  assure  a sound  administration 
and  the  prompt  payment  of  fees  to  participat- 
ing physicians.  The  schedide  of  fees  will  be 
comparable  to  those  of  industrial  compensation, 
and  payment  will  begin  with  the  start  of  the 
service  on  a monthly  billing  basis.  There  will 
be  no  waiting  for  payment  of  fees  and  no  delay 
in  providing  service  to  the  subscribers. 

Massachusetts  has  participation  by  85%  of 
the  physicians  of  the  state.  It  has  a subscrip- 
tion list  of  250,000  and  a reserve  of  $300,000. 
It  has  surpassed  in  four  years  what  others  had 
taken  seven  to  accomplish.  It  has  a high  de- 
gree of  public  confidence.  It  began  with  the 
surgical-obstetrical  ' contract  and  is  now  ex- 
panding. 

The  Arizona  State  Medical  Association 


through  its  Council  and  House,  has  adopted 
the  Service  Plan,  which  when  inaugurated  will 
operate  through  and  jointly  with  the  Blue 
Cross  — these  services  complement  each  other 
and  offer  the  people  of  Arizona  in  the  lower 
income  brackets  a service  against  catastrophic 
illness  at  low  cost.  Let  us  all  give  our  whole- 
hearted support  to  this  Service. 

Fraternally  yours, 


President. 


Report  of  the  Delegate 

American  Medical  Association,  Annual  Meeting 
San  Francisco,  California 
July  1 - 5,  1946 

Almost  8,000  physicians  were  attracted  to 
the  American  Medical  Association  Session  held 
at.  San  Francisco,  July  1-5,  1946,  which  was  an 
all  time  high  attendance  for  any  medical  as- 
semblage ever  held  on  the  Pacific  coast.  Some 
inconvenience  was  experienced  in  housing  the 
throngs,  as  well  as  in  transportation,  inasmuch 
as  a street  car  strike  was  called  on  the  eve  pre- 
ceding the  opening  of  the  convention.  Excel- 
lent local  arrangements,  however,  smoothed  out 
all  these  difficulties,  and  the  meeting  went 
ahead  to  the  satisfaction  of  all. 

Scientific  sessions  and  the  exhibits  were  con- 
veniently housed  in  the  Civic  Center.  The 
Auditorium  was  filled  to  capacity  with  scien- 
tific and  technical  exhibits.  The  Army  and 
Navy  Medical  Departments  had  special  exhib- 
its which  were  very  instructive,  as  were  the 
exhibits  on  fractures  and  physical  medicine. 

A large  canvas,  25'x40',  spread  across  one 
end  of  the  Civic  Auditorium  depicting  the  Ten 
Point  Program  of  the  American  Medical  As- 
sociation. This  was  very  impressive  and  de- 
clared to  all  who  gazed  upon  it  the  existence 
of  a new  Magna  Charta  of  American  Medicine. 
The  writer  could  not  help  but  feel,  however, 
that  this  large  display  would  have  attracted 
much  comment  and  discussion  had  it  been  hung 
outside  the  Auditorium  where  it  could  have 
been  seen  by  the  lay  public.  The  Ten  Point 
Program  referred  to  follows : 

31  EDI  CINE’S  NATIONAL  HEALTH 
PROGRAM 

1.  Minimum  standards  of  nutrition,  hous- 
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ing,  clothing  and  recreation  are  fundamental 
to  good  health. 

2.  Preventive  medical  services  should  be 
available  to  all  and  should  be  rendered  through 
professionally  competent  health  departments. 
Medical  care  to  those  unable  to  provide  for 
themselves  should  be  administered  by  local  and 
private  agencies  with  the  aid  of  public  funds 
when  needed,  preferably  by  a physician  of  the 
patient’s  choice. 

3.  Adequate  prenatal  and  maternity  care 
should  be  made  available  to  all  mothers.  Pub- 
lic funds  when  needed  should  be  administered 
by  local  and  private  agencies. 

4.  Every  child  should  have  proper  atten- 
tion, including  scientific  nutrition,  immuniza- 
tion and  other  services  included  in  infant  wel- 
fare. Such  services  are  best  supplied  by  per- 
sonal contact  between  the  mother  and  the  in- 
dividual physician  but  may  be  provided 
through  child  health  centers  administered  lo- 
cally with  support  by  tax  funds  whenever  the 
need  can  be  shown. 

5.  Health  and  diagnostic  centers  and  hos- 
pitals necessary  to  community  needs  are  prefer- 
ably supplied  by  local  agencies.  When  such 
facilities  are  unavailable,  aid  may  be  provided 
by  federal  funds  under  a plan  similar  to  the 
provisions  of  the  Hill-Burton  bill. 

6.  Voluntary  health  insurance  for  hospital- 
ization and  medical  care  is  approved,  the  prin- 
ciples of  such  insurance  plans  to  be  acceptable 
to  the  Council  on  Medical  Service  and  to 
authoritative  bodies  of  state  medical  associa- 
tions. 

7.  Medical  care,  including  hospitalization, 
to  all  veterans  should  be  provided  preferably 
by  a physician  of  the  veteran’s  choice,  with 
payment  through  a plan  agreed  on  between  the 
state  medical  association  and  the  Veterans’  Ad- 
ministration. 

8.  Research  for  the  advancement  of  medi- 
cal science,  including  a National  Science  Foun- 
dation, is  endorsed. 

9.  Services  rendered  by  volunteer  philan- 
thropic health  agencies  should  be  encouraged. 

10.  Widespread  education  in  the  field  of 
health,  and  the  widest  possible  dissemination 
of  information  regarding  the  prevention  of  dis- 
ease and  its  treatment,  are  necessary  functions 
of  all  departments  of  public  health,  medical  as- 
sociations and  school  authorities. 


The  House  of  Delegates  met  at  the  St.  Fran- 
cis Hotel  on  July  1,  2 and  4.  In  addition  to 
hearing  and  receiving  reports  from  the  Presi- 
dent of  the  AMA,  the  Secretary,  the  Treasurer, 
and  of  the  various  Councils  and  Standing  Com- 
mittees, the  House  had  the  privilege  of  hearing 
General  Kirk,  Surgeon  General  of  the  Army, 
and  Admiral  McIntyre  of  the  Navy. 

There  were  a number  of  timely  resolutions 
adopted  by  the  House  this  year.  Stated  in 
brief,  they  are  as  follows: 

1.  The  Council  on  Medical  Service  and  Pub- 
lic Relations  in  conjunction  with  the  Bureau 
of  Legal  Medicine  was  instructed  to  confer 
with  the  sponsors  of  S.  B.  2143  (The  Taft 
Health  Bill  recently  introduced  in  Congress) 
to  discuss  the  features  of  this  bill  and  to  re- 
port back  to  the  Board  of  Trustees  the  results 
of  its  conferences  and  be  guided  by  its  instruc- 
tions. 

2.  The  proper  agency  of  the  AMA  is  to  re- 
quest each  state  medical  society  to  assume  ap- 
propriate leadership  in  the  development  of  ad- 
equate mental  disease  programs  within  its 
state,  and  to  cooperate  with  other  state  groups 
and  local  agencies  in  stimulating  public  inter- 
est and  support  in  order  to  assure  the  proper 
operation  and  maintenance  of  such  programs. 

3.  During  the  intervening  months  since  last 
December,  the  Board  of  Trustees  has  employed 
a firm  of  public  relations  experts  in  order  to 
receive  recommendations  for  the  future  con- 
duct of  the  AMA  public  relations.  This  Rich 
Public  Relations  Report  was  presented  in  part 
by  the  Chairman  of  the  Board  of  Trustees  in 
Executive  Session.  Much  comment,  discussion, 
and  interrogation  was  occasioned  by  the  pres- 
entation of  this  report.  The  entire  text  of  these 
public  relations  consultants  was  not  revealed. 
We  did  learn,  however,  that  these  experts  ad- 
vocated “a  separation  of  scientific  interpre- 
tations and  medical  economics  from  the  future 
direction  of  public  relations.”  As  a result  of 
actions  taken  by  the  House,  however,  on  those 
portions  of  the  Rich  Report,  and  upon  recom- 
mendations of  the  Board  of  Trustees,  the  fol- 
lowing resolutions  were  adopted: 

(a)  To  stress  the  scientific  activities  of  the 
Association  through  the  AMA  Journal,  and 
through  an  expanded  Hygeia,  under  the  super- 
vision of  the  Editor; 
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For  more  convenient  and  effective  rectal  administration  of 
Aminophyllin,*  Searle  Research  has  produced 

AMINOPHYLL1N  SUPPOSICONES 

(SEARLE  BRAND  OF  AMINOPHYLLIN  SUPPOSITORIES) 

Differing  from  all  other  types  of  suppositories,  Searle 
Aminophyllin  Supposicones  are  molded  with  a new  base 
material  which  liquefies  rapidly  in  the  rectum,  permitting 
complete  absorption  of  the  Aminophyllin,  but  which  remains 
stable  and  solid  at  temperatures  up  to  130°  F.  outside  the  body. 


Searle  Aminophyllin  Supposicones  are  non-irritating  to  the 
rectal  mucosa — require  no  anesthetic — are  of  proper 
size  and  shape  for  easy  insertion  and  retention. 

Each  Aminophyllin  Supposicone  contains  500  mg.  F7Yi  grs.) 
Searle  Aminophyllin.  Packaged  in  boxes  of  12. 

*Searle  Aminophyllin  contains  at  least  80%  of  anhydrous  theophyllin 
Supposicones  is  the  registered  trademark  of  G.  D.  Searle  & Co.,  Chicago  80,  Illinois 
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(b)  Expansion  and  revitalization  of  the 
Bureau  of  Medical  Economics  with  employment 
of  a well  qualified  Economist  whose  factual 
material  will  be  employed  in  the  field  of  the 
AMA  Journal,  Hygeia  and  other  publication; 

(c)  The  organization  and  continuation  of 
effort  in  the  field  of  Public  Relations  under 
the  immediate  supervision  of  the  AMA  mana- 
ger, and  the  Board  of  Trustees,  with  an  Execu- 
tive Assistant  who  is  to  be  a public  relations 
expert  ; adequate  personnel  to  be  employed  to 
coordinate  all  public  relations  activities  of  the 
Association  other  than  Scientific; 

(d)  In  as  much  as  all  public  relations  in 
the  future  will  be  correlated  in  this  new  set  up, 
the  Council  on  Medical  Service  and  Public 
Relations  had  its  name  changed  to  the  Coun- 
cil on  Medical  Service. 

(e)  The  Council  on  Medical  Service  is  now 
free  to  concentrate  on  Medical  Service  Plans, 
and  to  promote  and  assist  in  the  development 
of  these  plans  in  all  states  through  the  Associ- 
ated Medical  Care  Plans,  Inc.  Other  spheres 
of  activity  and  duties  of  this  Committee  were 
enlarged,  among  them  being  a Division  of  Pre- 
payment Medical  Plans  to  promote,  expand, 
correlates  and  assist  each  State  in  any  manner 
possible.  It  was  instructed  and  encouraged  to 
promote  the  AMA  Ten  Point  Program  into 
actual  practice.  It  is  to  intensify  its  work  in 
professional  relations  by  its  News  Letter,  and 
is  to  promote  and  extend  the  scope  of  its  Re- 
gional Conferences.  The  Council  was  encour- 
aged to  develop  further  the  idea  of  a National 
Health  Council,  to  create  a satisfactory  Speak- 
ers’ Bureau  and  to  continue  its  Washington 
office. 

The  Council  was  also  instructed  to  consider 
the  medical  care  and  economic  aspects  arising 
from  the  creation  of  health  and  welfare  funds 
under  Labor  Union  control  in  the  soft  coal  in- 
dustry. A series  of  meetings  will  be  arranged 
for  the  purpose  of  deciding  ways  and  means 
of  finding  a solution  to  this  problem.  In  this 
endeavor,  the  Council  on  Industrial  Health  will 
assist  the  Council  on  Medical  Service. 

Other  important  actions  taken  by  the  House 
of  Delegates  included : 

1.  The  Speaker  of  the  House  was  instruct- 
ed to  appoint  a committee  to  confer  with  the 
Board  of  Trustees  on  the  remaining  issues  of 


the  public  relations  survey  (Rich  report)  and 
to  report  at  the  next  meeting  of  the  House  in 
December. 

2.  A change  in  the  By-laws  was  adopted 
providing  for  two  sessions  of  the  House  of  Del- 
egates each  year;  a supplemental  meeting  to 
be  held  each  December. 

3.  A special  committee  was  established  for 
the  purpose  of  revising  the  Constitution  and 
By-laws  of  the  Association. 

-1.  The  Judicial  Council  was  requested  to 
submit  suggestions  for  a revision  of  the  Prin- 
ciples of  Medical  Ethics,  after  thorough  study 
and  review. 

5.  The  House  re-affirmed  its  opposition  to 
selected  sections  of  the  Wagner-Murray-Dingell 
Bill  and  to  the  Pepper  Bill. 

6.  A re-apportionment  of  delegates  to  the 
House  for  1947,  1948  and  1949,  on  the  basis  of 
one  delegate  for  each  1000  members  or  fraction 
thereof  was  made.  California,  District  of  Colum- 
bia, North  Carolina  and  Oregon  will  each  gain 
one  delegate.  Ohio,  Missouri  and  Pennsylvania 
will  lose  one  each. 

7.  The  House  also  urged  the  Health  Organi- 
zation of  the  United  Nations  to  limit  its  Consti- 
tution so  that  it  will  consider  problems  only  of 
preventive  medicine,  standardization  of  drugs 
and  biologic  preparations,  and  the  prevention  of 
dissemination  of  diseases  among  nations.  Ques- 
tions relating  to  the  nature  of  medical  practice 
in  any  nation  should  not  be  one  of  the  functions 
for  consideration  by  this  international  organiza- 
tion. 

By  acclamation,  the  House  named  Dr.  Olin  R. 
West  of  Chicago  as  President-Elect,  Dr.  Edwin 
L.  Bortz  of  Philadelphia  as  Vice-President,  Dr. 
George  F.  Lull  as  Secretary,  Dr.  J.  J.  Moore  as 
Treasurer,  Dr.  R.  W.  Fonts  of  Omaha  as  Speak- 
er of  the  House,  and  F.  F.  Barzell  of  Philadel- 
phia as  Vice-Speaker. 

The  Board  of  Trustees  reported  that  it  had 
instructed  Dr.  Lull  to  arrange  office  space  at 
AMA  Headquarters  for  the  Medical  Auxiliary. 
The  entire  Board  of  Trustees  of  the  AMA  will 
serve  as  the  advisory  committee  to  the  National 
Medical  Auxiliary  and  will  sit  in  joint  session 
for  discussion  of  mutual  problems  at  each  An- 
nual Meeting. 

Respectfully  Submitted, 

Jesse  D.  Hamer,  M.  1).,  Delegate, 
Arizona  State  Medical  Association 
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MEDICO-LEGAL  SECTION 


IN  THE  SUPREME  COURT  OF  THE 
STATE  OF  ARIZONA 

This  proceeding  is  before  ns  on  certiorari 
from  an  award  of  The  Industrial  Commission 
awarding  compensation  to  Waldo  DeWitt,  the 
injured  employee.  The  Phelps  Dodge  Corpora- 
tion, the  employer,  is  the  petitioner  securing 
this  review.  The  facts  of  the  case  are  no^  in  dis- 
pute and  may  he  stated  as  follows:  The  employ- 
ee, while  engaged  in  the  usual  course  of  employ- 
ment, suffered  an  injury  to  his  back  occasioned 
in  the  following  manner.  DeWitt  picked  up  a 
rim  mounted  but  deflated  truck  tire,  which  is 
estimated  to  have  weighed  at  the  time  .70  to  100 
pounds;  took  one  step;  threw  and  pushed  the 
rim  and  tire  up  into  the  truck.  At  this  moment, 
he  experienced  what  he  described  as  “felt  like 
a hot  iron  hit  me  in  the  back  of  the  head;  like 
the  world  was  whirling  around,  and  everything 
went  blank."  lie  turned  and  walked  unsteadily 
to  a nearby  bench  ; sat  down  ; broke  into  sweat 
and  tremors;  and,  in  a faint  condition,  eased 
off  the  bench  to  the  ground.  He  was  taken 
promptly  by  automobile  to  the  office  of  a doc- 
tor, and  on  the  way  complained  of  pain  in  his 
head  and  arms.  On  arrival  at  hospital  he  was  in 
a state  of  shock,  and  afflicted  with  tremor  in 
both  his  right  arm  and  right  leg.  Shortly  there- 
after he  filed  a claim  for  workmen’s  compensa- 
tion, claiming  disability  as  a result  of  partial 
paralysis  of  the  right  side,  which  condition  per- 
sisted for  at  least  six  months.  He  was  treated 
by  seven  different  doctors  including  three  neur- 
ologists. Various  inconclusive  hypotheses  were 
suggested  as  to  the  neurological  sources  of  the 
symptoms  manifested.  There  was  some  disa- 
greement as  to  the  extent  of  disability,  but  no 
indication  was  found  of  physical  injury  from 
external  cause.  The  medical  evidence  indicates 
that  the  employee  suffered  some  internal  strain, 
sprain,  rupture,  or  hemorrhage. 

Two  months  after  the  incident,  he  was  exam- 
ined by  Dr.  A.  C.  Kingsley,  nerve  specialist. 
His  report,  in  part,  reads  as  follows:  “Sudden 
onset  with  unconsciousness  would  indicate  cere- 
bral or  high  cervical  lesion.  There  is  at  this  time 
sensory  disturbance  involving  the  third  and 
fourth  cervical  roots  as  well  as  the  lower  cervi- 
cal area.  Whether  at  time  of  injury  a partial 


dislocation  or  hemorrhage  high  in  cervical  cord 
it  is  difficult  to  state.” 

There  was  nothing  unusual  in  the  manner  of 
picking  up  the  tire  and  rim.  No  apparent  over- 
exertion was  involved ; no  untoward  or  unex- 
pected event  took  place,  such  as  slipping,  fall- 
ing oi'  being  struck.  The  claimant,  prior  to  the 
accident,  had  enjoyed  good  health,  and  was 
strong  and  accustomed  to  performing  hard  man- 
ual labor.  There  is  no  evidence  in  the  record  to 
indicate  that  the  employee  was  suffering  from 
any  preexisting  disease  or  ailment. 

In  challenging  the  award,  the  petitioner  ad- 
vances the  following  proposition:  “In  order 
that  an  employee  be  entitled  to  compensation, 
there  must  be  an  injury  which  is  caused  by  some 
external  event  of  an  unusual  or  unexpected  na- 
ture.” Petitioner  calls  attention  to  the  various 
code  sections  which  limit  compensation  to  cases 
where  the  employee  has  sustained  an  “injury 
by  accident  and  arising  out  of  and  in  the  course 
of  his  employment.”  (Emphasis  supplied)  It 
is  petitioner’s  position  that  this  case  is  ruled 
by  Rowe  v.  Goldberg  Film  Delivery  Lines,  Inc., 
50  Ariz.  349,  72  Pac.  (231  432,  which  with  other 
decisions  of  this  court  followed  Pierce  v.  Phelps 
Dodge  Corp.,  42  Ariz.  436,  26  Pac.  (2d)  1017. 
On  the  other  hand,  respondent,  in  its  brief,  con- 
tends that  the  Pierce  case  in  effect  was  over- 
ruled by  In  the  Matter  of  Mitchell,  61  Ariz. 
436,  150  Pac.  (2d)  355,  and  that  the  latter  case 
is  controlling  here. 

Here  it  may  be  well  to  indicate  that  in  the 
Pierce  case  the  employee  was  suffering  from 
pre-existing  myocarditis,  of  which  he  was  aware. 
Additional  facts  in  the  Pierce  case  were  that 
during  the  morning  Pierce  climbed  up  and 
down  ladders  in  the  mine  without  showing  any 
bad  effects  or  making  any  complaint.  When 
the  noon  hour  arrived,  he  sat  down  to  eat  his 
lunch  and  had  just  finished  the  meal  when  he 
arose  from  a sitting  or  reclining  position,  walk- 
ed a few  hundred  feet,  suddenly  collapsed,  and 
died  a few  moments  later. 

In  the  Rowe  case  the  employee  leaned  over  to 
pick  up  two  boxes  of  films,  at  which  time  he 
experienced  a pain  in  his  chest,  and  suffered  a 
spontaneous  pneumothorax.  There  the  chief  con- 
cern of  the  court  was  to  determine  whether  or 
not  there  had  been  an  injury  by  accident.  We 
have  at  no  time  held  or  even  indicated  that  com- 
pensation is  payable  other  than  for  injury  by 
accident. 
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Feinberg,  S.  M.:  Allergy  in  Practice, 

Chicago,  The  Year  Book  Publishers,  Inc.,  1944,  p.  502. 


Your  hay  fever  patients  will  be 

grateful. ..particularly  between  office  visits. ..for  the  relief  of  nasal 
congestion  afforded  by  Benzedrine  Inhaler,  N.  N.  R. 

The  Inhaler  may  make  all  the  difference  between  weeks  of  acute 
misery  and  weeks  of  comparative  comfort. 

Each  Benzedrine  Inhaler  is  packed  with  racemic  amphetamine,  S.K.F.,  250  mg.;  menthol,  12.5  mg. ; and  aromatics. 
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The  provisions  of  the  Workmen’s  Compensa- 
tion Law  of  Arizona  directing  compensation  to 
be  paid  injured  employees  are  embodied  in  sec- 
tions 56-930,  56-931,  56-936,  and  56-952,  A.C.A. 
1939.  Each  of  these  sections  limits  compensation 
to  cases  where  the  employee  has  sustained  an 
“injury  by  accident  arising  out  of  and  in  the 
courst  of  his  employment.” 

This  requirement,  of  injury  by  accident,  has 
been  before  the  court  on  more  than  one  occa- 
sion. In  Pierce  v.  Phelps  Dodge  Corp.  et  ah, 
42  Ariz.  436,  26  Pac.  (2d)  1017,  involving  the 
question  of  whether  death  from  a pre-existing 
heart  disease,  accelerated  by  the  ordinary  and 
usual  conditions  of  the  occupation  of  the  em- 
ployee, was  subject  to  compensation,  the  court 
discusses  the  language  of  section  56-930  and 
particularly  the  phrase  “injured  by  accident,” 
saying : 

“We  come  then  to  the  interpretation  of  the 
phrase  ‘injured  by  accident’  as  used  in  the 
Compensation  Act,  and  particularly  of  the  word 
‘accident.’  The  word  ‘injured,’  when  used 
as  a participial  adjective  as  it  is  here,  is  defined 
by  Webster  as  ‘damaged.’  The  word  ‘accident’ 
is,  by  the  same  authorrity,  ‘an  event  that  takes 


place  without  one’s  foresight  or  expectation;  an 
undesigned,  sudden  and  unexpected  event.’ 

“It  is  obvious  that  while  ‘injured’  always 
implies  a result,  the  word  ‘accident’  may  mean 
either  a cause  or  a result,  and  which  it  is  must 
lie  determined  by  the  context.  The  preposition 
‘by,’  which  is  found  between  the  word  ‘injured’ 
and  the  word  ‘accident’  supplies  the  answer. 
Used  as  it  is,  it  can  only  mean  ‘by  medium  of, 
in  consequence  of,  or  through  the  agency  of,' 
and  the  ‘accident  ’ is,  therefore,  the  cause  of  the 
injury.  *## 

# # * 

“ ***  We  conclude  that  on  reason,  notwith- 
standing there  may  be  many  authorities  to  the 
contrary,  in  the  phrase  ‘injured  ***  by  accident" 
as  found  in  our  Compensation  Act,  the  word 
‘accident’  refers  to  the  cause  of  the  injury  and 
not  to  the  injury  itself. 

“ following  this  rule,  in  order  that  an  employ- 
ee be  entitled  to  compensation  there  must  be  a 
result,  an  injury  or  damage,  which  is  caused  by 
‘an  event  that  takes  place  without  one’s  fore- 
sight or  expectation ; an  undesigned,  sudden 
and  unexpected  event.’  ” 

And  in  applying  the  above  interpretation  of 
the  phrase  to  the  facts  involved  in  the  Pierce 
case,  the  court,  in  the  concluding  portion  of  its 
opinion,  said: 


Available  in  tablets  of  0.5,  1.0,  2.0 
and  5.0  nig.;  in  solution  in  10  cc, 
vials,  5 mg.  per  cc.;  and  vag- 
inal tablets  of  0.5  mg.  strength. 
Literature  and  Sample  on  Request 


This  well  tolerated  synthetic  estrogen  offers  all  of  the  advantages  of 
the  natural  substances,  and  at  the  same  time  is  far  more  economical. 
It  is  not  a stilbene  derivative. 

Clinicians  who  have  investigated  Schieffelin  BENZESTROL  agree 
that  the  response  of  patients  suffering  from  the  distressing  symptoms 
that  frequently  attend  the  menopause,  has  been  most  gratifying. 

In  addition,  Schieffelin  BENZESTROL  has  proved  of  benefit  for  the 
suppression  of  undesirable  lactation  and  as  a supplementary  medication 
in  infantile  gonorrheal  vaginitis. 


n\  Schieffelin  i 

DENZESTROL 

(2,  4-di  (p-hydroxyph«nyl)  -3-athyl  h«*on«) 


Schieffelin  & Co. 


20  COOPER  SQUARE,  NEW  YORK  3,  N.Y. 
Pharmaceutical  and  Research  Laboratories 
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Nupercainal,  the  soothing  anesthetic 
ointment  containing  1%  Nupercaine, 
is  noted  for  its  sustained  effect  in  the 
relief  of  pain  associated  with  the  above 
and  other  ano-rectal  conditions. 

Many  physicians  employ  Nupercainal, 
too,  in  painful  proctological  and  vaginal 
examinations. 

Available  in  tubes  of  1 ounce  with 
applicator  and  in  jars  of  1 pound. 


Nupercainal 

Nupercainal  and  Nupercaine. ..Trade  Marks  Reg.  V.  S.  Pal.  Off. 


CIBA  PHARMACEUTICAL  PRODUCTS,  INC. 
SUMMIT,  NEW  JERSEY 
In  Canada  : Ciba  Company  Limited,  Montreal 
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“Applying-  this  rule  to  the  facts  of  the  pre- 
sent case,  there  is  no  unexpected  event  which 
caused  an  injury,  which  injury  resulted  in  a 
disease  or  an  aggravation  thereof.  On  the  con- 
trary, the  events  which  preceded  the  death  of 
Pierce,  and,  as  urged  by  claimants,  accelerated 
it,  were  the  usual,  ordinary,  necessary  and  ex- 
pected incidents  of  his  occupation.  It  is  true 
that  the  death  from  the  disease  was  sudden  and 
unexpected,  hut  as  we  have  stated  the  undesign- 
ed. sudden  and  unexpected  event  which  must 
exist  in  order  to  create  the  right  to  compensa- 
tion must  be  found  in  the  original  cause  and 
not  in  either  of  the  subsequent  results.  *** 

In  sustaining  the  award  denying  compensa- 
tion in  the  Rowe  case,  the  court  said: 

“ ***  It  is  only  when  there  is  some  unusual, 
unexpected,  and  extraordinary  event  not  reason- 
ably contemplated  as  a part  of  the  normal  con- 
ditions of  the  employment,  which  causes  an  in- 
jury, that  compensation  is  awarded.  '***  ” 


“It-,  on  the  other  hand,  there  is  no  accident, 
such  as  a slip  or  a fall,  and  it  is  merely  the  or- 
dinary shifting  of  packages  required  by  the 
business  which,  due  to  the  physical  condition 
of  the  petitioner  or  any  other  reason  not  involv- 
ing an  accident  as  we  have  defined  it,  causes 
the  injury,  he  cannot  recover  compensation.” 
The  court  then  went  on  to  apply  the  princi- 


ples announceed  to  the  facts  involved,  saying: 

“If  it  he  true  that  there  was  no  sudden  or 
unexpected  jerk,  slip,  or  fall  which  caused  the 
spontaneous  pneumothorax,  but  that  it  merely 
arose  out  of  the  usual,  ordinary,  necessary,  and 
expected  incidents  of  petitioner's  occupation, 
such  as  lifting  and  moving  the  packages  which 
he  had  in  his  truck,  the  injury  hesuffered  was 
not  compensable,  because  it  resulted  from  the 
ordinary  course  of  his  occupation  and  not  from 
an  accident  occuring  therein.” 

In  the  Mitchell  case,  we  determined  that,  in 
law,  there  had  been  an  accident,  and  that  injury 
and  death  flowed  therefrom.  In  so  doing,  we 
pointed  out  that  the  facts  establishing  the  occur- 
rence of  the  accident  did  not  fit  into  the  defini- 
tion of  “accident”  as  given  in  the  Pierce  case. 
We  concluded  that  it  was  not  indispensable  to 
an  accident  that  it  should  arise  from  a sudden 
or  instantaneous  event  or  occurrence  and  pre- 
sumably accompanied  by  an  external  act  or  oc- 
currence. Nevertheless,  we  pointed  out  in  the 
Mitchell  case  that  the  Pierce  case  had  been  cor- 
rectly disposed  of  in  view  of  the  facts  there  ex- 
isting even  though  the  restrictive  definition  in 
the  Pierce  case  was  abrogated.  That  the  Pierce 
case  was  decided  correctly  is  apparent  because 


Pathological  Laboratory 

y. 

507  Professional  Building  Phoenix,  Arizona 

X-RAY  and  RADIUM  THERAPY 
DIAGNOSTIC  X-RAY 
CLINICAL  PATHOLOGY 

W.  Warner  Watkins,  M.  D.,  Director 
R.  Lee  Foster,  M.  D.,  Radiologist 
Thomas  T.  Frost,  M.  D.  Pathologist 
Douglas  D.  Gain,  M.  D. 

HOURS  9:00  to  5:00 

SATURDAY  AFTERNOONS  AND  SUNDAYS  EXCEPTED 
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AT  EVERY  SEASON 


Taken  cold  during  the  summer  months  or 
hot  during  the  wintertime,  the  delicious 
food  drink  made  by  mixing  Ovaltine  with 
milk  provides  a wealth  of  essential  nutrients 
in  readily  digested  and  assimilated  form. 
Its  delicious  taste  makes  it  enjoyable  at 
every  season.  As  a supplement  to  an  inade- 
quate diet,  in  the  correction  of  the  milder 
forms  of  malnutrition,  or  when  the  intake 
of  all  essential  nutrients  must  be  augmented, 
it  makes  a worth-while  contribution,  as 


indicated  by  its  composition  shown  in  the 
table  below.  This  dietary  supplement  pro- 
vides biologically  adequate  protein,  readily 
utilized  carbohydrate,  highly  emulsified  fat, 
ascorbic  acid,  B complex  and  other  vita- 
mins, and  essential  minerals.  Its  low  curd 
tension  makes  for  rapid  gastric  emptying 
and  easy  digestibility.  It  is  relished  by  both 
children  and  adults,  and  is  unusually  ac- 
ceptable either  as  a mealtime  beverage  or 
with  between  meal  snacks. 


THE  WANDER  COMPANY,  360  N.  MICHIGAN  AVE.,  CHICAGO  1,  ILL 


Three  servings  daily  of  Ovaltine,  each  made  of 
Vi  oz.  of  Ovaltine  and  8 oz.  of  whole  milk,*  provide: 


CALORIES 

669 

VITAMIN  A 

3000  I.U. 

PROTEIN 

32.1  Gm. 

VITAMIN  Bi 

1.1b  mg. 

FAT 

31.5  Gm 

RIBOFLAVIN 

1.50  mg. 

CARBOHYDRATE 

64.8  Gm. 

NIACIN 

6.81  mg. 

CALCIUM 

1.12  Gm. 

VITAMIN  C 

39.6  mg. 

PHOSPHORUS 

0.939  Gm. 

VITAMIN  D 

417  I.U. 

IRON 

12.0  mg. 

COPPER 

0.50  mg 

*Based  on  average  reported  values  for  milk. 


Arizona  Medicine: 


September , 1946 


324 


CAUGHT  in  the 
storm  center  of  the  meno- 
pause— bewildered  by 
vasomotor  disturbances, 
mental  depression,  pain 
and  tension  — many  pa- 
tients may  be  restored  to 
comparative  tranquillity 
by  well  timed  estrogenic 
therapy. 

When  you  base  your 
treatment  on  an  estrogenic 
product  of  unquestioned 
purity  and  potency,  you  can  feel  certain  you  have 
given  your  patient  the  best  assistance  possible 
through  medication. 


Physicians  using  Solution  of  Estrogenic  Sub- 
stances, Smith-Dorsey,  may  rest  upon  that  certainty 
. . . for  Smith-Dorsey’s  product  is  manufactured  under 
rigidly  regulated  conditions  ...  to  meet  the  highest 
standards  of  the  industry. 


A reliable  product  . . . judiciously  ad- 
ministered . . . receding  menstrual  “storm” 
symptoms. 


; erfo  ti  o n o f 


d 


SMITH  - DORSEY 


Supplied  in  I cc.  ampuls  and 
10  cc.  ampul  vials  represent - 
inn  potencies  of  5,000,  10,000 
and  20.000  international 
units  per  cc. 


THE  SMITH-DORSEY  COMPANY 


LINCOLN,  NEBRASKA  • DALLAS  • LOS  ANGELES 
Manufacturers  of  Pharmaceuticals  to  the  Medical  Profession  Since  1908 


there  was  no  casual  connection  between  the  em- 
ployee's death  and  any  accident.  The  employee 
merely  collapsed  while  normally  walking  from 
one  place  to  another. 

In  the  Rowe  case  there  was  no  evidence  of 
any  strain  or  overexertion.  The  employee  mere- 
ly leaned  over  to  pick  up  packages.  Even  had 
he  picked  them  up  there  would  have  been  no 
substantial  causal  enoneetion  between  the  re- 
sulting injury  and  the  effort  expended  for  the 
reason  that  the  packages  were  of  inconsequential 
size  and  weight.  We  do  not  subscribe  to  the  rule 
laid  down  in  the  English  case  of  Clover,  Clay- 
ton & Co.,  V.  Hughes,  26  Times  L.R.  359,  in 
which  the  Lord  Chancellor  said,  among  other 
things:  “An  accident  arises  out  of  the  employ- 
ment when  the  requireed  exertion  producing  the 
accident  is  too  great  for  the  man  undertaking 
the  work,  whatever  the  degree  of  exertion  or  the 
condition  of  health.”  (Emphasis  supplied)  The 
rule  in  the  Clover  case  has  been  adopted  in  the 
State  of  Washington  and  many  other  jurisdic- 
tions. See  Frandila  v.  Dept:  of  Labor  and  In- 
dustries, 137  Wash.  530.  243  Pac.  5;  McCor- 
mick Lumber  Co.  v.  Dept,  of  Labor  and  Indus- 
tries, 7 Wash.  (2d)  40,  108  Pac.  (2d)  807.  We 
are  of  the  opinion  that  where  a workman  is  suf- 
fering from  a pre-existing  diseased  condition 
and  while  engaged  in  his  usual  work  under  cir- 
cumstances which  require  an  extra  or  unusual 
strain  or  effect,  suddenly  dies,  his  death  or  in- 
jury is  not  the  result  of  injury  by  accident.  An 
employer  is  not  the  insurer  of  the  health  of  his 
employees.  Rowe  v.  Goldberg  Film  Delivery 
Lines,  Inc.,  50  Ariz.  349,  72  Pac.  (2d)  432;  In 
the  Matter  of  Mitchell,  61  Ariz.  436,  150  Pac. 
(2d)  355;  Aluminum  Co.  of  Am.  v.  Ind.  Com. 
(Ariz.),  152  Pac.  (2d)  297. 

In  the  cast*  of  Wiggins  v.  Pratt-Gilbert  Hard- 
ware Co.,  48  Ariz.  375,  62  Pac.  (2d)  124,  we  had 
under  consideration  the  case  of  a workman  whose 
injury  resulted  from  a strain  while  lifting.  It 
appeared  that  the  employee,  while  working  on 
a pump,  lifted  it  to  place  it  on  some  planks  so 
that  he  could  better  clean  it.  Both  his  hands 
and  the  pump  were  somewhat  greasy,  and  the 
pump  started  to  slip.  In  order  to  prevent  its 
falling,  he  twisted  himself  into  an  abnormal 
position  and  felt  something  give  way  inside  of 
him.  In  the  course  of  the  opinion  the  following 
language  appears: 

“Petitioner  devotes  much  time  arguing  that 
the  word  ‘accident’  is  not,  limited  to  a fall  or 
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| BLAIR  SURGICAL  SUPPLY  | 

j Arizona  s Own  Complete  X-ray  and  Surgical  Supply  House  1 


WHOLESALE  AND  RETAIL 


J HOSPITAL 

Equipment 
= Supp'ies 

I Service 

f SURGICAL 
= Instruments 

I Equipment 

| Supplies 

j Supports 

Service 

| X-RAY 
j Equipment 

1 Accessories 

! Supplies 

i Service 

j Solution 

j Changing 


24-28  EAST  BROADWAY  TUCSON,  ARIZONA 
20  EAST  MONROE  PHOENIX,  ARIZONA 
206  W.  GOLD  AVE.  ALBUQUERQUE,  NEW  MEXICO 


PHYSICAL 

THERAPY 

Equipment 

Accessories 

Supplies 

Service 

LABORATORY 

Equipment 

Instruments 

Supplies 

Repairs 


ARIZONA  AND  NEW  MEXICO  DISTRIBUTORS  FOR 

PICKER  X-RAY  CORPORATION 


MANUFACTURERS  OF  QUALITY  X-RAY  APPARATUS 


TECHNICAL 

Service 

Planning 

Advice 

Estimates 


I 
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MAICO  IN  ARIZONA 

We  pledge  full  and  complete  co-operation  with  the  Medical  Profession  (M.D.) 

at  all  times. 

PRECISION  AUDIOMETERS 

ELECTRONIC  STETHESCOPES 

SCHOOL  HEARING  EQUIPMENT 
FINE  HEARING  AIDS 

Audiograms  of  hard  of  hearing  patients  will  be  furnished  their  attend- 
ing physicians  (M.  D.)  Careful  audiometric  tests  made  upon  request  with- 
out charge. 

90%  of  all  precision  hearing  test  instruments  in  America  is  supplied 
by  MAICO.  Includes  Army,  Navy,  Physicians,  Hospitals,  Universities,  In- 
stitutions, Air  Lines. 

LITERATURE  SUPPLIED  UPON  REQUEST 

MAICO  SOUTHWEST  DISTRIBUTORS 

P.  0.  BOX  2526  PHOENIX 
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"*^CUROCHR0" 

ALCOHOL  • 
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MERCUROCHROME 

(H.  W.  & D.  brand  of  merbromin, 
dibromoxymercurifluorescein-sodiumj 

Extensive  use  of  the  Surgical 
Solution  of  Mercurochrome 
has  demonstrated  its  value  in 
preoperative  skin  disinfec- 
tion. Among  the  many  advan- 
tages of  this  solution  are: 

Solvents  which  permit  the 
antiseptic  to  reach  bacteria 
protected  by  fatty  secretions 
or  epithelial  debris. 

Clear  definition  of  treated 
areas.  Rapid  drying. 

Ease  and  economy  of  pre- 
paring stock  solutions. 

Solutions  keep  indefinitely. 

The  Surgical  Solution  may 
be  prepared  in  the  hospital  or 
purchased  ready  to  use. 

Mercurochrome  is  also  sup- 
plied in  Aqueous  Solution, 
Powder  and  Tablets. 

HYNSON,  WESTCOTT 
& DUNNING,  INC. 


nsiPImf  Baltimore  1,  Maryland 


blow.  This,  of  course,  is  true,  nor  does  the  res- 
pondent contend  it  is  not,  hut  anmits  substan- 
tially, by  its  brief,  that  an  unexpected  strain 
incurred  in  the  line  of  duty  may,  and  usually 
is,  an  ‘accident..’  ” 

As  against  the  finding  of  the  Commission  that 
there  was  no  accident  this  court  concluded  that 
the  evidence  was  conclusive  that  there  was  an 
accident  within  the  meaning  of  the  Workmen’s 
Compensation  Law.  We  there  recognized  that 
an  unexpected  strain  incurred:  in  the  line  of 
duty  usually  is  an  accident.  It  may  he  suggested 
that  the  conclusion  was  correct  in  view  of  the 
fact  that  the  pump  started  to  slip  and  that  this 
was  an  unexpected  and  unanticipated  circum- 
stance in  the  nature  of  an  accident.  With  as 
much  force  and  logic  it  might  he  contended  that 
nothing  unexpected  and  unforeseen  occurred, 
in  that  the  lifting  of  heavy,  greasy  objects  with 
greasy  hands  entails  not  only  the  possibility  hut 
rather  the  probability  of  slipping  and  sliding. 
The  point  is  that  the  employee  suffered  person- 
al injury  from  an  accident  arising  ont  of  and 
in  the  course  of  his  employment  caused  in  whole 
or  in  part  or  contributed  to  by  a necessary  risk 
or  danger  of  such  employment,  or  a necessary 
risk  inherent  therein,  within  the  contemplation 
of  section  8,  article  18  of  the  Arizona  Constitu- 
tion. In  the  Mitchell  case,  we  pointed  out  that 
the  constitutional  provision  is  broader  in  its 
scope  than  the  legislative  enactment  adopted  in 
pursuance  of  the  constitutional  mandate.  In  the 
Mitchell  case,  we  said: 

“A  construction  of  the  latter  (sec.  56-936, 
A.  C.  A.  1939)  must  he  governed  by  the  consti- 
tutional provisions.  ’ ’ 

In  the  case  of  Yitanza  v.  Iron  City  Produce 
Co.,  131  Pa.  S.  441,  200  Atl.  311,  it  is  pointed 
out  that  an  accident  may  occur  to  an  employee 
when  he  is  performing  his  usual  work  and  that 
“When  such  happenings  are  external  they  may 
be  readily  identified  as  accidents.  In  the  same 
manner,  an  accident  or  unusual  happening  may 
occur  within  the  body.”  In  this  latter  case,  it 
appeared  that  the  injured  employee  picked  up 
a crate  of  lettuce  weighing  between  75  and  80 
pounds  from  a top  tier  at  a height  of  about  five 
feet ; swung  it  to  the  right ; and  set  it  on  the 
floor.  WThen  he  raised  up  he  felt  a sharp  pain  in 
his  right  side.  Following  this  he  was  totally  dis- 
abled for  a few  weeks  and  thereafter  suffered 
a partial  disability.  With  reference  to  this  oc- 
currence the  court  used  the  following  language, 
of  which  we  approve : 
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“ ***  The  unusual  twist,  strain,  or  sprain 
was  an  unusual  happening.  If  while  carrying  a 
crate  the  claimant  had  turned  his  ankle,  fallen, 
and  broken  Iris  arm,  the  turning  of  the  ankle 
would  have  been  the  unusual  event  that  we  de- 
nominate an  accident.  Just  so,  in  the  present 
case  the  claimant  twisted,  strained,  or  disar- 
ranged muscle,  tendon,  or  tissue  in  such  a man- 
ner that  it  caused  an  internal  injury;  at  least, 
the  board  so  found  as  a fact.  The  only  difference 
in  the  two  situations  is  that  the  accident  in  one 
case  was  external  and  in  the  other  was  internal. 
While  we  have  in  some  cases  referred  to  the  in- 
jury to  the  body  as  an  accident,  it  is  more  ac- 
curate to  say  that  from  the  character  of  the  in- 
jury taken  with  the  circumstances  we  may  in- 
fer an  accident.  This  is  just  what  the  fact  find- 
ing body  did. ' ’ 

Cases  to  like  effect  are  ITorefal  v.  Pacific 
Mut.  Life  Ins.  Co.,  32  Wash.  132,  72  Pac.  1028; 
Bartlinski  v.  Northumberland  Mining  Co.,  117 
Pa.  Super.  137,  177  Atl.  518 ; Chirico  v.  Kapp- 
ler,  61  R.  I.  128,  200  Atl,  417 ; Hennen  v.  Louis- 
iana Highway  Dept.  (La.  App.  1938)  178  So. 
651. 

Tht  question  of  what  will  or  will  not  consti- 
tute an  accident  under  given  circumstances  is 
dependent  upon  the  facts  of  each  particular 
case.  Rue  v.  Eagle  Richer  Lead  Co.,  225  Mo. 
App.  408,  38  S.  W.  (2d)  487. 

Whether  there  is  an  accident  is  usually  one 
for  the  fact-finding  body.  Rinehart  v.  F.  M. 
Stamper  Co.,  227  Mo.  App.  653,  55  S.  W.  (2d) 
729,  732. 

It  is  also  the  law  that  whether  an  injury  is  an 
accident  is  usually  a mixed  question  of  law  and 
fact,  but  when  applied  to  ascertained  facts  it 
becomes  a question  of  law.  Birdwell  v.  Three 
Forks  Portland  Cement  Co.,  98  Mont,  483,  40 
Pac.  (2d)  43,  47. 

In  the  case  at  bar,  the  facts  are  admitted ; 
there  is  no  controversy.  The  applicant,  from 
the  evidence,  was  not  suffering  from  any  dis- 
ability. In  the  process  of  lifting  tihe  rim  and 
tire,  weighing,  from  the  evidence,  between  70 
to  100  pounds,  and  of  throwing  and  pushing  it 
up  over  the  side  into  the  truck,  about  four  feet 
fro  mthe  ground,  he  suddenly  sustained  an  in- 
jury apparently  to  his  spinal  cord.  The  evidence 
is  of  such  a character  as  to  justify  a finding  by 
the  Commission  that  the  applicant  in  the  per- 
formance of  this  work  suffered  a strain,  from 
which  his  disablement  resulted.  Obviously,  the 
commission  found  that  this  was  an  accident,  and 
Ave  think,  under  the  law,  it  Avas  justified  in  mak- 


THE  TABLET  METHOD  FOR 
DETECTING  URINE-SUGAR 

CLINITEST 

offers  these  advantages  to  physician,  iabaratory 
technician,  patient: 


ELIMINATES 

Use  of  flame 
Bulky  apparatus 
Measuring  of  reagents 

PROVIDES 

Simplicity 

Speed 

Convenience  of  technic 

Simply  drop  one  Clinitest 
Tablet  into  test  tube  con- 
taining proper  amount  of 
diluted  urine.  Allow  time 
for  reaction,  compare  with 
color  scale. 

FOR  OFFICE  USE 

Clinitest  Laboratory  Outfit 
(No.  2108)  Includes  — 
Tablets  for  1 80  tests,  test 
tubes,  rack,  droppers,  color 
scale,  instructions.  Addi- 
tional tablets  can  be  pur- 
chased as  required. 

FOR  PATIENT  USE 

Clinitest  Plastic  Pocket- 
Size  Set  (No.  2106)  In- 
cludes — All  essentials  for 
testing — in  a small,  dur- 
able, pocket-size  case  of 
Tenite  plastic. 


Order  from  your 
dealer 

Complete  information 
upon  request 


AMES  CO.,  Inc.,  Elkhart,  Indiana 
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ACCIDENT  - HOSPITAL  - SICKNESS 

INSURANCE 

FOR  PHYSICIANS,  SURGEONS,  DENTISTS  EXCLUSIVELY 

ALL 

CLAIMS7 

GO  TO 


$5,000.00  accidental  death  $8.00 

$25.00  weekly  indemnity,  accident  and  sickness  Quarterly 

$10,000.00  accidental  death  $16.00 

$50.00  weekly  indemnity,  accident  and  sickness  Quarterly 

$15,000.00  accidental  death  $24.00 

$75.00  weekly  indemnity,  accident  and  sickness  Quarterly 

$20,000.00  accidental  death  $32.00 

$100.00  weekly  indemnity,  accident  and  sickness  Quarterly 

ALSO  HOSPITAL  EXPENSE  FOR  MEMBERS, 
WIVES  AND  CHILDREN 


86c  out  of  each  $1.00  gross  income 
used  for  members’  benefit 

$2,900,000.00  $ 1 3,500,000.00 

INVESTED  ASSETS  PAID  FOR  CLAIMS 

$200,000  deposited  with  State  of  Nebraska  for  protection  of  our  members. 

Disability  need  not  be  incurred  in  line  of  duty — benefits 
from  the  beginning  day  of  disability. 

PHSICIANS  CASUALTY  ASSOCIATION 
PHYSICANS  HEALTH  ASSOCATON 

44  years  under  the  same  management 
400  First  National  Bank  Building  Omaha  2,  Nebraska 


ALL 


PREMIUMS 

COME  FROM 


/ PHYSICIANSX 
SURGEONS 
V DENTISTS  J 


PRESCRIPTIONS  COMPOUNDED  WITHOUT  SUBSTITUTION  By  THESE 

KEttABtEjagWlCtlSTS 

A CONVENIENTLI^^^^^^^FO^HE  PHYSICIAN 


WAYLAND’S 

PRESCRIPTION  PHARMACY 

"PRESCRIPTION  SPECIALISTS'" 

BIOLOGICAL  PRODUCTS  ALWAYS  READY 
FOR  INSTANT  DELIVERY 

PARKE-DAVIS  BIOLOGICAL  DEPOT 

MAIL  AND  LONG  DISTANCE  PHONE  ORDERS 
RECEIVE  IMMEDIATE  ATTENTION 

Professional  Bldg.  Phone  4-4171  Phoenix 


DORSEY-BURKE  DRUG  CO. 

PHOENIX"  QUALITY  DRUG  STORE 

RELIABLE  PRESCRIPTIONS 
FREE  DELIVERY 

Van  Buren  at  4th  St.  Phoenix 

Phone  4-561 1 


ing  such  a finding.  It  had  a right  to  infer  that 
the  applicant's  effort  was  unusual,  and  that 
the  pressure  from  the  weight  of  the  tire  caused 
some  injury  which  resulted  in  his  disablement. 
All  reasonable  inferences  drawn  by  the  triers 
of  the  facts  from  the  evidence  will  he  sustained 
on  review.  Vest  v.  Phoenix  Motor  Co.,  50  Ariz. 
137,  69  Pac.  (2d)  793.  If,  in  throwing  up  the 
rim  and  tire,  the  applicant  had  wrenched  an 
arm,  or  thrown  his  wrist  or  shoulder  out  of 
joint,  no  one  would  contend  that  these  facts 
did  not  constitute  an  accident.  It  is  a matter  of 
common  knowledge  that  when  men  lift  heavy 
objects  they  are  subject  to  strain  and  resulting 
injury.  This  is  a necessary  risk  or  danger  of 
the  employment,  and  one  that  is  inherent  in  the 
nature  thereof.  As  a matter  of  law,  therefore, 
the  facts  and  the  inferences  to  be  drawn  there- 
from justify  a finding  that  there  was  an  injury 
by  accident  within  the  contemplation  of  the 
law  and  the  previous  rulings  of  this  court.  There 
was  a direct,  substantial,  causal  connection  be- 
tween the  effort  expended  and  the  resulting  in- 
jury. The  fact  findings  of  the  Commission  sup- 
ported by  any  reasonable  and  substantial  evi- 
dence are  conclusive.  Smith  v.  Aluminum  Co. 
of  Am.  (Ariz.),  155  Pac.  (2d)  628. 

The  award  is  affirmed. 


(Book  (Review* 

NEW  AND  NONOFFICIAL  REMEDIES,  1946,  containing  de- 
scriptions of  the  articles  which  stand  accepted  by  the  Council 
on  Pharmacy  and  Chemistry  of  the  American  Medical  Associ- 
ation on  January  1,  1946.  Cloth.  Price,  postpaid,  1.50.  pp.  770. 
Chicago:  American  Medical  Association,  1946. 

New  and  Nonofficial  Remedies  is  the  book  in 
which  are  listed  and  described  the  medicinal 
preparations  which  the  Council  on  Pharmacy 
and  Chemistry  has  found  acceptable,  under  its 
rules,  for  the  use  of  physicians.  To  have  a 
product  accepted,  the  manufacturer  must  de- 
clare its  composition,  give  adequate  proof  of 
its  therapeutic  value  and  market  it  with  claims 
which  have  been  found  valid  by  the  Council. 
The  present  volume  represents  a cumulative  epi- 
tome of  the  Council’s  work  since  its  foundation 
in  1905.  | 

Accepted  preparations  are  grouped  in  twen- 
ty-four classifications  ranging  from  Allergenic 
Preparations  to  Vitamins.  Ordinarily,  an  in- 
clusive general  article  precedes  the  description 
of  the  various  products.  The  monograph  for  the 
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DEPENDABILITY..  .the  most  important  quality  in  a contraceptive 


t\de(l 


cO** 


ACTIVE  INGREDIENTS:  Boric  ocid  2.0%,  oxyquinolin  benzoate 
0.02%  ond  phenylmercuric  acetate  0.02%  in  a base  of  glycerin, 
gum  tragaconth,  gum  acacia,  perfume  and  de-ionized  water. 

write  for  literature 

HOLLAND-RANTOS  CO.,  Inc. 

551  FIFTH  AVENUE  • NEW  YORK  17,  N.  Y. 


330 


Arizona  Medicine 


September,  1946 


SOUTHWEST  SPECIALISTS 


PHOENIX,  ARIZONA 


T.  T.  CLOHESSY,  M.  D. 

Practice  Limited  to 
Dermatology  and  Syphilology 
X-Ray  Therapy 

620  Professional  Bldg.  Phoenix 


FRED  G.  HOLMES,  M.  D. 

VICTOR  RANDOLPH,  M.  D. 
HOWELL  RANDOLPH,  M.  D 

Limited  to 

Diseases  of  the  Chest 
Heart  and  Allergy 

1005  Professional  Bldg.  Phoenix 


D.  V.  MEDIGOVICH,  M.  D. 

Diplomate  American  Board 
Dermatology  and  Syphilology 

905  Professional  Building 
Phone  3-6617  Phoenix 


E.  A.  GATTERDAM,  M.  D. 

Allergy 

910  Professional  Bldg.  Phoenix 

MedicaUDental 
Finance  Bureau 

GEORGE  RICHARDSON,  Pres. 

407  Professional  Bid?.  Phone  4-4688  Phoenix,  Ariz. 

An  Ethical  Financial  Service  for  Your  Patients  — Founded  1936 


TUCSON.  ARIZONA 


LUDWIG  LINDBERG,  M.  D. 

Cancer  and  Allied  Diseases 
Therapeutic  Radiology 

23  East  Ochoa  St.  Tucson,  Arizona 


products  set  forth  the  actions,  uses  and  dosage 
and  usually  a set  of  tests  and  standards.  As  its 
name  implies,  the  book  is  intended  to  describe 
nonofficial  preparations,  that  is  preparations 
which  are  not  included  in  such  official  publica- 
tions as  the  Pharmacopeia  and  the  National 
Formulary.  However,  some  official  articles  are 
listed  and  described,  these  being  in  general 
those  for  which  the  Council  feels  the  practicing 
physician  needs  concise  and  authoritative  in- 
the  preface  of  the  present  volume,  the  Council 
lists  some  thirty-five  official  drugs  ranging 
from  acetyl, salicylic  acid  to  Strophanthin, 
which  the  Council  feels  it  no  longer  necessary 
to  consider  for  inclusion  in  the  book.  However, 
in  most  cases,  a brief  monograph  on  actions, 
uses  and  dosage  gives  information  useful  to  the 
physician  and  for  the  control  and  advertising 
of  marketed  preparations. 

Examination  of  the  volume  reveals  that  there 
have  ben  no  extensive  or  radical  revisions  of 
the  general  articles  representing  t he  twenty- 
four  chapter  heads  under  which  preparations 
are  classified.  A few  revisions  of  separate  mon- 
ographs may  be  mentioned:  under  Chaulmoo- 
gra  Derivatives,  the  recommended  nse  of  Chanl- 
moogra  Oil  is  limited  to  sarcoidosis;  the  dos- 
age statement  for  Quinjacrine  Hydrochloride 
has  been  notably  expanded  to  reflect  the  war- 
time experience  with  the  drug.  The  radically  re- 
vised monograph  on  Amphetamine  is  in  har- 
mony with  the  recent  Council  report  on  the  nse 
of  this  drug.  Minor  revisions  of  the  chapter  on 
Contraceptives  are  noted,  and  one  marks  the  ap- 
pearance of  many  additional  products.  The 
monograph  on  the  Vitamin  B Complex  now 
mentions  synthetic  folic  acid,  recently  made 
available  for  investigational  use;  but  no  accept- 
ed preparations  are  listed. 

There  appear  to  be  no  spectacularly  new  ac- 
cepted preparations.  Perhaps  the  most ' note- 
worthy is  the  casein  hydrolysate,  Antigen,  ac- 
ceptance of  which  will  no  doubt  be  followed  by 
that  of  many  more  preparations  representing 
the  field  of  amino  acid  therapy. 


WHEN 

IS  DUE  TO  COSMETICS 

Symptoms  are  often  allayed  when  offending  al- 
lergens are  removed.  Prescribe  AR-EX  Cosmetics 
— free  from  known  irritants. 


AR-EX 

COSMETICS 


FREE  FORMULARY 

DR 

ADDRESS 

CITY 

STATE 


AR-EX  COSM  ETICS,  INC.  1036  w.  van  buren  st.  Chicago  7,  ill. 
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LAS  ENCINAS 

PASADENA,  CALIFORNIA 

Internal  Medicine 
Including  Nervous  Diseases 


All  types  of  general  medical  and  neurological  cases  are  received  for 
diagnosis  and  treatment. 

Special  facilities  for  care  and  treatment  of  gastro-intestinal,  metabolic, 
cardio-vesicular-renal  diseases  and  the  psychoneuroses. 

Dietetic  department  featuring  metabolic  and  all  special  diets. 

All  forms  of  Physio-  and  Occupational  Therapy. 


BOARD  OF  DIRECTORS 

Charles  W.  Thompson,  M.  D. 
James  Robert  Sanford,  M.  D. 


George  Dock,  M.  D. 

Stephen  Smith,  M.  D. 


Write  for  illustrated  booklet 

Stephen  Smith,  M.D.,  F.A.C.P.  Charles  W.  Thompson,  M.D.,  F.A.C.P. 
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THE 

BAUSCH  & LOMB  BINOCULAR 
OPHTHALMOSCOPE 

For  a critical  differential  diagnosis  an 
erect  stereoscopic  view  of  the  fundus  with 
a magnification  of  16  diameters  and  a 
field  four  times  that  of  a hand  instrument 
is  afforded  by  the  Bausch  & Lomb 
Binocular  Ophthalmoscope. 

Place  your  order  now. 


GEORGE  W. 

SPRATT 


Phone  4-3230  21  W.  Monroe  Phoenix 


LOS  ANGELES  HUNTINGTON  PARK 
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The  so-called  "average”  height  has  proved  a myth  in  the  light 
of  greater  growth  rate  in  better  nourished  children  on  supple- 
mental vitamin  D.  And  since  rickets  has  been  reported  in  almost 
50%  of  a group  of  children  between  the  ages  of  2 and  1 I,1  adminis- 
tration of  vitamin  D is  indicated  long  after  infancy  — throughout 
childhood  and  throughout  growth. 

Upjohn  vitamin  D preparations  are  high  in  potency,  unusually 
palatable,  and  well  tolerated,  every  drop  from  natural  sources. 

1.  Am.  J.  Dis.  Child.  66:1  (July)  1943 


Upjohn 


FINE  PHARMACEUTICALS  SINCE  1886 


UPJOHN  VITAMINS 


Vol.  3,  No.  6 


Arizona  Medicine 


33 


“don’t 
smoke” . . 

is  advice  hard  for  patients 
to  swallow.  May  we  sug- 
gest, instead,  SMOKE 

“Philip  Morris  ”? 

Tests  showed  3 out  of 
every  4 cases  of  smokers’ 
cough  cleared  on  changing 
to  Philip  Morris.  Why 
not  observe  the  results 
for  yourself? 
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Built  on  a firm  foundation,  the  Leaning  Tower  of  Pisa 
has  withstood  the  centuries  ...  so,  too,  health  and  vigor 
in  infancy  and  the  years  ahead  depend  on  a firm  foun- 
dation of  optimum  nutrition.  • BIOLAC,  when  supple- 
mented with  vitamin  C,  is  a valuable  infant  food  whose 
ample  milk  proteins  constitute  an  adequate  source  of  all 
essential  amino  acids  . . . the  indispensable  foundation 
stones  for  sound  tissues.  • BIOLAC  closely  approximates 


mother’s  milk  in  safety,  simplicity,  and  nutritional  value. 


BORDEN’S  PRESCRIPTION  PRODUCTS  DIVISION  350  madison  avenue, new york h.n.y. 

y 


Quickly  prepared. . . easily  cal- 
eulatcd:  1 Jl.  oz.  Biolac  toll/2  ft. 


Biolac 

'BABY  TALK  FOB  A GOOD  SQUABE  MEAL 

B/o/rtr  is  a liquid  modified  milk,  prepared  from 
whole  and  skim  milk  with  added  lactose,  and 
fortified  with  vitamin  B,,  concentrate  of  vitamins 
A and  D from  cod  liver  oil,  and  iron  citrate. 
Evaporated,  homogenized  and  sterilized,  Biolac 
is  available  in  13  fl.  oz.  cans  at  all  drug  stores. 


oz.  water  per  lb.  of  body  weight. 
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Modern  practice  seeks  not  to  abolish  but 
to  support  the  natural  transition  called 
the  menopause.  Unnaturally  large  doses 
are  avoided.  The  objective  is  to  use 
“the  smallest  amount  that  will  relieve  symptoms 
This  rational  approach  to  therapy  is 
greatly  facilitated  by  the  use  of  Amniotin. 
Available  in  a wide  range  of  forms  and 
potencies,  it  permits  ready  adjustment  of 
dosage  and  technique  to  meet  the  widely 
varying  requirements  of  both  mild  and  severe 
cases.  A natural  estrogenic  complex,  Amniotin 
has  symbolized  true  replacement  therapy 
for  over  seventeen  years.  Highly  purified; 
standardized  in  International  Units. 


TRADEMARK 


1.  Montgomery,  J.  B.-.  M.  Clin.  North  America  29.205  (Nov.)  1945. 


Squibb 


MANUFACTURING  CHEMISTS  TO  THE  MEDIC  At,  PROFESSION  SINCE  1858 
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the  aged  patient 

Old  age  sometimes  brings  a severe  and  lasting  depression,  marked  by  self-absorption, 
withdrawal  from  former  interests  and  loss  of  capacity  for  pleasure.  This  depression  often 
aggravates  underlying  pathology  by  interfering  with  exercise,  appetite  and  sleep. 

Because  of  its  power  to  restore  mental  alertness  and  zest  for  living,  Benzedrine  Sulfate 
helps  to  overcome  depression  and  anhedonia  in  the  aged.  Obviously,  careful 
observation  of  the  aged  patient  is  desirable;  and  the  physician  will  distinguish 
between  the  casual  case  of  low  spirits  and  a true  and  prolonged  mental  depression. 

The  dosage  should  be  adjusted  to  the  individual  case. 


Smith,  Kline  N french  Laboratories,  Philadelphia,  Pa. 
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Bacterial  Vaccine  and  Bacterial  Antigen  Combined. 

Made  from  H.  pertussis  phase  I organisms. 


Ayerst  Pertussis  Endotoxoid-Vaccine  is  made  by  suspending  H.  pertussis  phase  I 
organisms  in  a formalized  endotoxin  solution  prepared  from  H.  pertussis  phase  I.  The  result- 
ing Pertussis  Endotoxoid-Vaccine  is  both  antibacterial  and  antiendotoxic,  thus  providing 
immunity  to  the  H.  pertussis  organisms  and  to  the  endotoxin  produced  by  these  organisms. 

Ayerst  Pertussis  Endotoxoid-Vaccine  is  available  in  vials  of  6 cc.  and  24  cc. 


AYERST,  McKENNA  & HARRISON  Limited,  22  East  40th  Street,  New  York  16,  N.  Y. 


342 


Arizona  Medicine; 


November,  1946 


Smooth  Labor 

Demerol,  the  potent,  synthetic  analgesic, 
spasmolytic  and  sedative,  relieves  labor  pains  promptly 
and  effectively  without  danger  to  mother  and  child.  There  is 
no  weakening  of  uterine  contractions,  lengthening  of  labor,  or 
postpartum  complication  due  to  the  drug.  Bad  effects  on  the  newborn 
are  practically  nil:  no  respiratory  depression  or  asphyxia 
from  too  much  analgesia  of  the  mother.  Simplicity  of 
administration  is  another  commendable  feature. 


Available  for  injection  (50  mg.  per  cc.)  in  ampuls  (2  cc.) 
and  vials  (30  cc.)  and  for  oral  administration  in  tablets  (50  mg.). 

Write  for  detailed  literature.  Narcotic  blank  required. 


Demerol  hydrochloride 

Brand  of  Meperidine  hydrochloride  (isonipecaine) 


DEMEROL,  Trademark  Reg. 
U.S.  Pat.  Off.  & Canada 


CHEMICAL  COMPANY.  INC. 


NEW  YORK  13,  N.Y.  . WINDSOR,  ONT. 
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’ continuing 


2.  THE  VALUE  OF  PENICILLIN  OINTMENT  SCHENLEY 

for  topical  application  is  quickly  demonstrable  where 
lesions  are  on  the  surface  or  readily  accessible. 

Each  gram  of  ointment  contains  1,000  units  of  calcium 
penicillin  incorporated  in  an  anhydrous  base. 

3.  THE  VALUE  OF  PENICILLIN  TABLETS  SCHENLEY 

administered  orally  as  a supplement  to  parenteral 
therapy  is  well  established.  They  are  particularly 
useful  when  continuing  penicillin  therapy  is  desirable. 
Each  tablet  supplies  50,000  units  of  calcium  penicillin 
buffered  with  calcium  carbonate,  specially  coated 
to  overcome  penicillin  taste. 


EXECUTIVE  OFFICES:  350  FIFTH  AVENUE 


NEW  YORK  CITY 


SCHENLEY  LABORATORIES,  INC. 
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“Now  Daddy’s  got  to  go  to 

another  ‘birthday  party,’  Son...” 

• Somewhere  high  in  the  skv  the  stork  is  racing.  But  the 
doctor  will  be  at  Lts_ destination  first.  Ready  and  waiting. 

Whether  bringing  life  or  guarding  it,  the  doctor’s  personal 
life  fades  into  the  background  when  duty  calls.  He  is  “on 
duty”  every  minute  of  every  hour  of  the  twenty-four. 

But  he  isn't  complaining.  Or  asking  for  any  special  credit. 

It’s  his  job  — and  he  does  it. 


According  to  a 
recent  independent 
nationwide  survey: 

MORE  DOCTORS 

SMOKE  CAMELS 

than  any  other  cigarette 


R J.  Reynolds 
Tobacco  Company, 
T/inston '■Salem,  N.  C. 
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treatment  of 
ulcerative 
colitis  with 


ulfathalidine 

Phthalylsulfathiazole 


frhis  nontoxic , low-dosage , enteric  sulfonamide  is  excep- 
tionally effective  against  acute  and  chronic  idcerative  colitis,  and  recently 
proved  successful  in  the  treatment  of  76  out  of  80  patients1  with  this  disease. 
After  therapy  with  the  drug,  stools  become  formed  and  odorless,  blood  in 
stools  disappears,  cramping  in  abdomen  subsides  within  48  hours,  and 
evacuations  are  reduced  substantially.2 

'Sulfathalidine’  phthalylsulfathiazole  is  indicated  also 
in  the  treatment  of  regional  ileitis,  as  a supplement  to  the  therapy  of  amebiasis, 
giardiasis  and  paratyphoid  infections,  and  as  an  adjunct  to  intestinal  surgery. 

'Sulfatiialidine’  phthalylsulfathiazole  maintains  a high 
bacteriostatic  concentration  in  the  gastrointestinal  tract  (1250  mg.  per  cent). 
An  average  of  only  5%  of  the  drug  is  absorbed  from  the  bowel  and  this  is 
rapidly  excreted  by  the  kidneys.  Administered  in  daily  doses  of  only  0.05  Gm. 
to  0.1  Gm.  per  kilogram  of  body  weight.  Supplied  in  0.5-Gm.  compressed  tab- 
lets in  bottles  of  100,  500  and  1,000.  Sharp  & Dohine,  Philadelphia  1,  Pa. 


1.  J.A.M.A.  729:1080,  Dec.  15,  1915 

2.  Illinois  M.  J.  Uii: 85,  August,  1915 
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S.  H.  CAMP  AND  COMPANY  . Jackson,  Michigan 


Vt'orld’s  Largest  Manufacturers  of  Scientific  Supports 
Offices  in  New  York  • Chicago  • Windsor,  Ontario  • London,  England 


unique  design  of  CAMP 
Prenatal  Supports  has  earned  wide 
clinical  approval  because  it  assures 
effective  and  controlled  support  of 
the  abdomen,  pelvic  girdle  and 
back  without  compression.  Obste- 
tricians rely  on  Camp-trained  fitters 
for  the  skill  and  ethical  approach 
which  contribute  to  the  well-being 
and  comfort  of  their  patients. 

WRITE  FOR  Reference  Book 
for  Physicians  and  Surgeons 


ANATOMICAL  SUPPORTS 
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This  unretouched  photomicrograph  depicts  the  pure,  crystalline 
state  in  which  all  Penicillin-C.S.C.  is  now  supplied. 


SYMBOL 

OF 

PURITY 


a result  of  special  processes  of  purifica- 
tion and  crystallization,  all  Penicillin-C.S.C. 
is  now  supplied  in  the  form  of  the  highly 
purified,  heat-stable  Crystalline  Sodium  Salt 
of  Penicillin-C.S.C. 

Well  Tolerated  Subcutaneously 

In  the  crystalline  state  Penicillin  Sodium-C.S.C.  is  so 
pure  that  it  can  be  administered  subcutaneously  even 
in  large  doses  with  virtually  no  pain  or  danger  of  unto-  * 
ward  reactions  due  to  impurities. 

No  Refrigeration  Required 

Crystalline  Penicillin  Sodium-C.S.C.  is  so  heat-stable 
that  it  can  be  kept  at  room  temperatures,  virtually  in- 
definitely without  losing  its  potency.*  It  can  now  be 
carried  in  the  physician’s  bag  or  stored  on  the  phar- 
macy shelf.  No  longer  need  the  physician  wait  until  the 
patient  can  be  hospitalized  or  until  refrigerated  peni- 
cillin can  be  obtained  from  the  nearest  depot. 

*CAUTION:  Once  in  solution,  however,  penicillin  still  requires 
refrigeration. 


Optimal  Therapeutic  Activity 

Because  of  its  high  potency  per  milligram,  Crystalline 

Penicillin  Sodium-C.S.C.  exerts  optimal  therapeutic 

activity.  A recent  report  shows  the  advantage  of  highly 

potent  preparations.1 

Potency  Clearly  Stated  on  Label 

The  high  state  of  purification  achieved  in  Crystalline 

Penicillin  Sodium-C.S.C.  is  indicated  by  its  high  potency 

per  milligram.  The  number  of  units  per  milligram  is 

stated  on  each  vial,  thus  enabling  the  physician  to  know 

the  degree  of  purification  of  the  penicillin  he  is  using. 

l"The  potency  of  the  penicillin  undoubtedly  affected  the  results. 
The  first  15  patients,  ail  treated  with  the  same  batch  of  penicillin, 
were  cured.  The  next  7 patients  were 
treated  with  the  same  dosage  of  a differ- 
ent batch  of  penicillin.  Five  of  these  7 
were  not  cured.  Assays  of  penicillin  used 
for  these  7 patients  showed  it  to  be  of  re- 
duced potency.”  Trumper,  M.,  and 
Thompson,  G.  Prolonging  the  Effects 
of  Penicillin  by  Chilling,  J.A.M.A.  130: 

628  (March  9)  1946. 


Crystalline  Penicillin  Sodium-C.S.C.  is  available  in  serum-type  vials  containing  100,000,  200,000,  or  500,000  units. 

PHARMACEUTICAL  DIVISION 


too, ooo  unit5 

^NlCILLiN-C.Si 


Commercial  Solvents 


Pericillin-C.S.C.  is  accepted 
by  the  Council  on  Pharmacy 
and  Chemistry  of  the  Amer- 
ican Medical  Association 


17  East  42nd  Street 


Corporation 


New  York  17,  N.  Y. 
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ing  from  PZI 
to 

IN  INSULIN 


When  protamine  zinc  insulin  treatment  is 
complicated  by  post-prandial  hyperglycemia, 
nocturnal  insulin  reaction,  protamine  sensitivity, 
or  other  difficulties,  a change  to  Globin  Insulin 
often  results  in  the  desired  improvement.  The 
change  is  achieved  in  three  steps: 

1.  THE  INITIAL  CHANGE-OVER  DOSAGE:  The  first 

day,  30  minutes  or  more  before  breakfast,  give 
a single  dose  of  Globin  Insulin,  equal  to  1/2  the 
total  previous  daily  dose  of  protamine  zinc 
insulin  or  of  protamine  zinc  insulin  combined 
with  regular  insulin.  The  next  day,  dose  may 
be  increased  to  ^3  former  total. 

2.  ADJUSTMENT  TO  24-HOUR  CONTROL:  Gradually 
adjust  the  Globin  Insulin  dosage  to  provide 
24-hour  control  as  evidenced  by  a fasting  blood 
sugar  level  of  less  than  150  mgm.  or  sugar-free 
urine  in  the  fasting  sample. 


3.  ADJUSTMENT  OF  DIET:  Simultaneously  adjust 

carbohydrate  distribution  of  diet  to  balance 
insulin  activity;  initially  2/10,  4/10  and  4/10. 
Any  midafternoon  hypoglycemia  may  usually 
be  offset  by  10  to  20  grams  carbohydrate  at 
3 to  4 p.m.  Base  final  carbohydrate  adjustment 
,on  fractional  urinalyses. 

Most  mild  and  many  moderately  severe  cases 
maybe  controlled  by  one  daily  injection  ofWell- 
come  Globin  Insulin  with  Zinc.  Vials  of  10  cc.; 
40  and  80  units  per  cc.  Developed  in  The  Well- 
come Research  Laboratories,  Tuckahoe,  New 
York.  U.S.  Pat.  2,161,198.  Literature  on  request. 


' Wellcome ' Trademark  Registered 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  9 & II  EAST  4IST  STREET,  NEW  YORK  17,  N.Y. 
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First  breath,  first  bath,  first  bottle 


In  a life  filled  with  "firsts",  baby  has  no  time  to  cope  with  such 
gastro- intestinal  problems  as  carbohydrate  fermentation  and  attendant 
distention  and  diarrhea — particularly  during  his  first  few  weeks. 

'Dexin'  has  proven  an  excellent  "first  carbohydrate"  because  1)  its 
high  dextrin  content  is  not  fermentable  by  the  organisms  usually 
present  in  the  intestinal  tract,  and  2)  because  it  promotes  the  forma- 
tion of  soft,  flocculent,  easily  digested  curds. 


Simply  prepared  in  hot  or  cold  milk,  'Dexin'  brand  High  Dextrin  Car- 
bohydrate is  easily  adapted  to  increasing  formula  needs  from  month 
to  month,  and  later,  being  palatable  but  not  too  sweet,  is  a welcome 
supplement  to  other  bland  foods.  'Dexin'  does  make  a difference. 


f 

HIGH  DEXTRIN  CARBOHYDRATE 


BRAND 


Composition — Dextrins  75%  • Maltose  24%  • Mineral  Ash  0.25/5  • Moisture 
0.75%  • Available  carbohydrate  99%  • 115  calories  per  ounce  • 6 level  packed 
tablespoonfuls  equal  1 ounce  • Containers  of  twelve  ounces  and  three  pounds  • 
Accepted  by  the  Council  on  Foods  and  Nutrition,  American  Medical  Association. 
Literature  on  request  'Dexin’  Reg.  Trademark 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  9 & 11  East  41st  St.,  New  York  17,  N.Y. 
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Ds  easy 


Perhaps  not  quite  . . . but  you  will  find  it  almost 
as  simple  as  that  to  prepare  for  an  injection  of 
Abbott’s  Romansky  formula  of  penicillin  calcium  in 
oil  and  wax  when  you  use  a new  B-D*  Disposable 
Cartridge  Syringe.  No  further  sterilization  of  syringe  and 
needle,  no  drying,  and  no  danger  of  complications  from 
traces  of  water.  No  difficulty  of  drawing  the  heavy  suspension 
from  a bulk  container  and  no  wasted  medicament.  And,  further- 
more, no  bothersome  cleaning  of  needle  and  syringe  afterwards. 
Just  throw  them  away.  Each  set  consists  of  a disposable  plastic  syringe 
with  an  affixed  standard  20-gauge,  l*/2-inch  stainless  steel  needle 
and  a glass  cartridge-plunger  containing  a 1-cc.  dose  of  300,000 
units  of  penicillin  suspended  in  peanut  oil  and  beeswax.  It 
is  complete,  compact,  easy  to  carry  and  ready  for  immedi- 
ate use.  Always  a new,  sharp  needle  and  an  accurate 
dose.  Supply  sometimes  doesn’t  meet  the  heavy 
demand,  but  we’re  making  more  sets  every  day. 

Abbott  Laboratories,  North  Chicago,  Illinois 

*T.  M.  Reg.  Becton,  Dickinson  & Co. 

Abbott's  Penitillin  in  Oil  and  Wan 


The  patient’s  confidence  in  his  own  speedy  recovery  is  en- 
hanced greatly  when  the  physician  can  extend  the  hours  of 
relief  from  peptic  ulcer  pain.  And  since  emotional  security 
is  a sine  qua  non  in  the  modern  therapy  of  peptic  ulcer, 
LUDOZAN’S  prolonged  buffering  activity  is  being  relied 
upon  increasingly  to  obtain  long-lasting  relief.  Consisting  of 
hydrated  sodium  aluminum  silicate,  LUDOZAN  Tablets  and 
LUDOZAN  Powder  drive  excess  gastric  acidity  back  to  physi- 
ological pH  and  keep  it  there  for  many  hours. 


LUDOZAN 


icn<f=  /cadina  antacid 


LUDOZAN  TABLETS  contain  1 gram  hydrated  sodium  aluminum  sili- 
cate; boxes  of  24,  60  and  250  tablets.  LUDOZAN  POWDERS  contain 
3 grams  hydrated  sodium  aluminum  silicate,  in  single-dose  envelopes; 
boxes  of  21  envelopes.  When  additional  antisecretory  and  antispasmodic 
effect  is  desired,  prescribe  LUDOZAN  Tablets  with  Belladonna  contain- 
ing alkaloids  equivalent  to  gr.  1/12  extract  of  belladonna;  or  LUDOZAN 
Powder  with  Belladonna  containing  alkaloids  equivalent  to  gr.  1/4  extract 
of  belladonna. 

Trade-Mark  LUDOZAN-Reg.  U.S.  Pat.  Off. 


CORPORATION  • BLOOMFIELD,  N.  J. 


N CANADA,  SOBERING  CORPORATION  LIMITED,  MONTREAL 
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fa  the  Dietary 
of  Diabetes  Mellitus 

Prior  to  the  advent  of  insulin,  excessive  protein  breakdown  was  a frequent 
occurrence  in  the  uncontrolled  diabetic  patient.  This  protein  waste  mani- 
fested  itself  in  the  excretion  of  large  amounts  of  nitrogen  in  the  urine,  a 
situation  encountered  even  today  when  long  standing  diabetes  mellitus  is 
first  detected  in  a patient. 

The  basis  underlying  this  faulty  protein  metabolism  is  an  increased  con' 
version  of  protein  to  carbohydrate,  derived  from  the  glycogenic  amino  acids. 
Consequently,  restriction  of  protein  intake  was  justified,  even  at  the  expense 
of  negative  nitrogen  balance. 

Through  the  use  of  adequate  amounts  of  insulin,  protein  breakdown  for 
glycogenesis  is  largely  preventable.  Based  on  the  modern  concept  of  the  vital 
role  of  protein  in  the  body  economy,  the  prescribed  dietary  initially  provides 
at  least  1.5  Gm.  of  protein  per  Kg.  of  body  weight*  to  -compensate  for  past 
negative  nitrogen  balance.  After  the  first  few  weeks  of  treatment,  the  pro- 
tein intake  is  dropped  to  not  less  than  70  Gm.  daily. 

This  liberal  protein  allowance,  readily  “covered”  by  insulin,  has  the  addi- 
tional advantages  of  providing  generous  amounts  of  B complex  vitamins,  and 
of  exerting  a beneficial  influence  upon  hepatic  function,  derangement  of 
which  is  considered  by  some  investigators  to  be  a factor  in  the  pathogenesis 
of  diabetes  mellitus. 

Among  the  protein  foods  of  man,  meat  ranks  high  as  a source  of  biologically 
adequate  protein,  capable  of  satisfying  all  protein  needs.  It  provides  generous 
amounts  of  B complex  vitamins,  and  enhances  the  biologic  quality  of  less 
complete  proteins  derived  from  -other  foods. 

*Stare,  F.  J.,  and  Thorn,  G.  W.:  Protein  Nutrition  in  Problems 
of  Medical  Interest,  J.  A.  M.  A.  127: 112  0 (April  28)  1945. 


The  Seal  of  Acceptance  denotes  that  the  nutri- 
tional statements  made  in  this  advertisement 
are  acceptable  to  the  Council  on  Foods  and 
Nutrition  of  the  American  Medical  Association. 


AMERICAN  MEAT  INSTITUTE 

MAIN  0FFICE,  CHICAGO  . . . MEMBERS  THROUGHOUT  THE  UNITED  STATES 
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sterilization  before  it’s  used 


waiting  for  it  to  cool 
rust  or  water  particles  to  worry  about 
doubt  about  the  accuracy  of  the  dosage 
cleansing  after  its  use 


. . . and  when  the  injection  is  completed,  you  just  throw  it  away. 
That's  the  simplicity  of  the  B-D*  Disposable  Cartridge  Syringe 
with  Bristol  Penicillin  in  Oil  and  Wax  (Romansky  Formula)  in  the 
unique  cartridge  with  the  aspirating  stopper.  (Upper  Illustration) 

One  injection  of  this  penicillin  formula  and  you  accomplish  the 
work  of  eight  of  the  aqueous  solution. 

Many  physicians  who  appreciate  the  advantages  of  the  car- 
tridges prefer  a permanent,  sterilizable  instrument.  The  B-D* 
Metal  Cartridge  Syringe  (left)  fills  this  need.  Both  types  are 
available  through  your  dealer. 

*T.M.  Reg.  Eecton,  Dickinson  & Co.,  Pat.  No.  2,153,594. 

Disposible  Syringe  and  Cartridge  (300,000  units 
Bristol  Penicillin).  Cartridges  in  boxes  of  one  and  five. 

Metal  Syringe  in  boxes  of  one  each,  with  two  needles. 


BRISTOL  PENICILLIN  in  OIL  and  WAX 

(ROMANSKY  FORMULA) 
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This  famous  prescription  symbol,  generally 
believed  to  be  derived  from  the  Latin  "recipe" 
—take  ...  is  reputed  to  have  been  originally 
the  symbol  of  Jupiter.  This  symbol  was  placed 
at  the  top  of  a formula  to  propitiate  the 
king  of  gods  in  order  that  the  compound 
might  act  favorably. 


DRUGS 


Almost  as  famous,  but  rooted  purely  in 
science,  is  the  43-year-old  Rexall  symbol  of 
dependable  drug  service— displayed  in  selected 
and  conveniently  located  pharmacies  through- 
out the  nation.  It  is  a sign  that  fine  Rexall  drugs 
and  expert  pharmacy  are  at  your  service. 


REXALL  FOR  RELIABILITY 


UNITED-REXALL  DRUG  CO. 

LOS  ANGELES,  CALIFORNIA 


PHARMACEUTICAL  CHEMISTS  FOR  MORE  THAN  43  YEARS 


Vol  3,  Xoi  m 
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iuse  it  is  purposely  made  to  do  a real  job  in  the  modern  physician's  office, 
AREUM  Sheeting  was  accepted  by  discriminating  doctors,  hospitals  and  health 
tutions  as  early  as  1930.  But  only  real  merit  could  have  made  SOLAREUM  what 
today — the  nationally  known  paper  sheeting  for  all  dry  examinations. 

SOLAREUM  PAPER  ROLL  HOLDERS 

insure  instant  and  continuous  supply  of  sheeting  there  is  an  all-steel,  sanitary 
er  for  every  style  of  wood  or  steel  examining  and  treatment  table  made  today, 
shed  in  durable  baked  enamel  to  match  your  table.  See  illustrations. 


parts  for  adjusting  to  20"  roll,  $4.40. 
Nickel  finish.  Special  finish,  $3.50  addi- 


tional. 


Style  B Holder,  for  Wood  or  Steel  Exam- 
ining Tables,  to  hold  20"  roll.  $4.90.  For 
24"  roll.  $7.25.  Finished  in  White  or  Wal- 
nut enamel.  Special  finish,  $3.50  extra. 


SOLAREUM  Sanitary  SHEETING 

Continuous  Rolls 
w.ide,  roll  5 diameter,  each 
wide  roll  6 diameter,  each 
wide,  roll  6 diameter,  each 
wide,  roll  7 1 2"  diameter,  each 

Concealed  roll  under  table  top: 
or  20"  rolls,  3*2  diameter,  each 


S3. 00 
3.00 
3.25 
3.50 


$1.50 


! D Holder,  for  wood,  steel-line,  steel- 
and  similar  tables,  to  take  18"  or  20" 
Walnut,  Mahogany,  Black,  Ivory  or 
;e  finish,  $8.90.  Two-tone  and  other 
ial  finishes  $3.50  additional. 


Style  DA  Holder,  for  army,  metal,  and  all 
simi’ar  tables,  without  built-in  headrest. 
Holds  18"  and  20"  roll.  Walnut,  Ivory  or 
White  enamel  finish,  $8.90.  Special  finish 
to  match  your  table,  $3.50  extra.  State 
whether  for  18"  or  20"  roll. 


Style  BT  Holder,  for  wood  or  steel  treat- 
ment tables.  Takes  24"  roll  of  SOLAREUM. 
Finished  in  white  or  walnut  color,  $7.25. 
Special  finish,  $3.50  additional. 


Style  BW  Holder,  to  fasten  on  wall  instead 
of  table,  by  2 neat  brackets.  Secure  and 
practical.  For  20"  roll,  $7.75.  For  24" 
roll,  $7.90.  White  or  Walnut  f.nish.  Special 
finish,  $3.50  extra. 


SOLRREUM  PAPER  ROLL  HOLDER 


Style  C 


otyic  nuiuci , tu 

stand  on  floor  at 
head  of  table.  Built 
for  24"  roll,  but 
adjustable  to  18" 
and  20"  roll  when 
desired.  White  or 
Walnut  finish  $9.25. 
Special  finish  costs 
$3.50  more. 


All  Prices  are  Subject  to  Change  Without  Notice 


PHYSICIANS  AND  HOSPITALS  SUPPLY  CO.,  Inc. 

MINNEAPOLIS  MINNESOTA 
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Stormy  days  are  usually  followed  by  sharp  increases  in  the 
incidence  of  upper  respiratory  infections,  often  the  prelude  to 
pneumococcal  pneumonia.  Fortunately,  physicians  are  prepared 
to  combat  the  pneumococci  with  sulfonamides  and  penicillin. 

Although  sulfonamides  are  generally  effective,  problems 
sometimes  arise  in  their  administration.  In  the  patient  with 
cardiac  or  renal  disease,  it  may  be  difficult  to  maintain  proper 
fluid  balance.  This  imbalance  may  lead  to  urinary  tract 
complications.  Others  may  experience  untoward  toxic  effects 
or  lack  of  response  to  the  drug.  In  these  cases,  Penicillin.  Lilly, 
is  particularly  valuable.  While  the  intramuscular  injection  of 
10  to  15  thousand  units  every  three  hours  throughout  the  night 
and  day  might  be  helpful,  doses  of  20  thousand  or  more  units 
at  the  same  intervals  are  preferable.  Penicillin,  Lilly,  is  available 
m 20-cc.  ampoules  containing  100,000,  200,000,  or  500,000  units. 


ELI  LILLY  AND  COMPANY,  INDIANAPOLIS  6,  INDIANA,  U.S.A. 
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NON-MEDICINAL  AIDS  IN  THE  TREATMENT 
OF  BRONCHIAL  ASTHMA 

DUANE  CARR,  M.  I).,  Win.  E.  DENMAN.  M.  I). 
and 

E.  F.  SKINNER,  M.  D. 

Memphis,  Tennessee 


TjRONCHIAL  ASTHMA  is  a good  disease  to 
^ know  very  little  about.  Any  feeling  of  sat- 
isfaction that  a physician  may  have  in  regard 
to  his  knowledge  of  the  pathological  physiology 
of  this  condition  and  his  ability  to  cure  patients 
suffering  from  it  is  quickly  marred  when  he 
delves  into  the  wealth  of  literature  written  about 
it.  The  physician  himself  would  be  much  more 
content  if  he  does  not  try  to  learn  more  about  it. 


It  has  long  been  assumed  that  the  bronchi  are 
narrowed  during  asthmatic  attacks  due  to  a con- 
traction of  the  smooth  muscle  fibers  in  their 
walls.  It  is  assumed  by  many  that  there  is  a 
reflex  arc  between  the  bronchial  mucous  mem- 
brane and  the  bronchial  musculature,  the  sym- 
pathetic fibers  being  the  afferent  and  the  para- 
sympatheties  affording  the  efference  route  for 
the  impulses.  Much  opinion  and  little  fact  has 
been  offered  in  support  of  these  hypotheses 
which  observation  indicates  may  both  be  wrong. 
Yet  most  treatment  is  predicated  upon  these  and 
a galaxy  of  other  unproved  theories,  and  an  at- 
tempt made  to  remove  the  metabolic,  allergenic, 
psychic  or  toxic  causes  which  appear  to  the  indi- 
vidual physician  most  likely  to  be  responsible. 

Over  a number  of  years  we  haAre  repeatedly 
observed,  as  have  others  before  us,  that  the 
“contracted"  bronchi  of  asthmatic  patients  are 
found  as  often  in  bronchograms  between  attacks 
as  during  the  episodes  themselves.  Reduction  of 
the  bronchial  lumen  is  definitely  present  in  the 
asthmatic  patient,  but  as  Hudson  and  Jarre1 
have  demonstrated  with  iodized  oil  and  the 
Cinex  camera,  the  narrowing  of  the  lumen  is 
chronic  and  constant. 

Bronchoscopic  observation  of  patients  in  status 
asthmaticus  as  well  as  during  periods  between 
attacks  leads  us  to  believe  that  more  change  can 
be  observed  in  the  state  of  the  bronchial  mucous 
membrane  and  the  type  and  quantity  of  secre- 
tions present  than  in  the  actual  diameter  of  the 
bronchi  themselves. 

Lukens2  describes  four  types  of  change  in  the 


Read  before  the  Arizona  Chapter  of  the  American  College  of 
Chest  Physicians,  Phoenix.  Arizona.  May  1,  1946 


bronchial  mucous  membrane  of  asthmatic  pa- 
tients; a septic  tracheal  bronchitis  with  abun- 
dant mucopurulent  secretions  adherent  to  the 
mucous  membranes,  a chronic  catarrhal  bron- 
chitis with  intensely  inflamed  mucous  membrane 
and  with  a small  amount  of  mucopurulent  secre- 
tion, a cyanotic  (and  in  our  experience  ede- 
matous) mucous  membrane  in  the  trachea  and 
bronchi,  and  a mucous  membrane  with  actual 
urticarial  patches.  Christopherson3  describes  a 
condition  repeatedly  observed  by  us  in  which 
the  tracheal  and  bronchial  walls  have  become 
collapsible  so  that  during  forced  expiration  and 
coughing  the  lumen  becomes  obliterated  to  a 
mere  slit  hindering  the  escape  of  air. 

We  will  attempt  neither  to  champion  or  de- 
ride any  of  the  theories  put  forth  regarding  the 
etiology  of  bronchial  asthma  nor  have  we  any 
permanently  fixed  ideas  regarding  its  mechan- 
ism. The  truth  appears  to  be  that  metabolic, 
allergenic,  psychic  and  toxic  factors  are  all 
etiologic  agents  in  bronchial  asthma  either  sing- 
ly or  in  combination  with  one  another.  The 
modus  operandi  may  likewise  be  variable.  There- 
fore bronchial  asthma  assumes  the  role  of  a 
symptom  and  hardly  that  of  a disease  entity  in 
itself. 

We  are  continually  impressed  with  the  wide 
variety  of  conditions  leading  to  a syndrome 
which  simulates  very  closely  a true  allergenic 
asthma  even  to  producing  intermittent  episodes 
of  dyspnoea  with  audible  wheezing.  To  name  a 
few  we  might  mention  endobronchial  tubercu- 
losis, foreign  bodies,  polyposis,  tumors  such  as 
adenomas  and  carcinoma,  strictures,  bronchi- 
ectasis and  cardiac  disease.  Patients  suffering 
from  these  conditions  constitute  a portion  of 
the  group  which  is  refractory  to  all  types  of 
medical  treatment  of  asthma.  However,  they 
frequently  obtain  temporary  relief  from  the  use 
of  the  so-called  “bronchial  relaxing  drugs"  such 
as  adrenalin,  ephedrine  and  aminophylline. 

Besides  its  value  in  making  an  accurate  dif- 
ferential diagnosis,  bronchoscopy  offers  asth- 
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niatic  patienls  a considerable  degree  of  relief. 
Mechanical  removal  of  the  abundant  mucoid  se- 
cretions so  often  encountered  appears  to  be  the 
determining  factor  in  relieving  a patient  who 
is  in  status  asthmaticus.  At  the  same  time  the 
bronchial  mucous  membrane  is  painted  with  a 
solution  composed  of  equal  parts  of  one  half 
per  cent  pontocaine,  and  adrenalin  1 :1000. 
Whether  the  beneficial  effect  is  the  result  of 
anesthetization  of  the  nerve  endings  in  the  bron- 
chial mucous  membrane,  due  to  shrinking  of 
the  bronchial  mucous  membrane,  or  due  to  the 
mechanical  removal  of  secretions  avc  do  not  act- 
ually know. 

Bronchoscopy  is  particularly  valuable  in  the 
large  group  of  asthmatic  patients  who  have  in 
addition  to  their  allergies,  a complicating  in- 
fection of  the  respiratory  mucous  membrane 
such  as  chronic  bronchitis,  chronic  sinusitis  and 
bronchiectasis.  These  patients  frequently  realize 
they  are  “building  up-’  to  a series  of  severe 
attacks  and  voluntarily  request  bronchoscopie 
aspiration  to  abort  them.  This  group  of  patients 
with  allergic  tendencies  become  sensitive  to  the 
toxins  of  the  infection  in  the  respiratory  tract 
and  is  often  benefited  by  the  use  of  autogenous 
A'accine  in  addition  to  other  allergy  control 
measures. 

Of  great  importance  to  patients  with  bron- 
chial asthma  is  the  free  drainage  of  bronchial 
infection  and  a routine  to  protect  them  from 
irritants  to  the  bronchial  mucous  membrane  and 
to  keep  the  bronchi  clean.  We  find  these  pa- 
tients greatly  benefited  and  the  frequency  of 
the  attacks  materially  reduced  when  they  are 
placed  on  a routine  of  bronchial  drainage,  in- 
cluding ammonium  chloride  Or.  XY  four  times 
a day,  postural  drainage  for  two  or  three 
minutes  with  forced  coughing  at  least  four  times 
a day,  a high  fluid  intake  and  total  abstinence 
from  smoking.  The  rationale  of  this  routine  is 
simply  the  observation  of  the  condition  of  the 
bronchial  mucous  membrane  on  repeated  bron- 
choscopic  examinations  indicating  the  need  for 
improved  bronchial  drainage. 

In  recent  months  we  have  used  penicillin  by 
injection  and  by  inhalation  in  addition  to  the 
above  routine  for  patients  who  have  a great  deal 
of  purulent  sputum  as  a result  of  complicating 
chronic  bronchitis  or  bronchiectasis.  Three  of 
our  asthmatic  patients  who  have  been  proved  to 
be  allergic  individuals  had  a complicating  uni- 
lobar bronchiectasis.  The  total  recovery  from 


asthma  following  resection  of  the  bronehiectatic 
lobe  was  dramatic  in  each  instance. 

Dorsal  sympathetic  ganglionectomy  for  pa- 
tients with  intractable  asthma  was  reported  to 
the  American  Association  for  Thoracic  Surgery 
in  Los  Angeles  in  1939  by  Carr  and  Chandler. 
At  that  time  Ave  reported  three  patients  operated 
upon  in  1937.  The  results  observed  at  checkup 
examination  of  these  patients  five  years  later 
encouraged  us  to  perform  the  operation  on  two 
more  desperate  cases  of  bronchial  asthma.  All 
five  patients  are  now  living. 

Although  Ave  suspected  at  the  time  that  there 
was  little  difference  in  the  caliber  of  the  bronchi 
between  asthmatic  attacks  and  during  them,  Ave 
Avere  encouraged  by  the  Avork  of  Freeman. 
Smith  wick  and  White4  avIio  state  that  “struc- 
tures which  receive  their  nerve  supply  from 
the  sympathetic  nervous  system  become  more 
sensitive  to  adrenalin  after  denervation"  to  be- 
lieAre  that  the  bronchial  mucous  membrane  itself 
Avould  be  favorably  affected  Avere  the  sympa- 
thetic nerve  trunks  to  be  severed.  An  approach 
to  the  dorsal  sympathetic  ganglia  was  developed 
Avhich  Avas  more,  to  the  taste  of  a thoracic  sur- 
geon than  the  operation  described  by  Adson 
and  Brown5,  consisting  of  a crescent  shaped 
parascapular  incision  Avith  resection  of  the  third 
and  fourth  ribs  from  a point  tAvo  inches  lateral 
U ) their  angles  to  and  including  their  transverse 
processes.  In  the  plane  of  the  endothoraeic 
fascia  the  pleura  Avas  stripped  from  the  heads 
of  the  ribs  where  the  sympathetic  trunks  and 
ganglia  Avere  readily  A’isible.  The  second,  third, 
fourth  and  fifth  ganglia  Avere  resected,  cutting 
all  rami  and  the  intervening  nerve  trunks.  The 
wound  Avas  closed  in  layers  Avithout  drainage. 

The  best  result  Avas  obtained  in  a negro  female 
of  twenty-five  years  of  age  avIio  for  se\ren  years 
had  been  suffering  from  increasingly  frequent 
and  severe  asthmatic  attacks.  She  had  gradual- 
ly become  refractory  to  all  drugs  and  imme- 
diately preceding  operation  Avas  able  to  breath 
only  by  leaning  forward  and  utilizing  all  of  the 
accessory  muscles  of  respiration.  Her  Aveight 
Avas  eighty-tAvo  pounds. 

FolloAving  the  second  stage  of  the  bilateral 
operation  the  patient  had  occasional  asthmatic 
attacks  for  tAvo  months,  but  these  were  readily 
controlled  Avith  a single  ephedrine  capsule.  Since 
that  time  the  patient  has  lost  no  time  from  work 
because  of  asthma,  has  taken  a course  in  nurs- 
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ing  at  Mahary  University  and  lias  gained  slight- 
ly over  one  hundred  pounds  in  weight. 

Our  poorest  result  was  obtained  in  a white 
male  of  fifty-six  who  entered  the  hospital  in 
status  asthmaticus  with  right  sided  heart  fail- 
ure. When  bronchoscopy,  bronchial  drainage 
and  digitalization  permitted  additional  studies, 
a cystic  disease  of  the  right  lung  and  bilateral 
bronchiectasis  were  found  on  bronchograms. 

A two-stage  dorsal  sympathetic  ganglionectomy 
was  performed  in  December  1943,  the  patient 
leaving  the  hospital  on  the.  twelfth  postopera- 
tive day. 

Since  that  time  the  patient  has  been  on  a 
bronchial  drainage  routine  to  keep  his  bronchi 
clean,  wheezes  when  he  catches  cold  and  “chokes 
up”,  and  promptly  returns  for  a bronchoscopic 
cleaning  out.  However,  between  colds  his 
“asthma"  is  controlled  each  time  he  believes  an 
attack  is  starting  with  10  grains  of  acetyl  sali- 
cylic acid  in  capsules. 

The  other  three  patients  are  likewise  unre- 
lieved of  all  sevei'e  symptoms,  occasionally  re- 
quiring medication  when  a respiratory  infec- 
tion supervenes.  Nevertheless,  each  one  has  been 
essentially  well,  has  been  able  to  carry  on  his 
duties,  responds  quickly  to  ephedrine  and  has 
been  relieved  of  the  severe  asthmatic  attacks  to 
which  he  was  previously  subject.  We  believe, 


but  cannot  prove,  that  most  of  the  residual 
symptoms  are  due  to  the  irreversible  changes 
which  took  place  during  the  prolonged  period  of 
illness  preceding  operation,  changes  such  as  em- 
physema and  chronic  bronchitis. 

SUMMARY 

It  is  pointed  out  that  bronchial  asthma  is  a 
symptom  complex  for  which  varied  etiological 
agents  can  be  responsible.  It  is  further  noted 
that  the  pathological  physiology  of  the  condi- 
tion is  certainly  unproved  and  may  be  equally 
variable. 

It  is  the  opinion  of  the  authors  that  the  con- 
dition of  the  bronchial  mucous  membrane  and 
the  type  and  quantity  of  secretions  in  the 
bronchi  are  an  important  factor  in  producing 
asthmatic  attacks. 

Offered  as  useful  adjuncts  to  the  treatment 
of  bronchial  asthma  are  1.  bronchoscopic  aspira- 
tion, 2.  bronchial  drainage  routine  and  3.  for 
intractable  cases,  bilateral  dorsal  sympathetic 
ganglionectomy. 
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CANCER  PROBLEMS  OF  TODAY 

E.  PAYNE  PALMER,  M.  D. 

Phoenix , Arizona 


TT  HAS  BEEN  my  privilege  to  have  studied 
the  cancer  problems  for  a half  century.  Dur- 
ing this  time  much  has  been  learned  about 
cancer,  and  much  that  was  once  valued  has  been 
discarded. 

As  yet,  none  of  the  basic  problems  of  cancer 
has  been  solved.  Contributing  factors  are  known, 
but  the  mechanism  that  changes  “precancerous 
cells”  into  actual  cancer  or  activates  the  cancer 
potential  inherent  in  each  tissue,  remains  un- 
known. 

Cancer  heredity  is  still  a moot  question.  In 
the  human,  only  a few  types  of  cancer  have 
been  demonstrated  to  be  hereditary,  but  it  ap- 
pears to  be  well  established  that  susceptibility  to 
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cancer  may  be  transmitted  by  the  chromosomes. 

Cancer  incidence  and  cancer  mortality  are 
definitely  on  the  increase.  More  and  more 
people  are  dying  from  cancer  each  year. 

Wachtel  of  the  Cancer  Research  Laboratories 
of  Fordham  University  studied  the  pituitary 
gland  in  his  search  for  a cancer  cure.  He  found 
that  fatty  extracts  from  fresh  pituitary  glands 
of  cattle  caused  cancer  within  nine  to  fourteen 
months  in  more  than  one-fourth  of  a group  of 
67  white  mice  injected  with  the  extract.  This 
purebred  strain  of  mice  had  a very  low  record 
of  spontaneous  cancer;  only  two  cases  in  1,700 
animals.  The  results  bear  out  the  theory,  often 
advanced,  that  chemicals  normally  present  in 
the  body,  such  as  hormones  produced  by  glands, 
may  promote  the  cells’  wild  growth. 
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Strong,  at  the  Yale  University  School  of  Med- 
icine, linked  cancer  susceptibility  and  resistance 
to  hair  color.  This  is  a significant  contribution 
to  the  limited  knowledge  of  the  constitutional 
factors  that  may  cause  cancer.  Strong  crossed 
black  and  brown  mice  and  injected  the  younger 
generations  with  methylcholanthrene,  a cancer 
producing  coal-tar  chemical.  Results  showed 
that  mice  with  dominating  black  hair  had  “a 
tremendously  enhanced  susceptibility  to  fibro- 
sarcoma, about  that  possessed  by  mice  of  their 
ancestry  or  even  their  brown  litter  mates.”  Ap- 
parently the  factors  that  determine  cancer  sus- 
ceptibility in  mice  follow  the  laws  of  heredity 
which  determines  hair  color  and  other  inherited 
characteristics. 

Nitrogen  mustard  in  the  treatment  of  neo- 
plastic diseases  has  recently  been  summarized 
by  Rhoads.  Thus  far,  a total  of  160  patients 
suffering  from  neoplastic  disease  have  been 
treated  by  . hese  agents.  The  most  favorable 
effects  were  obtained  in  patients  with  Hodgkin's 
Disease.  Remissions  characteristic  of  those  fol- 
lowing x-ray  therapy  were  observed.  On  the 
basis  of  experience  the  methvl-bis  compound 
seems  to  be  preferable,  as  venous  thrombosis  is 
not  so  likely  to  follow  at  the  injection  site. 

The  dosage  of  the  methyl-bis  compound 
recommended  as  a single  course  is  0.1  mg.  per 
kilogram  of  body  weight  intravenously  on  four 
successive  days  (a  total  of  0.4  mg.  per  kilo- 
gram.) This  recommendation  is  based  on  exper- 
ience in  which  larger  total  doses  given  or  a 
single  course  have  proved  to  be  hazardous. 

The  experimental  use  of  nitrogen  mustard  in 
the  treatment  of  any  active  extensive  neoplastic 
process  is  probably  justified  if  other  methods 
of  control  have  proved  to  be  without  benefit. 
Nevertheless,  the  potential  value  of  these  nitro- 
gen mustards  is  interesting.  Further  studies  of 
these  compounds  will  be  awaited  with  great 
interest. 

The  use  of  testosterone  propionate  in  the 
treatment  of  advanced  carcinoma  of  the  breast 
has  been  used  and  reported  upon  by  Adair  and 
Herrmann.  Their  summary  and  conclusions  are 
that  of  the  eleven  cases  of  advanced  breast 
cancer,  treated  with  large  amounts  of  testoster- 
one propionate.  No  toxic  effects  were  noted  in 
individuals  with  normal  serum  calcium  levels 
even  though  each  received  several  thousand  mill- 
igrams of  testosterone  propionate  over  a period 
of  three  months.  Four  patients,  one  with  soft 


part  and  three  with  osseous,  manifested  remark- 
able improvement.  The  evidence  of  this  improve- 
ment was  the  regression  of  the  primary  lesion 
and  soft  part  metastases  in  one  case  and  an  in- 
crease in  calcification  in  areas  of  osseous  metas- 
tases in  three  cases.  Disappearance  of  pain  co- 
incided with  osteoblastic  changes. 

In  two  of  the  cases  that  exhibited  deposition 
of  calcium  in  the  bone  metastasis  there  was  a 
coincident  abortion  of  serum  alkaline  phos- 
phatase. 

Four  patients  did  not  respond  to  the  therapy 
and  three  others  are  still  under  treatment  with- 
out clinical  evidence  of  improvement.  Metas- 
tatic nodules  from  two  of  the  latter  group,  on 
microscopic  study,  revealed  hydropic  changes. 

( )ne  patient  with  an  initial  hypercalcemia  as- 
sociated v ith  osseous  metastases  manifested  a 
further  rise  in  serum  calcium  associated  with 
toxic  manifestations  in  consequence  of  testoste- 
rone therapy.  This  emphasizes  the  importance 
of  blood  chemical  studies  in  patients  receiving 
1 his  treatment. 

They  believe  that  testosterone  propionate  in 
large  doses  may.  in  certain  instances,  exert  a 
favorable  influence  on  advanced  carcinoma  of 
the  female  breast.  However,  the  number  of 
cases  studied  is  too  small  to  gauge  the  frequency 
of  this  favorable  reaction.  From  our  limited 
experience  the  beneficial  effects  are  unpredict- 
able and  uncertain.  Likewise,  the  duration  of 
the  favorable  response  and  the  amount  of 
testosterone  propionate  necessary  to  maintain 
this  improved  status  is  as  yet  unknown. 

The  cancer  patient's  expectancy  of  survival 
does  not  depend  upon  the  cancer  mortality  rate 
but  upon  the  thoroughness  of  his  examining 
physician.  A careful  painstaking  examination 
should  recognize  cancer  in  time,  when  the  cancer 
is  curable  by  appropriate  early  treatment. 

In  the  patient  past  the  age  of  forty,  think 
of  cancer  first;  in  the  patient  under  forty,  think 
of  cancer  too.  The  real  problem  is  that  the  signs 
and  symptoms  of  early  cancer  are  so  few,  and 
often  so  vague,  that  they  will  escape  any  except 
the  most  exacting  investigation  and  the  most 
thorough  examination. 

SKIN  AND  LIP 

Malignant  lesions  of  the  skin  and  lip  are  not 
too  difficult  to  apprehend.  Alertness,  aware- 
ness, and  seizing  every  straw  of  symptomatic 
significance  may  spell  the  difference  between 
early  diagnosis  and  missed  diagnosis  — between 
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life  and  death.  The  reported  mortality  rate  of 
this  readily  seen  and  readily  diagnosable  form 
of  cancer  is  appallingly  high  — more  than  3% 
of  cancer  deaths  are  dne  to  cancer  of  the  skin, 
including  the  lip. 

The  visibility,  the  warning  signals  of  precan- 
cerons  lesions,  the  usually  slow  growth,  the 
amenability  to  treatment  in  the  early  stage  — 
propitious  features  of  skin  cancer  — are  largely 
nullified  by  wrong  diagnosis,  neglected  diag- 
nosis, or  misjudgement  as  to  the  malignant  po- 
tentiality of  the  affection  seen.  Time  — precious 
time  — is  then  lost  through  inadequate  or  im- 
proper treatment. 

Inadequate  treatment,  indeed,  involves  even 
more  than  mere  delay.  The  irritation  it  pro- 
duces may  actually  spur  the  malignant  lesion 
to  more  rapid  growth  and  development.  In 
order  to  circumvent  this  danger,  a good  rule 
to  follow  is  this:  When  an  apparently  benign, 
circumscribed  skin  lesion  shows  no  response 
after  two  weeks  of  treatment,  steps  should  be 
taken  to  insure  an  accurate  diagnosis.  The  im- 
portant step  in  such  a case  is  biopsy. 

Senile  keratosis  is  a harsh,  circumscribed  state 
of  the  skin  which  appears  in  old  age.  Senile 
keratosis  represents  a precancerous  lesion. 
Threatened  malignant  change  is  indicated  by  an 
increased  rate  of  growth.  This  type  of  lesion 
should  he  treated  by  irradiation. 

Basal  cell  carcinoma  develops  from  the  deep- 
est layer  of  the  superficial  epithelium,  and  re- 
tains the  character  of  these  cells. 

Superficial  epithelioma  not  infrequently  de- 
velops in  a patch  of  senile  keratosis  — on  the 
face,  in  the  ears,  on  the  skin  of  the  hands,  and 
other  exposed  areas.  The  epithelioma  may  also 
originate  from  a seborrheic  keratosis.  The  con- 
sistency of  the  nodule  is  not  diagnostic.  A sign 
which  should  arouse  suspicion  of  the  cancerous 
character  of  this  new  growth  is  the  presence  of 
dilated  blood  vessels  on  the  surface  or  at  the 
periphery  of  the  nodule. 

Deep  epithelioma  are  far  more  dangerous  than 
the  superficial  type.  These  nodules  are  im- 
bedded within  the  skin  layers,  below  the  super- 
ficial layer,  and  are  not  elevated.  Later,  they 
form  flat  plaques  with  irregular  contours.  Tel- 
angiectatic* blood  vessels  covering  the  surface 
give  them  a red  appearance.  Sooner  or  later, 
the  affected  area  ulcerates,  rapid  extension  takes 
place,  the  lymphatic  system  becomes  involved, 
and  generalized  metastases  lead  to  a fatal  ter- 
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mination.  Surgical  excision  and/or  irradiation 
are  the  proper  methods  of  treatment  in  both 
forms  of  epithelioma  of  the  skin. 

Melanoma  should  be  regarded  as  a malignant 
tumor.  Every  pigmented  nevus  is  potentially 
dangerous.  Trauma  and  irritation  seem  to  be 
important  factors  in  the  transmutation  of  an 
apparently  harmless  mole  into  a malignant 
melanoma.  Hence,  from*  a prophylactic  stand- 
point, wide  excision  of  pigmented  moles,  before 
puberty,  should  always  be  considered  carefully. 
In  the  adult,  these  nevi  should  definitely  be 
excised  if  they  show  any  change  in  size  or  color. 
One  should  remember  that  a carcinoma  may  de- 
velop in  a chronic  nicer,  a scar  or  an  x-ray  burn. 

Epithelioma  of  the  lip  seems  to  be  intimately 
associated  with  chronic  irritation  of  one  sort 
or  another.  The  causes  for  such  irritation  may 
be  negligence  in  oral  hygiene,  countlesslv  re- 
peated episodes  of  pressure  plus  heat  from  pipe 
stems,  chemical  agents,  or  even  ultra  violet  radi- 
ation from  sunlight.  Lip  cancer  has  a predilec- 
tion for  the  male  and  for  the  lower  lip,  approxi- 
mately 98%  of  the  time.  Cancer  of  the  upper 
lip,  however,  is  usually  much  more  malignant. 

The  lesion  appears  first  as  a small  nodule,  a 
ke  rat  otic  patch,  an  insignificant  looking  fissure, 
or  a tiny  abrasion.  Cancerous  lesions  of  the  lip 
do  not  respond  to  usual  therapeutic  measures. 
This  observation  alone  — its  refractoriness  - 
should  arouse  suspicion.  Early  diagnosis,  which 
carries  with  it  a 90%  probability  for  cure,  is 
essential.  But,  even  when  the  regional  lymph 
nodes  are  invaded,  the  condition  should  not  be 
regarded  as  hopeless;  there  still  remains  a 50% 
probability  for  cure  under  adequate  treatment. 
Biopsy  should  precede  treatment  of  a suspicious 
lesion  of  the  lip  to  clinch  the  diagnosis. 

Early  cancers  of  the  lip  should  be  treated  by 
surgical  excision.  The  more  advanced  case:, 
with  regional  lymph  node  invasion,  should  be 
treated  by  surgical  excision  of  the  lip  lesion  and 
the  cervical  lymph  nodes  bilaterally,  followed 
in  two  w?eeks  with  carefully  administered  irra- 
diation. There  should  be  a careful  follow-up  of 
the  case  for  years  to  come.  Irradiation  every 
two  years  woulcj  be  advisable. 

THE  TONGUE 

The  tongue  is  easily  accessible  for  inspection 
and  palpation ; it  is  highly  sensitive  to  pain  and 
discomfort ; it  is  endowed  with  the  sense  of 
touch.  It  has  a highly  diversified  motile  activ- 
ity which  produces  many  variable  forms  and 
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exposes  it  to  pressure  from  many  directions. 
Nevertheless,  there  is  a lapse  of  six  months,  in 
the  average  patient,  between  the  first  manifesta- 
tion of  lingual  cancer  and  the  appearance  of 
the  patient  in  a hospital  for  treatment.  Leuko- 
plakia may  he  a warning  sign.  It  is  not  cancer- 
ous, but  it  may  he  a precursor. 

The  early  cancerous  tumor  of  the  tongue  is 
either  a firm  wart-like,  papillary  lesion  or  a 
small  slightly  elevated  lump.  If  the  lesion  ulcer- 
ates, pain  is  an  early  symptom.  Cancer  of  the 
posterior  portion  of  the  tongue  may  exist  for 
a long  time  before  it  produces  alarming  symp- 
toms. Dysphagia  is  always  an  alarming  symp- 
tom. Metastases  may  occur  early  or  late.  Biopsy 
alone  can  establish  the  diagnosis  in  the  early 
lesion. 

THE  PAROTID  GLAND 

Virtually  every  death  from  cancer  of  the 
parotid  gland  is  preventable.  Whenever  a small 
lump  is  noted  in  the  parotid  gland  of  a patient, 
an  investigation  should  be  made.  The  mixed 
salivary  gland  type  of  cancer  is  one  of  the  most 
malignant  of  all  cancers.  A hard  tumor  is  more 
than  likely  a mixed  salivary  tumor,  potentially 
malignant.  The  softer  the  tumor  the  greater  the 
malignancy;  the  softness  is  indicative  of  a pre- 
dominance of  embryonic  tissue.  Complete  surg- 
ical removal  while  the  tumor  is  still  encapsul- 
ated will  effect  a cure.  If  the  growth  has  broken 
through  the  capsule  of  the  gland,  surgical  exci- 
sion should  be  followed  by  irradiation. 

THE  LARYNX 

The  incidence  of  laryngeal  cancer  is  increas- 
ing. Why,  we  do  not  know.  Sex  preference  is 
definite  — about  90%  o'ccur  in  males.  No  age 
is  immune,  but  the  peak  of  recognized  cancer 
of  the  larynx  is  found  in  the  ages  between  50 
and  60  years.  The  chances  of  cure  are  about 
80%  when  the  diagnosis  is  made  early,  but  late 
diagnosis  virtually  always  ends  fatally. 

The  larynx  is  concerned  with  two  body  func- 
tions — respiratory  and  phonetic.  The  latter 
is  impaired  in  the  early  stage  of  the  disease  in 
95%  of  cases,  as  indicated  by  hoarseness.  There- 
fore, any  patient  complaining  of  persistent  and 
increasing  hoarseness  should  have  the  benefit  of 
a special  examination  immediately  with  the 
though  of  a possible  malignant  etiology  in  mind. 

It  may  be  necessary  to  reassure  a patient,  who 
has  more  fear  of  losing  his  voice  than  his  life, 
that  it  is  possible  to  speak  satisfactorily  without 
a larynx  and  that  the  new  voice  will  sound 


quite  natural  except  for  some  degree  of  hoarse- 
ness. 

Laryngectomy  in  the  early  cases  will  effect 
a cure.  If  there  is  any  question  of  metastases, 
a radical  resection  of  the  cervical  lymph  nodes 
and  irradiation  must  he  carried  out. 

THE  THYROID 

Like  laryngeal  cancer,  the  incidence  of  cancer 
of  the  thyroid  is  on  the  increase.  The  thyroid 
suffers  pathological  changes  in  women  more 
often  than  in  men.  Hence,  it  is  not  surprising 
to  find  that  thyroid  cancer  incidence  is  much 
higher  in  women.  One  noteworthy  feature  of  its 
age  distribution  is  its  high  incidence  in  younger 
women.  Approximately  16%  occur  in  patients 
under  81  years  of  age,  and  more  that  33%  in 
patients  under  40.  In  other  words,  about  one- 
half  of  the  cases  of  thyroid  cancer  occur  before 
what  are  generally  regarded  as  the  cancer-sus- 
ceptible years. 

Thyroid  cancer  most  often  results  from  malig- 
nant degeneration  of  erstwhile  benign  thyroid 
adenomas.  This  would  suggest  that  routine 
surgical  removal  of  adenomas  of  the  thyroid 
should  he  practiced  as  a prophylactic  measure, 
as  nearly  5%  of  adenomas  show  beginning 
malignant  changes  when  microscopically  exam- 
ined. They  may  remain  benign  for  several 
decades  before  they  show  sudden  increase  in 
growth  and  hardness  which  suggest  malignant 
degeneration. 

When  this  sudden  hypertrophy  occurs,  cancer 
must  be  differentiated  from  massive  hemorrhage 
into  the  adenoma  — a frequent  occurrence.  Dif- 
ferential diagnosis  rests  largely  on  two  features: 
The  development  of  hemorrhagic  enlargement  is 
the  more  rapid  ; also  the  tumor  has  a stony  hard- 
ness in  cancer.  Thyroiditis  is  so  rare  that  it 
plays  an  insignificant  part  in  differential  diag- 
nosis. One  should  remember  the  fact  that  cancer 
most  often  develops  in  a gland  which  previously 
has  been  known  to  be  abnormal. 

The  general  outlook  for  patients  with  thyroid 
cancer,  diagnosed  when  still  in  the  stage  of 
limited  infiltration  beyond  the  adenomatous 
origin,  is  still  excellent  under  surgical  treat- 
ment. A complete  bilateral  thyroidectomy  should 
he  performed  with  a close  follow-up  over  a long- 
period. 

THE  BRONCHOPULMONARY  TRACT 

Cancer  of  the  respiratory  system  - — prepon- 
derantly of  the  lungs  — ranks  fourth  as  a cause 
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of  cancer  deaths  in  the  United  States.  Inci- 
dence is  highest  between  the  ages  of  40  anti  60 
years,  with  a definite  predilection  for  males. 
Whether  there  is  a casual  relationship  between 
the  highest  incidence  in  the  male  and  the  more 
widespread  habit  of  smoking  ancl  inhaling 
among  men  is  a moot  question. 

In  the  vast  majority  of  cases  the  tumor  origi- 
nates in  a bronchial  wall ; primary  development 
in  the  interstitial  tissue  is  exceptional.  This 
preference  for  the  bronchi  favors  early  diag- 
nosis, because  the  impeded  flow  of  air  through 
the  bronchiallumen  engenders  a series  of  symp- 
toms which  depend  upon  the  site  of  the  tumor, 
the  size  of  the  bronchus  involved,  and  the  prog- 
ress in  bronchial  obstruction. 

At  first  there  may  be  a slight  wheezing  which 
persists  even  after  considerable  expectoration  as 
long  as  the  obstruction  is  incomplete.  In  general 
the  development  of  pulmonary  cancer  has  the 
characteristics  of  a slowly  developing  and  ex- 
panding infiltrative  process,  lacking  in  any 
special  symptom  except  perhaps  a continuous 
cough. 

Any  patient  with  a persistent,  chronic  cough 
or  with  evidence  of  prolonged,  nonresolving 
pneumonia,  or  even  with  persistent  bronchitis, 
should  be  thoroughly  investigated  for  possible 
pulmonary  cancer.  Pain  is  most  often  due  to 
pleural  irritation  from  a tumor  with  a periph- 
eral site  or  one  which  has  spread  to  the 
periphery.  Sanguineous  pleural  exudate  may  ox- 
may  xiot  lie  caused  by  cancer,  but  it  should  cer- 
tanly  arouse  suspicion. 

X-ray  examination  of  the  chest  is  essential  in 
every  case  of  suspected  pulmonary  tumor ; yet, 
there  are  no  specific  radiologic  signs  of  tumor. 
Routine  chest  films  may  not  be  sufficient.  Flu- 
oroscopy, on  the  other  hand,  may  reveal  a sus- 
picious shadow  which  would  then  be  confirmed 
by  a roentgenographic  film. 

More  than  three-fourths  of  all  pulmonary 
cancers  are  recognized  by  the  lironchoscopist  - 
and  in  their  early  stage  by  bronehoscopic  biopsy. 

The  mortality  rate  in  pulmonary  cancer  is 
exceedingly  high.  Life-saving  therapy  is  re- 
stricted to  the  few  in  whom  an  early  diagnosis 
is  established.  Pulmonectomy  appears  to  be  the 
only  effective  pi-ocedure  offering  hopes  for  a 
cure.  Its  technic  lias  become  so  perfect  that  its 
benefit  should  not  be  denied  even  to  the  aged 
patient  with  pulmonary  cancer. 
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THE  ESOPHAGUS 

For  the  past  twelve  years  more  than  2,000 
persons  have  died  each  year  from  cancer  of  the 
esophagus.  The  majority  of  esophageal  malig- 
nancies are  diagnosed  between  the  ages  of  40 
and  50  years.  It  is  found  five  times  as  often 
in  men  as  in  women. 

Early  diagnosis  is  seldom  made  except  by  the 
alert  physician  — one  who  takes  a careful  his- 
t.ory.  Dysphagia  coexisting  with  hoarseness  is 
practically  pathognomonic.  The  first  evidence 
of  dysphagia  frequently  is  aix  acute  and  dra- 
matic incidence  connected  with  x-apid  eatixxg  of 
a solid  food.  Unfortunately  for  the  patient  he 
xxsxxallv  fails  to  consxxlt  a physician.  Regurgita- 
tioxx  of  food  occurs  withixx  a few  mixxutes  after 
it  is  swallowed;  if  the  vomitixxg  takes  place  oxxe 
or  two  hours  after  eating,  it  is  from  the  stomach 
axxd  the  voxxxitus  will  show  aix  acid  reactioxx. 

Pain  may  be  axx  early  symptom  — earlier  evexx 
than  dysphagia  — bxxt  ordinarily  it  is  later. 
When  heartbxxrxx  is  a persistexxt  and  promixxexxt 
complaint,  think  of  malignaxxcv. 

The  presence  of  a hard,  hypertrophied  left 
supraclavicular  lymph  xxode  is  significant,  and 
if  it  is  a metastases,  it  is  a late  manifestation. 

The  first  sigxx  of  obstruction  lxxav  be  due  to 
spasxxx  set  up  at  the  level  of  the  early  malignant 
lesioxx,  or  jxxst  above  it.  This  is  shown  by  x-ray 
and  is  observable  before  there  is  axxy  actual 
narrowing  of  the  lumen.  Other  sigxxs  of  esoph- 
ageal carcinoma  are  irregularity  of  Ixxxxxexx  with 
a defect  sometimes  annular,  sometimes  lateral, 
caxxsixxg  a narrowixxg  of  the  esophagus ; dilata- 
tion of  moderate  degree  above  the  lesion ; dis- 
turbaxxce  of  peristalsis  dxxe  to  the  obstruction. 
Under  the  fluoroscope,  esophageal  obstructioix 
exhibits  a gradual  trickle  of  opaqxxe  material 
through  the  lumen  in  contrast  to  the  complete 
stoppage  ixx  spasxxx. 

In  the  early  stage  of  the  disease  radical  surg- 
ical procedures  offer  fairly  satisfactory  results 
axxd  shoxxld  be  carried  out. 

THE  STOMACH 

The  fifth  and  sixth  decades  are  the  ages  of 
the  highest  iixcidexxce  of  cancer  of  the  stomach, 
bxxt  it  xxxust  be  remembered  that  gastric  caxxcer 
does  occasionally  occur  evexx  before  the  age  of 
twenty.  It  has  been  estimated  that  the  total 
tixxxe  elapsing  between  the  appearance  of  the 
first  synxptoxxx  axxd  the  established  diagnosis  of 
caxxcer  xxsxxallv  amounts  to  aboxxt  a year.  Ap- 
proximately  50%  of  all  gastric  caxxcers  xxxetas- 
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t'asize  even  before  the  initial  symptoms  appear. 
The  stomach  is  the  commonest  site  for  cancer. 
In  my  studies  of  cancer  among  the  Indians  1 
found  that  cancer  of  the  stomach  accounted  for 
the  greatest  number  of  cancer  deaths.  The  con- 
clusion is,  therefore,  that  the  locations  of  high- 
est frequency  are  the  same  among  the  Whites 
as  among  the  Indians. 

Both  the  laity  and  the  physician  must  realize 
that  cancer  is  the  most  common  organic  disease 
of  the  stomach.  Approximately  20%  of  all  pa- 
tients who  complain  of  digestive  disturbances, 
who  suffer  from  an  organic  lesion,  have  a cancel' 
of  the  stomach.  Therefore,  we  must  be  eancer- 
mincled.  Persistent  dyspeptic  discomfort  in  the 
case  of  a patient  more  than  thirty  years  of  age 
should  lead  the  physician  to  suspect  the  possi- 
bility of  a malignant  gastric  lesion  until  such 
a possibility  has  been  completely  eliminated. 
The  physician  should  never  wait  for  the  usual 
symptoms  of  cancer  of  the  stomach  to  appear, 
for  the  lesion  may  be  silent  until  it  is  well  ad- 
vanced. 

The  differential  diagnosis  between  benign  and 
malignant  lesions  of  the  stomach  is  not  always 
easy  nor  accurate.  A malignant  gastric  lesion 
may  simulate  benign  ones  and  improve  under 
medical  treatment ; therefore,  repeated  roent- 
genologic examinations  must  be  made  at  regular 
intervals  until  one  is  convinced  that  a malig- 
nancy does  or  does  not  exist. 

Cancer  of  the  stomach  is  a curable  disease  in 
that  it  can,  when  still  closely  confined  as  an 
intragastric  lesion,  be  recognized  early  and 
treated  promptly.  Surgery  offers  the  only  sat- 
isfactory means  of  treatment.  The  surgeon  who 
treats  cancer  of  the  stomach  must  be  willing 
to  accept  many  patients  for  exploration.  He 
must  be  willing  to  perform  as  extensive  a re- 
section as  is  necessary. 

The  operative  mortality  rate  of  cancer  of  the 
stomach  should  not  exceed  10%.  Of  the  patients 
who  have  had  an  operation  with  hope  of  a cure, 
20%  should  be  alive  and  in  good  health  three 
years  after  the  operation. 

THE  COLON  — INCLUDING  THE 
SIGMOID  AND  RECTUM 

It  is  estimated  that  more  than  50,000  persons 
in  this  country  harbor  cancer  of  the  colon  and 
rectum  in  the  presymptomatic  stage.  A large 
percentage  of  intestinal  cancers  develop  in  the 
cecum,  sigmoid,  and  rectum.  Carcinoma  of  the 
colon  may  occur  at  any  age;  many  authors  have 


reported  cases  in  early  childhood.  Nevertheless, 
it  is  found  most  often  in  patients  over  40  years 
of  age : its  frequency  increases  in  the  later 
decades  of  life.  Females  are  more  often  afflicted 
than  males. 

Though  malignant  growths  in  the  right  colon 
are  usually  large,  rarely  do  they  lead  to  ob- 
struction ; on  the  other  hand,  those  of  the  left 
side  are  smaller,  yet  they  tend  to  be  obstructive. 

'fhe  early  diagnosis  of  cancer  of  the  colon  is 
best  made  by  a continual  remembrance  of  its 
possibility.  Symptoms  may  begin  at  least  five 
years  before  actual  signs  are  apparent.  The 
first  warning  is  likely  to  be  a slight  alteration 
of  a previously  normal  bowel  function,  an  ir- 
regularity of  the  bowel  habit.  In  cancer  of  the 
cecum  anemia  is  a constant  symptom ; it  may 
be  profound.  Cancer  of  the  distal  colon,  on  the 
other  hand,  does  not  produce  anemia  of  the  same 
degree  as  that  of  the  proximal  colon.  Approxi- 
mately one-third  of  all  cancers  of  the  colon  cause 
obstruction. 

Physical  examination  of  the  abdomen  will  de- 
tect a tumor  in  about  one-third  of  the  cases. 
When  felt,  the  surface  of  the  tumor  is  nodular, 
the  consistency  hard,  and  the  mass  may  or  may 
not  be  freely  movable.  The  value  of  a routine 
rectal  examination  cannot  be  overestimated. 
Proctoscopy  and  sigmoidoscopy  may  now  well 
complete  the  diagnostic  procedure  for  the  lower 
colon.  Roentgenologic  examination  is  the  most 
satisfactory  single  diagnostic  aid,  and  the 
opaque  enema  is  by  far  the  most  accurate 
method. 

Carcinoma  of  the  colon  offers  better  oppor- 
tunity for  cure  than  any  other  internal  malig- 
nant growth.  Naturally  a proper  operation  must 
he  done  within  a reasonable  time  after  the  sug- 
gestive symptoms  have  developed.  Though  op- 
erations on  the  colon  have  been  fairly  well  stand- 
ardized, many  different  types  are  being  per- 
formed. The  type  of  operation  for  the  individual 
case  depends  upon  the  location  of  the  lesion, 
its  extent,  the  age  and  physical  condition  of  the 
patient,  and  the  skill  of  the  surgeon. 

All  patients  leaving  the  hospital  after  a rad- 
ical operation  for  carcinoma  of  the  colon  should 
be  returned  to  their  medical  advisor  for  fre- 
quent observations  over  a long  period  of  time. 

THE  LIVER  AND  THE  GALL  BLADDER 

Primary  cancer  of  the  liver  is  relatively  rare 
in  the  United  States.  The  highest  incidence  is 
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among  the  Negro  population.  Early  diagnoses 
are  practically  never  made  because  there  are 
no  signs,  symptoms  or  diagnostic  methods  to  in- 
dicate the  presence  of  cancer  in  the  early  stage. 
Should  such  a neoplasm  be  discovered  during 
an  operative  procedure  it  should  be  removed  to 
give  the  patient  a chance  for  a cure. 

Primary  cancer  of  the  gall  bladder  is  one  of 
the  most  malignant  forms  of  cancer.  Early 
diagnosis  — even  though  possible  or  if  estab- 
lished by  accident  — is  of  little  avail  and,  hence, 
too  late.  Prophylaxis  seems  to  offer  the  best 
chance.  Surgical  removal  of  gall  bladders 
known  to  harbor  stones  is  advisable ; cancer  oc- 
curs more  frequently  in  the  presence  of  chole- 
lithiasis. 

THE  PANCREAS 

Early  recognition  of  pancreatic  cancer  may 
offer  formidable  difficulties.  Traditional  teach- 
ing has  emphasized  painless  jaundice  as  a chief 
sign,  but  many  patients  are  not  jaundiced  when 
they  first  consult  a physician  in  connection  with 
their  complaints. 

The  principal  early  complaint  is  epigastric 
pain  which  progresses  in  intensity  as  time 
passes. 

In  as  much  as  this  pain  is  frequently  and  er- 
roneously attributed  to  the  vertebral  column  or 
muscles  of  the  back,  the  paradoxical  relation- 
ship between  it  and  body  position  is  noteworthy. 
The  pain  increases  on  lying  clown,  and  some 
measure  of  relief  is  gained  by  sitting  up  or, 
better  still,  by  bending  forward.  There  is  no 
relationship  between  pancreatic  pain  and  eat- 
ing or  defecation  — a point  in  differentiating 
it  from  pain  of  hepatic  or  gastro-intestinal 
origin. 

Occasionally,  gross  hemorrhage  from  the  in- 
testines, for  which  no  gastric  or  intestinal  basis 
can  be  found,  will  indicate  a penetrating  pan- 
creatic carcinoma.  Concurrence  of  fever  with- 
out apparent  cause  — frequently  encountered 
in  pancreatic  cancer  — and  gastro-intestinal 
complications  of  obscure  origin  should  arouse 
suspicion.  Courvoisieris  law  — a gall  bladder 
much  distended  from  obstruction  of  the  com- 
mon duct  indicates  tumor  rather  than  calculus — 
applies  here.  If  there  is  clinical  evidence  of 
obstruction  jaundice  and  a distended  gall  blad- 
der, the  diagnosis  of  cancer  is  practically  cer- 
tain. 

Loss  of  appetite  and  weight  loss  are  late  symp- 
toms. Indigestion,  nausea  and  vomiting,  consti- 
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pat-ion  and  diarrhea  are  symptoms  which  occur 
but  are  common  to  so  many  other  conditions 
that  they  have  no  diagnostic  value.  There  are 
no  physical  findings  in  the  early  stage.  If  the 
tumor  is  palpable,  it  is  in  an  advanced  stage. 
In  most  instances,  when  signs  and  symptoms  are 
suggestive,  exploratory  laparotomy  is  indicated 
in  order  to  clarify  the  diagnosis.  Then,  if  a 
cure  seems  probable,  the  procedure  will  depend 
upon  the  location  of  the  growth.  Fairly  satis- 
factory results  are  being  obtained  when  the 
diagnosis  is  early  and  radical  surgical  proced- 
ures are  carried  out  to  eradicate  the  disease. 
THE  SPLEEN 

Primary  malignant  lesions  of  the  spleen  are 
rare.  The  outstanding  symptoms  are  pain  radi- 
ating to  the  abdomen  or  between  the  scapula, 
tenderness  over  the  spleen,  and  the  prsence  of 
a tumor.  Secondary  anemia  frequently  occurs 
early  in  the  course  of  the  disease.  These  tumors 
are  highly  malignant  and  metastasize  rapidly. 
When  a cancer  of  the  spleen  is  suspected,  an 
immediate  exploratory  laparotomy  should  be 
performed,  as  the  only  treatment  which  offers 
slight  hope  is  early  splenectomy. 

THE  BREAST 

Carcinoma  constitutes  97%  of  all  malignan- 
cies of  the  breast.  Two  varieties  predominate, 
scirrhous  and  medullary.  Congenital  abnormal- 
ities of  the  breast  are  not  uncommon,  and  car- 
cinoma is  liable  to  occur  in  such  conditions. 
Cancer  of  the  breast  may  occur  at  any  age ; 
many  authors  have  reported  cases  in  early  child- 
hood. The  ages  of  highest  incidence  are  from 
45  to  55  years. 

The  presence  of  a tumor  in  the  breast  calls 
for  a very  careful  examination.  In  the  early 
stage  cancer  of  the  breast  is  usually  a round, 
discrete  nodule,  palpable  with  the  flat  of  the 
hand,  situated  in  the  glandular  tissue  of  the 
organ.  It  is  freely  movable  with  the  breast 
tissue.  One  of  the  earliest  signs  of  such  a tumor 
is  a shortening  of  the  fibrous  trabeculae,  pro- 
ducing a pitting  or  retraction  of  the  skin  over 
its  site. 

The  true  nature  of  every  doubtful  breast 
tumor  must  be  revealed  by  exploration.  One 
should  never  cut  out  sections  from  breast  tumors 
for  diagnostic  purpose.  A tumor  that  is  under 
suspicion  should  be  widely  excised  without 
trauma  to  the  tumor  or  the  surrounding  struc- 
ture ; the  gross  specimen  should  then  be  exam- 
ined immediately  by  a competent  pathologist. 
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This  will  result  in  a fairly  certain  diagnosis. 
If  radical  surgery  should  be  needed,  operate 
immediate!#;;  delayed  operations  are  only  too 
often  fatal.  Irradiation  should  preceed  and  fol- 
low radical  mastectomy  when  there  is  a metas- 
tases  to  the  axillary  lymph  nodes.  Such  cases 
should  have  a close  follow-up  over  a long  period. 

THE  VULVA 

Vulva  tumors  are  among  the  most  neglected 
of  tumors.  Cancer  of  the  vulva  is  not  commonly 
diagnosed  early  — and  it  is  by  no  means  rare  — 
but  fortunately  it  is  slow  growing  and  not  high- 
ly malignant. 

Papules,  vesicles  or  warts  in  or  between  the 
labia  may  be  the  first  evidence  of  cancer.  Pru- 
ritis  vulva  calls  for  a careful  examination. 
Surgical  excision  in  the  early  stage  and  irradia- 
tion if  seen  late  are  the  correct  procedure. 

TIIE  VAGINA 

Vaginal  cancer  may  be  primary  or  a metas- 
tatic extension  from  cancer  to  an  adjacent 
organ.  Bleeding  and  leukorrhea  are  two  of  the 
prominent  earlier  symptoms  of  vaginal  cancer. 
Again,  surgical  excision  when  seen  early  and 
irradiation  in  the  later  stages. 

THE  CERVIX  AN1)  CORPUS  UTERI 

The  significance  of  bleeding  as  an  early  sign 
of  uterine  cancer  cannot  be  over-emphasized. 
Abnormal  bleeding  before  the  menopause  is  in- 
dicative of  cancer  in  only  a small  percentage 
of  cases,  but  intermenstrual  bleeding  may  be 
due  to  malignant  neoplastic  growth.  Irregular 
bleeding,  during  and  after  the  menopause,  in- 
dicates cancer  more  often  than  not. 

The  diagnosis  of  cervical  cancer  is  not  diffi- 
cult to  make  because  the  cervix  is  readily  seen 
through  a speculum,  and  biopsy  is  easily  done 
in  the  early  stage.  Tn  about  one-third  of  all 
cervical  cancel'  patient’s  abnormal  bleeding  is 
a late  symptom,  and  there  is  no  leukorrhea.  In- 
spection of  the  cervix  may  reveal  a small  eroded 
spot,  perhaps  a result  of  local  irritation  from 
an  unhealed  childbirth  laceration  or  a cervi- 
citis. 

Early  cervical  cancers  are  best  treated  by  a 
radical  hysterectomy.  Irradiation  gives  very 
satisfactory  results  in  the  treatment  of  cervical 
cancer. 

Carcinoma  of  the  corpus  uteri  originates  in 
the  endometrium.  Post  menopausal  bleeding, 
unless  caused  by  cervical  polyps,  is  almost  path- 
ognomic of  cancer.  Diagnostic  curettage  is  in- 


dicated when  the  bleeding  fails  to  react  favor- 
ably to  therapeutic  measures.  Complete  hyster- 
ectomy, followed  by  irradiation,  gives  the  best 
results  in  cancer  of  the  corpus  uteri. 

THE  OVARY 

Strictly  speaking,  early  diagnosis  of  ovarian 
cancer  is  possible  only  as  an  incidental  finding 
during  surgical  exploration  of  the  pelvis.  Cancer 
of  the  ovary  is  symptomless  in  its  early  stage; 
physical  examination  is  not  revealing.  And  yet, 
the  ovary  is  probably  the  most  fertile  organ  in 
the  body  when  it  comes  to  producing  new 
growths  of  many  and  various  types.  A relative- 
ly high  percentage  of  these  are,  or  they  may 
become,  cancerous.  Metastatic  cancer  in  the 
ovary  is  also  a frequent  occurrence. 

In  women  who  have  reached  the  menopause, 
more  than  half  of  all  ovarian  new  growths  are 
cancerous.  Unfortunately,  there  are  no  symp- 
toms in  the  incipient  stage  of  cancer  of  the 
ovary.  Backache,  pain  in  the  region  of  the 
growth,  menstrual  abnormality,  loss  of  weight, 
cachexia,  and  hypochromic  anemia  should  lead 
one  to  suspect  ovarian  cancer. 

It  may  be  impossible,  in  the  course  of  a surg- 
ical operation,  to  designate  a neoplasm  as  either 
benign  or  cancerous  from  gross  inspection. 
Histologic  examination  is  then  imperative. 

The  only  safeguard  against  the  grave  conse- 
quences of  cancer  is  the  surgical  removal  of 
all  ovarian  tumors  encountered.  If  there  is  a 
suspicion  of  cancer,  biopsy  is  contraindicated; 
surgical  removal  is  far  safer.  Surgical  removal 
of  the  early  primary  carcinoma  of  the  ovary  is 
usually  all  that  is  required.  The  more  advanced 
case  should  be  treated  surgically,  followed  in 
two  weeks  by  intensive  irradiation  with  a long 
follow-up. 

BRAIN  TUMORS 

Unfortunately  - as  perhaps  is  to  be  expected 
— the  early  diagnosis  of  brain  tumor  is  still  all 
too  rare  an  occurrence.  A general  practioner 
first  sees  the  patient,  so  it  is  he  who  must  pri- 
marily suspect  the  possibility  of  a brain  tumor. 
He,  in  turn,  should  have  the  aid  of  a neurologic 
specialist  to  determine  its  nature  and  to  class- 
ify the  tumor.  There  are  a few  outstanding 
symptoms  which  should  immediately  arouse  sus- 
picion of  brain  tumor:  In  infancy  — enlarge- 
ment of  the  head  j in  children  — vomiting  with- 
out apparent  cause;  in  adults  — repeated  cere- 
bral insults,  recurrent  headaches,  vomiting  of 
the  intermittent  type,  epileptic  seizures,  giddi- 
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ness,  paresis  of  the  6th  cranial  nerve,  ancl  mental 
deterioration  and  personality  changes. 

X-ray  films  of  the  sknll  and  of  the  sella 
turcica  should  be  made  and  studied.  Encephal- 
ography or  ventriculography  should  be  reserved 
for  the  neurologist  or  neurosurgeon  as  both  are 
not  without  definite  mortality  risk. 

SPINAL  CORD 

Cord  tumors,  like  brain  tumors,  are  not  simple 
to  diagnose,  localize  or  differentiate.  When 
there  is  any  reason  to  suspect  a cord  tumor, 
the  patient  should  have  the  benefit  of  a neuro- 
logic consultation  in  order  to  obtain  a correct 
diagnosis  and  to  institute  adequate  treatment. 
THE  PENIS 

Cancer  of  the  glans  penis  affords  an  excellent 
example  of  the  carcinogenetic  properties  of 
chronic  irritation.  It  is  almost  always  associated 
with  phimosis,  and  virtually  never  found  in  the 
circumcized.  Not  only  does  phimosis  promote 
penile  cancer,  but  it  also  conceals  the  early 
lesion  when  it  is  still  in  the  stage  of  painless 
vegetation  or  of  a small  erosion  or  ulcer. 

The  indurated  area  of  the  ulcer  may  be  con- 
fused with  luetic  ulcer,  tuberculous  ulcer,  a 
simple  wart  or  chancroid.  When  there  is  the 
slightest  doubt,  a biopsy  should  be  performed. 

Carcinoma  of  the  penis  is  usually  located  on 
the  glans  or  the  coronal  sulcus.  The  superficial 
inquinal  lymph  nodes  may  show  hyperplasia  at 
an  early  state.  A lesion  on  one  side  of  the  penis 
may  produce  metastasis  in  the  inquinal  lymph 
nodes  of  the  opposite  side. 

The  prospects  for  complete  cure  of  penile  can- 
cer is  excellent  when  the  diagnosis  is  made  early 
and  adequate  surgical  treatment  is  carried  out 
at  once.  The  later  cases,  with  involvement  of 
the  inguinal  lymph  nodes,  must  have  surgery 
followed  by  intensive  irradiation. 

THE  TESTICLE 

Testicular  tumors  are  not  common,  but  most 
of  those  encountered  are  cancerous.  Further- 
more, they  are  usually  fatal  because  the  early 
signs  and  symptoms  are  not  attention-compell- 
ing and  because  palpation  of  the  testes  too  often 
is  not  done  in  the  course  of  routine  physical 
examinations.  Testicular  cancer  has  an  early 
age  incidence,  usually  appearing  between  the 
ages  of  25  and  50  years. 

Painless  enlargement  of  one  testis  is  usually 
the  first  manifestation.  So  long  as  the  tumor 
is  confined  within  the  tunica  albuginea,  the 
shape  and  contour  of  the  gland  remains  un- 
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changed.  The  initial  enlargement  may  come  to 
an  early  standstill,  remaining  this  way  for  weeks 
or  years,  then  take  a rapidly  progressive  and 
malignant  turn. 

Pain  and  tenderness  are  less  frequent  early 
symptoms,  but  a dragging  sensation  is  often 
experienced.  Hydrocele  of  minor  degree,  a com- 
mon occurrence,  will  not  transmit  light.  It 
should  not  be  tapped. 

Early  diagnosis  and  early  treatment  of  cancer 
of  the  testicle  Avill  usually  bring  about  a cure. 
Adequate  treatment  requires  both  surgical  re- 
moval of  the  testicle  and  inguinal  lymph  nodes 
and  irradiation  with  a prolonged  follow-up. 
THE  PROSTATE 

It  has  been  estimated  that  about  20%,  or  one- 
fifth,  of  all  males  past  the  age  of  50  years  harbor 
cancel1  of  the  prostate.  This  repoi’ted  percentage 
is  so  high  that  it  certainly  behooves  every  phys- 
ician to  keep  the  point  in  mind  every  time  he 
examines  a middle-aged  or  elderly  patient  for 
any  cause. 

Cancer  of  the  prostate  is  usually  far  advanced 
before  symptoms  become  so  distinct  or  distress- 
ing that  they  arrest  the  attention  of  the  patient 
or  his  physician.  Early  prostatic  cancer  is  dis- 
coverable only  as  an  incidental  finding  in 
routine  rectal  examination  of  males  beyond  the 
age  of  44  years.  This  re-emphasizes  the  great 
importance  of  never  neglecting  to  explore  the 
rectum  in  routine  examinations  of  middle-aged 
or  elderly  men. 

The  most  common  primary  site  for  prostatic 
cancer  is  the  posterior  lobe  which  is  also  the 
portion  of  the  gland  most  easily  palpated  by 
the  examining  finger  in  the  rectum.  Prostatic 
hypertrophy,  on  the  other  hand,  usually  begins 
in  the  lateral  and  medium  lobes  which  are  not 
so  readily  felt. 

The  cancer  is  first  felt  as  a solitary  nodule  of 
stony  hardness.  Later,  the  gland  becomes  ir- 
regularly enlarged,  stonily  indurated,  and  fixed 
to  the  surrounding  tissue.  The  first  subjective 
symptoms  are  usually  urinary  frequency  and 
burning  micturition.  These  are  not  early  symp- 
toms, it  must  be  remembered.  There  may  also 
be  some  difficulty  in  passing  the  urine.  The 
diagnosis  of  early  cancer  of  the  prostate  prac- 
tically never  requires  more  than  digital  pal- 
pation. When  the  finger  has  found  the  evidence, 
nothing  it  to  be  gain  by  cystoscopy. 

Radical  surgical  removal  of  the  prostate  in 
the  early  stage  of  cancer  is  almost  uniformly 


Arizona  Medicine 


Y ovember,  1946 


368 

successful  in  bringing  about  a cure.  Higgins 
states,  ‘'The  early  evidence  of  clinical  improve- 
ment following  orchiectomy  include  (among 
other  effects)  the  relief  of  pain,  improved  ap- 
petite with  gain  in  weight,  decrease  of  anemia 
and  a decrease  of  size  and  sometimes  the  dis- 
appearance of  the  primary  tubor  and  of  the 
metastases.  The  antraudrogenic  therapy  of  can- 
cer of  the  prostate  demonstrates  that  a chemical 
change  in  the  internal  environment  of  the  host 
lias  brought  about  a long-continuing  regression 
of  a malignant  neoplastic  process.” 

THE  BLADDER 

Cancer  of  the  bladder  offers  one  diagnostic 
advantage  ■ it  is  usually  located  at  the  trigone 
or  at  the  bladder  outlet,  so  that  even  relatively 
small  tumors  stir  up  urinary  symptoms.  Bladder 
carcinoma  shows  a distinct  preference  for  the 
male  sex  and  it  usually  appears  after  the  age 
of  50  years. 

Hematuria  is  the  most  significant  and  early 
encountered  symptom.  In  a considerable  num- 
ber of  patients,  hematuria  indicates  cancer  in 
some  part  of  the  urinary  tract;  about  one-half 
of  the  time,  microscopic  bleeding  is  due  to  a 
bladder  tumor.  Frequency  of  micturition  and 
painful  urination  are  later  symptoms  than 
hematuria. 

Cystoscopy  is  the  essential  and  most  reliable 
diagnostic  measure.  It  should  be  done  at  the 
very  earliest  indication.  Biopsy  is  necessary 
only  when  inspection  leads  to  inconclusive  re- 
sults. 

Treatment  of  carcinoma  of  the  bladder  must 
be  decided  upon  after  careful  examination  and 
evaluation  of  the  findings.  Surgery  and  irra- 
diation are  usually  indicated.  Buschke  and 
Cantril  state:  “The  most  suitable  cases  for 

radical  roentgen  therapy  are  the  extensive  pap- 
illary carcinomas  in  which  infiltration  cannot 
be  demonstrated.  The  likelihood  of  cure  by  roent- 
gen therapy  is  less  marked  in  infiltration 
growths. 

“Carcinomas  that  have  developed  beyond  the 
bladder  wall  and  have  become  palpable  by  rectal 
examination  are  beyond  cure.  We  feel,  there- 
fore, that  a small  carcinoma  of  a primarily  in- 
filtrative type  is  better  handled  by  surgical  ex- 
cision, if  this  is  feasible.  If  the  lesion  is  so  lo- 
cated that  a complete  bladder  resection  is  the 
only  surgical  procedure  possible,  interstitial  ir- 
radiation, preferably  in  the  form  of  implanta- 
tion of  removable  radium  needles,  is  probably 


superior  to  the  roentgen  therapy  provided  the 
actual  size  of  the  tumor  is  not  beyond  about  3.5 
centimeters  in  diameter.” 

THE  KIDNEYS  * 

For  practical  purposes  it  may  be  considered 
that  there  are  no  really  benign  renal  tumors. 
There  is  a relatively  high  incidence  of  renal 
cancer  in  children,  a notable  exception  to  the 
rule.  Mortality  of  renal  carcinoma  is  exceed- 
ingly high. 

The  form  usually  encountered  in  children  is 
known  as  Wilms’  tumor,  embryonal  carcinosar- 
coma of  the  kidney.  It  develops  most  often  with- 
in the  first  five  years  of  life.  No  sex  preference 
is  shown. 

Early  diagnosis  of  Wilms'  tumor  — an  ex- 
ceedingly malignant  neoplasm  — is  rare.  Few 
patients  have  been  cured.  The  only  hope  for 
early  diagnosis  lies  in  suspicion  being  aroused 
by  elicitation  of  pain  localized  over  a kidney  or 
hematuria.  Usually,  the  tumor  is  not  discovered 
until  it  has  attained  a large  size  because  of  the 
rapidity  of  its  growth  and  absence  of  early 
symptoms.  Surgical  removal  of  the  tumor  offers 
hope  of  a cure  when  the  diagnosis  is  early. 

In  adults,  hypernephroma  — a tumor  of  the 
kidney  whose  structure  resembles  that  of  cor- 
tical tissues  of  the  adrenal  gland  — is  usually 
encountered  as  form  of  renal  cancer.  Hyper- 
nephroma shows  an  age  preference  for  the  fifth 
decade,  and  a decided  sex  preference  for  the 
male. 

A leading  symptom,  whose  importance  can- 
not he  over-emphasized,  is  painless  hematuria. 
Therefore,  painless  hematuria  should  lead  to 
immediate  investigation  of  the  cause.  Cystoscopy 
should  be  performed  before  the  bleeding  has 
stopped.  Colicky  pain  may  occur  during  hema- 
turia. secondary  to  obstruction  by  blood  clots 
In  about  one-third  of  the  patients,  there  is  a 
constant  painful  sensation,  dull  or  burning  in 
character,  referred  to  the  loin.  This  is  an  early 
symptom  and  may  be  the  only  one  during  the 
early  stage.  The  presence  of  a large  palpable 
mass,  usually  indicate  a late  stage  of  the  tumor. 
Continuous,  mild  fever  of  unexplained  origin 
should  arouse  suspicion  of  a malignant  renal 
tumor. 

In  addition  to  cystoscopy,  diagnostic  proced- 
ures of  particular  value  include  intravenous 
pyelography  and  retrograde  pyeloureterog- 
raphy. 

In  the  present  state  of  therapeutic  possibil- 
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ities,  early  diagnosis  and  early  removal  of  the 
diseased  kidney  offers  the  only  means  of  re- 
ducing the  high  mortality  rate  in  renal  cancer. 
CANCER  OF  THE  BONE 

Early  diagnosis  of  primary  bone  cancer  is  not 
a simple  matter.  These  tumors  occur  but  rare- 
ly and  are  even  more  rarely  recognized  in  their 
incipience.  Correct  early  diagnosis,  when  ac- 
complished, most  often  results  from  collabora- 
tion between  the  clinician,  surgeon,  roentgen- 
ologist and  pathologist. 

No  single  feature  — clinical,  laboratory,  or 
roentgenograph ic  — is  sufficiently  typical  to 
differentiate  definitely  between  benign  and 
malignant  affections  of  the  bone  in  an  early 
stage.  Even  histologic  examination  of  biopsy 
material,  a diagnostic  method  of  outstanding 
importance,  is  more  difficult  and  less  often  ap- 
plicable in  the  differential  diagnosis  of  hone 
tumor  than  in  most  other  condition  in  which  it 
is  used.  Hence,  it  is  imperative,  whenever  a 
bony  disease  is  present  or  suspected,  to  go  into 
the  history  in  the  minutest  detail,  to  do  the  gen- 
eral physical  examination  in  a most  complete 
and  thorough  manner,  and  to  have  extensive 
roentgenograph  ic  studies  made.  When  in  the 
face  of  suspicion  the  first  examination  does  not 
yield  definite  results,  the  examinations  should 
be  repeated.  Subsequent  examinations  by  com- 
parison will  indicate  whether  there  is  any 
growth  or  extensions  of  the  process. 

The  theory  that  a relationship  exists  between 
trauma  and  the  origin  of  cancer  of  the  bone 
is  now  quite  generally  discredited.  The  coinci- 
dence of  trauma  and  subsequent  discovery  of 
a hone  cancer,  however,  plays  an  important  role 
in  medical  practice  — especially  industrial  — 
and  particularly  in  the  minds  of  patients. 

At  present,  the  average  interval  between  ap- 


pearance of  the  first  symptoms  of  bone  cancer 
and  the  instituting  of  surgical  or  radiologic 
treatment  is  from  ten  to  twelve  months.  This 
delay  in  treatment  must  be  shortened  consider- 
ably if  mortality  is  to  be  reduced.  Delay  can 
he  reduced  only  by  early  diagnosis  and  prompt 
and  adequate  treatment  after  diagnosis.  Again, 
the  case  rests  with  the  physician.  Alertness  to 
possibilities,  suspicion  aroused  by  seeming  triv- 
ialities in  history  and  examination,  thorough 
and  systematic  examinations,  and  co-operation 
with  roentgenologist  and  surgeon  will  accom- 
plish much. 

The  patient’s  understandable  fear  of  a mutil- 
ating operation  may  lead  to  an  irrational  and 
uncooperative  attitude.  An  attempt  should  be 
made  to  ease  the  mind  of  the  patient  by  shov- 
ing that  modern  surgery  has  advanced,  that 
artificial  limbs  and  supports  are  so  ingenous- 
ly  contrived  as  to  make  existence  quite  com- 
fortable even  after  the  loss  of  an  extremity. 
Finally,  the  patient  must  he  made  to  understand 
that  early  operative  treatment  is  imperative  if 
a cure  is  to  he  expected. 

CONCLUSIONS 

Much  has  been  learned  about  cancer  during 
the  past  half  century;  yet  none  of  the  basic 
problems  have  been  solved.  Cancer  heredity  is 
still  a moot  question.  Cancer  incidents  and  can- 
cer mortalities  are  definitely  on  the  increase. 

Since  the  symptoms  of  early  cancer  are  so 
few  and  often  so  vague,  that  they  will  escape 
any  except  the  most  exacting  investigator,  there- 
fore, the  examining  physician  must  obtain  a 
complete  history  and  make  a careful  painstak- 
ing examination,  in  order  to  make  an  early  diag- 
nosis, when  cancer  is  curable  by  appropriate 
treatment.  The  duration  of  cancer  determines 
the  prognosis. 


CONTACT  LENSES 

PAUL  HENRY  CASE,  M.  D. 


Phoenix 

IDESPREAD  and  satisfactory  wearing  of 
contact  lenses  has  only  come  within  the 
last  several  years.  However,  the  history  of  con- 
tact lens  dates  back  many  years.  In  1827  a 
Swiss  scientist  suggested  the  use  of  this  prin- 
ciple, but  the  first  case  on  record  was  described 
in  1887. 


Arizona 

XJntil  1933  fitting  of  contact  lenses  was  by 
the  trial  and  error  method,  using  a trial  case 
with  trial  lenses  and  inserting  a number  of 
lenses  until  one  was  obtained  which  seemed  to 
fit  and  give  good  vision.  In  1933  great  advance- 
ment was  made  through  the  introduction  of  the 
individual  molding  technique  using  negocoll. 
This  jelly-like  substance  is  poured  into  the  eye 
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where  it  is  allowed  to  harden.  From  these  neg- 
atives positive  castings  are  made  using  dental 
stone.  This  positive  casting  gives  a perfect  mold 
of  the  anterior  surface  of  the  cornea  and  sclera. 
Thus  a contact  lens  when  properly  made  gives 
a perfect  fit.  The  lens  itself  does  not  come  in 
contact  with  the  cornea  but  fits  on  to  the  sclera. 
The  lens  is  allowed  to  clear  the  cornea  so  that 
a space  of  a third  of  a millimeter  exists  between 
the  lens  and  cornea.  This  space  is  filled  with 
a buffer  solution,  normal  respiratory  functions 
being  carried  on  between  the  solution  and  the 
cornea.  Recently  moldite,  a substance  similar 
to  negocoll,  has  been  introduced  and  many  tech- 
nicians now  prefer  it. 

A nothin-  great  advancement  has  been  the  re- 
placement of  ordinary  glass  contact  lenses  by 
plastic  contact  lenses.  These  were  introduced  in 
the  fall  of  1938.  The  material  used  in  a syn- 
thetic plastic  resin  polymethyl  methacrylate. 
This  material  has  a light  transmission  in  the 
visible  spectrum  of  92%  which  is  as  good  as 
optical  glass.  For  this  reason  its  transparency 
is  so  nearly  perfect  that  it  is  most  difficult  to 
photograph  and  for  practical  purposes  when 
looking  at  a person  wearing  contact  lenses  they 
are  invisible.  The  lenses  do  have  a tendency 
to  slightly  magnify  the  iris  and  therefore  gives 
a very  pleasing  and  flattering  cosmetic  appear- 
ance. Fortunately  this  plastic  material  retains 
its  transparency  indefinitely  and  Avill  not  fog. 
This  plastic  material  weighs  only  40%  as  much 
as  glass  which  is  a big  advantage.  It  is  not  af- 
fected by  water,  salts,  body  secretions,  dilute 
acids,  dilute  alkalies,  animal  oils,  and  low  con- 
centrations of  alcohol.  Alkalies  and  oxidizing 
acids  attack  the  material  only  in  high  concen- 
tration. It  will  not  be  affected  by  any  heat 
which  the  body  can  stand.  It  does  not  begin  to 
soften  until  a temperature  of  157°F  is  reached. 
It  is  molded  at  temperature  considerably  above 
that  of  boiling  water. 

This  plastic  is  one  of  the  hardest  of  trans- 
parent plastics,  but  its  surface  is  only  as  hard 
as  copper.  It  is  more  easily  scratched  than  glass 
and  must  be  handled  more  carefully.  With  ordi- 
nary care,  nothing  worse  than  hair  line  scratches 
will  develop  with  several  years’  wear.  How- 
ever, even  when  present,  these  minor  scratches 
have  no  effect  optically  as  they  are  filled  up 
with  tears  when  worn.  Because  the  plastic  is  in- 
ert it  has  no  toxic  effect  on  the  tissues  of  the  eye 
or  lids.  This  plastic  material  is  almost  unbreak- 


able, taking  a relatively  great  force  to  even 
crack  a lens.  The  plastic  lenses  can  be  made 
with  a colored  corneal  portion  to  give  color  and 
protection  to  an  eye  lacking  pigment  as  in  an 
albino,  to  act  as  a filter  or  sun  glass,  to  hide 
corneal  blemishes,  and  may  even  be  used  to 
change  the  color  of  an  eye. 

The  indications  for  the  wearing  of  contact 
lenses  are  many  and  varied.  They  may  be  used 
to  correct  errors  of  refraction.  By  far  the  larg- 
est percentage  of  persons  using  contacts  are 
myopties.  However,  they  can  be  used  to  correct 
hypertrophia  and  astigmatism  as  well. 

They  also  may  be  used  as  a protective  device 
for  the  eye  against  undesirable  fluids,  gases,  or 
solids.  As  such,  they  are  becoming  more  and 
more  popular  for  protection  in  industrial  plants. 

These  lenses  are  very  useful  as  a mechanical 
aid  in  the  treatment  of  certain  pathological  eye 
conditions.  This  is  particularly  so  in  some  of 
the  corneal  diseases.  Corneal  ulcers  are  treated 
using  contact  lenses  to  keep  penicillin  solution 
in  constant  contact  with  the  ulcer.  In  many 
cases  of  keratoconus  the  vision  of  the  eye  is  poor 
with  ordinary  lens  but  is  quite  good  with  con- 
tact lenses. 

These  lenses  are  otten  a valuable  aid  to  vision 
where  the  wearing  of  spectacles  is  impossible  or 
impractical.  In  many  vocations  they  are  a great 
aid  to  the  individual.  For  example,  numerous 
well  known  actors  and  actresses  are  using  con- 
tact lenses.  They  are  a great  help  to  aviators, 
chemists,  dancers,  swimmers  and  divers,  lectur- 
ers, microscopists,  engineers,  musicians,  surgeons 
and  to  athletes,  particularly  boxers,  baseball 
players,  football  players,  polo  players,  ski 
jumpers,  etc. 

Contacts  are  particularly  helpful  because  of 
their  cosmetic  effect.  They  have  changed  the 
entire  outlook  of  life  for  many  self-conscious 
myopics  who  have  been  compelled  to  wear  thick 
myopic  lenses  all  their  life  and  developed  in- 
feriority complexes.  Because  the  myopic  eye  is 
larger  than  the  normal  eye  these  individuals 
actually  have  large  beautiful  eyes  but  their 
strong  myopic  lenses  make  them  appear  small 
and  unattractive.  When  fitted  with  contacts, 
these  individuals  gain  reassurance,  and  their  en- 
tire personality  is  changed. 

The  other  large  field  where  contact  lenses  are 
particularly  indicated  is  where  they  are  the  only 
refractive  device  which  will  give  useful  vision 
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in  certain  abnormal  eye  conditions.  It  is  well 
known  that  an  individual  cannot  use  a normal 
eye  and  an  aphakic  eye  together  with  ordinary 
lenses.  The  use  of  contact  lenses  is  the  only  way 
we  have  at  our  disposal  to  give  this  individual 
binocular  vision.  1 have  one  patient,  aged  37, 
who  had  a cataract  removed  2%  years  ago.  Since 
that  time  he  has  only  had  monocular  vision  al- 
though he  had  normal  20/20  vision  in  each  eye 
with  proper  lens.  With  contact  lenses  he  now 
has  binocular  vision  with  good  depth  perception. 

The  length  of  time  an  individual  can  wear 
contact  lenses  is  rather  variable,  because  it  is 
necessary  for  the  individual  to  find  a buffer 
solution  which  lie  can  use  satisfactorily.  The 
solution  most  commonly  used  is  a one  and  one- 
half  percent  solution  of  sodium  bicarb.  How- 
ever, it  is  often  necessary  to  increase  or  decrease 
the  strength  of  this.  Another  factor  in  the  wear- 
ing time  is  the  individual  desire  to  keep  them 
in.  They  are  not  as  easy  to  wear  as  ordinary 
spectacles  and  do  take  a certain  amount  of  effort 
on  the  part  of  the  patient.  Therefore  a strong- 
willed  individual  will  tolerate  them  much  better 
than  a nervous  high  strung  individual  who  is 
apt  to  complain  that  the  lens  make  them  nerv- 
ous. At  first  the  wearing  time  will  only  be  an 


hour  or  two.  However,  as  the  patient  adjusts 
to  the  lenses  the  wearing  time  is  lengthened. 
Four  to  five  hours  is  the  usual  wearing  time 
after  which  the  buffer  solution  usually  needs  to 
be  changed.  After  the  buffer  solution  is  changed, 
in  some  cases  the  lenses  can  again  be  worn.  A 
few  unusual  patients  wear  their  contact  lenses 
twelve  to  fourteen  hours  a day. 

At  the  present  time  contact  lenses  are  made 
only  in  single  vision  lenses.  However,  much  ex- 
perimentation is  being  done  with  their  use  as 
bifocals.  We  hope  that  in  the  not  too  distant 
future  they  will  be  made  up  in  bifocals. 

Because  of  the  nature  of  the  optical  system 
contact  lenses  rarely  have  to  be  changed  in 
adults.  It  is  estimated  that  most  adults  only 
need  have  their  contacts  changed  every  five  to 
eight  years  where  there  are  no  organic  changes 
in  the  eye.  However,  in  growing  child™  a new 
pair  is  required  much  more  frequently. 

At  present  the  complete  cost  of  contact  lenses 
to  the  patient  is  around  two  hundred  dollars 
a pair.  It  is  not  anticipated  that  the  cost  will 
be  lowered  any  appreciable  amount  in  the  near 
future  since  the  demand  for  contact  lenses  is 
much  greater  than  the  production  of  the  optical 
laboratories. 


SYPHILIS  SEROLOGY  AS  AFFECTED  BY 
ZEOLITIC  BASE  EXCHANGE 

EDWARD  L.  BREAZEALE1,  THEODORE  R.  REUSSER2 
Tucson,  Arizona 

L.  F.  PIERCE3,  Los  Angeles,  California 


* I HIE  EXACT  MECHANISM  of  the  various 
flocculation  and  precipitation  tests  for  syph- 
ilis has  been  neither  clearly  understood  nor 
satisfactorily  explained.  Various  workers  have 
explained  the  phenomenon  on  the  grounds  of 
antigen-antibody  reaction.  Others  offer  to  ex- 
plain it  on  the  grounds  of  a shift  from  a lyophilie 
colloid  (antigen)  to  a lophobic  colloid  thereby 
producing  a floe.  Eagle1  gives  the  following 
description  and  explanation  of  the  shift 
“The  particles  of  antigen  are  relatively  hydro- 
philic, for  even  after  their  surface  potential  is 
almost  completely  suppressed,  as  by  0.2%  NaCl, 
they  remain  largely  discrete  and  the  suspension 
remains  stable.  Electrolytes  can  cause  the  par- 

1.  Arizona  State  Health  Department,  Division  of  Laboratories, 
Tucson. 

2.  Tucson  Medical  Laboratories,  Tucson. 

3.  L.  F.  Pierce  Laboratories,  Los  Angeles,  California. 


tides  to  aggregate,  but  only  in  high  concentra- 
tion ....  In  general,  the  amount  of  electrolyte 
necessary  to  coagulate  the  sols  is  between  0.5 
and  2 M for  salts  with  univalent  cations  (NaCl, 
Nai'BOr)  and  from  0.01  to  0.04  for  salts  with 
bivalent  cations  (CaCb,  Ba/NOs ):>).”  He  goes 
on  to  state  that  “the  lipoid-reagin  compound  is 
flocculated  at  any  hydrogen  ion  concentration 
from  pH  3 to  9 by  traces  of  electrolyte. ' ’ Eagle 
also  states  that  the  antigen  emulsion  is  stable 
only  in  the  absence  of  electrolytes,  that  “traces 
of  salt  reduce  the  mutually  repellent  surface  po- 
tential below  a critical  level,  and  the  suspension 
‘breaks’  to  form  floccules  of  aggregated  pro- 
tein.” It  therefore  seemed  advisable  to  deter- 
mine if  a change  in  the  basic  radicle,  while  still 
retaining  the  same  equivalent  content  of  electro- 
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lvtes  in  solution  would  affect  the  results.  For 
this  purpose  zeolites  were  used. 

As  is  well  known,  a zeolite  is  an  hydrated 
aluminum  silicate  which  possesses  base  replace- 
ment properties.  Zeolites  are  widely  used  as 
water  softeners,  and  are  commonly  called  per- 
mutites.  These  zeolites  occur  in  nature  as  Ben- 
tonite (Sedium  zeolite),  Eddingtonite  (Calcium 
zeolite),  etc.  Each  of  the  bases.  Barium,  Hydro- 
gen. Strontium,  Calcium,  Magnesium,  Potas- 
sium, Ammonium,  Sodium  and  Lithium  will  re- 
place one  another  in  the  zeolitic  molecule,  and 
the  energy  of  replacement  is  in  the  order 
named.  For  example,  if  some  Sodium  zeolite  is 
placed  in  a percolating  tube  and  a solution  of 
Calcium  sulphate  passed  through  it,  the  Calcium 
will  replace  the  Sodium  in  the  zeolite  with  the 
formation  of  Calcium  zeolite,  and  the  solution 
will  come  through  the  tube  as  Sodium  sulphate. 
Practically  the  same  result  will  be  obtained  if 
we  shake  the  zeolite  in  a tube  containing  a solu- 
tion of  Calcium  sulphate.  Thus,  with  a zeolite, 
a change  may  be  made  in  a solution  without 
the  addition  or  subtraction  of  the  total  number 
of  electronic  changes  in  the  solution.  Zeolites 
are  practically  insoluble,  and  the  same  sample 
may  be  used  to  form  each  of  the  above  named 
zeolites.  And  too,  a divalent  zeolite,  Calcium 
zeolite,  may  be  converted  into  a monovalent 
zeolite,  Sodium  zeolite,  and  vice  versa,  at  will. 
For  convenience,  the  zeolites  will  be  referred  to 
as  BaZ  for  Barium  zeolite,  CaZ  for  Calcium 
zeolite,  etc. 

EXPERIMENTAL 

All  blood  samples  as  received  were  separated 
and  the  sera  heated  at  56°C.  for  30  minutes  in 
an  electrically  controlled  water  bath.  The  sera 
were  then  removed,  cooled  and  examined  by  the 
Kline,  Mazzini  and  Hinton  tests.  The  results 
obtained  constituted  the  control  reaction  of  the 
sera.  Each  sample  was  then  split  eight  ways 
and  0.25  gins,  of  each  of  the  following  zeolites 
added  to  each  tube:  Barium  zeolite  (BaZ), 

Hydrogen  zeolite  (HZ),  Calcium  zeolite  (CaZ), 
Magnesium  zeolite  (MgZ),  Potassium  zeolite 
'(KZ),  Sodium  zeolite  (NaZ),  Ammonium  zeo- 
lite (NHrZ)  and  Lithium  zeolite  (LiZ).  The 
zeolites  were  prepared  by  leaching  commercial 
permutite  with  an  aqueous  solution  of  the  chlo- 
ride salt  of  each  cation  used  until  no  further 
replacement  took  place.  The  zeolite  was  then 
washed  with  neutral  distilled  water  and  dried. 
The  tubes  containing  the  serum-zeolite  mixture 


was  then  shaken  on  a mechanical  shaking  ma- 
chine for  a period  of  ten  minutes  at  a rate  of 
250  oscillations  per  minute.  Following  the  shak- 
ing the  tidies  were  centrifuged  at  the  rate  of 
4,000  R.P.M.  for  another  ten  minute  period. 
The  clear  supernatant  fluid  was  used  to  run 
Kline,  Mazzini  and  Hinton  tests.  The  results 
obtained  constituted  the  treated  reactions.  The 
results  obtained  are  given  in  Table  I. 

TABLE  I 

The  Effect  of  Base  Exchanges  on  Syphilitic 
Tests  Kline,  Mazzini,  Hinton  Reactions 
(Complete  Agreement) 


Number  Control 


Examined 

Reaction 

BaZ 

HZ 

CaZ 

MgZ 

KZ 

NaZ 

NH4Z 

LiZ 

260 

Neg. 

4+ 

4+ 

4-1 

4 + 

Neg. 

Neg. 

Neg. 

Neg. 

20 

1+ 

4+ 

4+ 

4-|- 

4 + 

Neg. 

Neg. 

Neg. 

Neg. 

30 

2+ 

4+ 

4+ 

4 + 

4 + 

Neg. 

Neg. 

Neg. 

Neg. 

30 

3+ 

4+ 

4 4- 

4-j- 

4 + 

Neg. 

Neg. 

Neg. 

Neg. 

110 

4+ 

4+ 

4+ 

4 + 

44 

Neg. 

Neg. 

Neg. 

Neg. 

500— Total 

A small  series  (60)  were  examined  in  the 
following  manner:  Barium  zeolite  added,  shak- 
en, centrifuged,  and  examined  by  the  Kline  test. 
This  serum  saturated  with  Barium  was  then 
shaken  up  with  Potassium  zeolite,  centrifuged, 
and  examined.  This  process  was  repeated  in 
order  with  Hydrogen  zeolite.  Sodium  zeolite, 
Calcium  zeolite.  Ammonium  zeolite,  and  Lithium 
zeolite.  The  results  are  given  in  Table  II. 

TABLE  II 

The  Effect  of  Alternate  Absorption  of  Divalent 
and  Monovalent  Zeolite — Kline  test  only 

Number  Control  Effect  of  Absorbing  With: 


Examined 

Reaction 

BaZ 

KZ 

HZ 

NaZ 

CaZ 

nhlz 

MgZ 

LiZ 

40 

Neg. 

4-f- 

Neg. 

4 + 

Neg. 

4-f- 

Neg. 

4 + 

Neg. 

1 

1 + 

44- 

Neg. 

4+ 

Neg. 

44- 

Neg. 

44- 

Neg. 

1 

2+ 

44- 

Neg. 

44- 

Neg. 

44- 

Neg. 

4 + 

Neg. 

13 

3+ 

4 + 

Neg. 

4+ 

Neg. 

44- 

Neg. 

44- 

Neg. 

5 4+ 

60— Total 

44- 

Neg. 

44- 

Neg. 

4-f- 

Neg. 

4-4- 

Neg. 

A small  series  (10)  were  treated  with  Barium 
zeolite,  Hydrogen  zeolite,  Sodium  zeolite,  and 
Lithium  zeolit'e,  and  the  Veterans’  Administra- 
tion Wassermann  was  run  on  the  clear  super- 
natent  sera.  The  results  are  given  in  Table  TIP 


TABLE  III 

'I’lie  Effect  of  Replacing  with  Ba,  II,  Na,  Li 
on  Wassermann  Tests 


Specimen 

Number 

Control 

Reaction* 

BaZ 

HZ 

NaZ 

LiZ 

1 

44- 

44- 

4+  slightly  AC 

44- 

44- 

2 

4+ 

4+ 

Anti  Comp 

4+ 

4+ 

3 

3-f 

2 + 

3+  slightly  AC 

24- 

24- 

4 

Neg. 

Neg. 

slightly  AC 

Neg. 

Neg. 

5 

Neg. 

Neg. 

AC 

Neg. 

Neg. 

r, 

Neg. 

Neg. 

AC 

Neg. 

Neg. 

7 

Neg. 

Neg. 

AC 

Neg. 

Neg. 

8 

34- 

24- 

AC 

24- 

2+ 

9 

Neg. 

Neg. 

AC 

Neg. 

Neg. 

10 

Neg. 

Neg. 

AC 

Neg. 

Neg. 

Reactions  of  Kline.  Mazzini  and  Hinton  tests 
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DISCUSSION 

An  examination  of  Table  I and  Table  II  will 
show  that  the  divalent  ions  seem  to  favor  the 
production  of  positive  flocculation  reactions, 
while  there  seems  to  be  no  relation  to  the  type 
of  ions  present  and  the  Wassermann  reactions. 
Eagle1  has  stated  that  the  addition  of  divalent 
electrolytes  will  produce  positive  tests  and  that 
the  addition  of  monovalent  ions  does  not  have 
so  pronounced  an  effect.  An  important  point 
to  note  in  this  set  of  experiments  is  that  zeolites 
were  used  throughout.  Prom  the  nature  of  zeo- 
lites and  the  base  exchange  phenomenon,  it  will 
also  be  noted  that  with  their  use  there  has  not 
been  an  increase  in  total  number  of  ions  present ; 
in  fact,  when  we  shift  from  a monovalent  base 
to  a divalent  base,  we  are  actually  decreasing 
the  actual  number  of  ions  present,  but  the  total 
number  of  electronic  charges  remain  the  same. 
The  pH  change  produced  through  the  exchange 
of  bases  was  negligible,  being  only  from  7.0  to 
7.5. 

When  we  percolate  a zeolite  with  any  solu- 
tion containing  a mixture  of  salts,  we  expect 
to  get  almost  complete  replacement  of  all  salts 
in  that  solution  by  the  zeolite  base.  That  is  if 
we  percolate  Barium  zeolite  with  a solution  con- 
taining a mixture  of  Nad,  KC1,  and  CaCb,  we 
wriuld  expect  nearly  all  of  the  salts  to  be  in  the 
form  of  BaCb  and  have  a mixed  zeolite  of  Potas- 
sium, Sodium,  and  Calcium.  Therefore,  if  we 
shake  our  various  zeolite  with  blood  sera,  nearly 
all  of  tbe  cations  in  the  sera  will  be  replaced 
by  our  zeolitie  base.  It  will  be  seen  that  when 
the  majority  of  our  cations  are  monovalent,  that 
the  sera  becomes  negative,  while  if  they  are  re- 
placed by  divalent  bases  they  become  positive. 
Since  by  the  use  of  zeolites  we  have  not  altered 
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the  number  of  charges  present,  it  would  seem 
that  the  production  of  positive  flocculation  tests 
were  either  due  to  the  presence  of  divalent  ions 
or  the  absence  of  monovalent  ions. 

It  will  lie  noted  that  in  the  series  studied  that 
the  Wassermann  reaction  was  not  affected  by 
the  altering  of  the  types  of  ions  present,  as  is 
shown  in  Table  III.  However,  the  substitution 
of  Hydrogen  seemed  to  produce  an  anticomple- 
mentary reaction  in  all  samples  examined,  in- 
cluding the  negative  specimens.  In  some  cases 
(No.  1 and  3)  there  was  only  a slight  anticom- 
plementarv  reaction. 

The  results  obtained  would  tend  to  indicate 
that  the  factors  responsible  for  the  flocculation 
reactions  are  not  the  same  as  those  responsible 
for  positive  complement  fixation  reactions.  How- 
ever, it  may  be  that  the  present,  or  absence,  of 
divalent  or  monovalent  ions  is  the  limiting 
factor  in  the  production  of  positive  flocculation 
tests  and  is  not  responsible  for  the  fixation  of 
complement  and  the  basic  reaction  of  the  two 
tests  may  still  be  the  same. 

Experiments  are  now  in  progress  which  it  is 
hoped  will  explain  more  fully  the  observed 
phenomenon. 

CONCLUSIONS 

1.  Altering  the  ionic  contents  of  sera  will 
alter  the  reaction  toward  the  various  floccula- 
tion tests,  but  not  toward  the  complement  fixa- 
tion tests. 

2.  The  subsitution  of  bivalent  ions  tends  to 
the  production  of  positive  tests  while  the  sub- 
stitution of  monovalent  ions  tends  to  tbe  produc- 
tion of  negative  tests. 
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Cditorial* 

The  Old  and  the  New 

Evolutionary  processes  whether  physical,  eco- 
nomic, or  political  are  directed  by  cause  and 
effect,  necessity,  survival,  and  stimuli.  As  we 
look  hack  over  centuries  of  medicine  we  can 
readily  see  this  evolutionary  process,  and  always 
any  great  revolutionary  change  may  he  traced 
to  some  causative  factor. 

Today  there  is  surely  and  with  awesome  rapid- 
ity a change  threatening  the  venerable  and 
honored  profession  of  medicine.  Wagner,  Mur- 
ray, and  Dingle  are  names  known  by  every 
doctor  of  medicine.  They  are  names  which  rep- 
resent sweeping  revolutionary  changes  in  the 
manner  of  medical  practice.  They  are  names 
which  denote  the  wresting  of  individual  enter- 
prise from  the  American  doctor  and  making 
him  the  tool  of  the  Government.  Certainly  the 
ideas  and  plans  included  in  this  proposed  legis- 
lation did  not  arise  spontaneously.  They  find 
their  place  in  the  evolution  affecting  medical 
economy.  The  medical  profession  itself  lias  pro- 
vided the  greater  stimuli,  necessities  and  causes 
therefor. 

In  the  first  place,  with  the  recognition  of  the 
necessity  of  raising  the  living  standards  of  the 
entire  population,  the  medical  fraternity  has 
been  slow  in  proposing  plans  for  providing  ade- 
quate medical  aid  to  the  low  income  groups.  Of 
late,  moves  are  being  made  by  state  medical 
societies  to  furnish  medical  insurance  in  one 
way  or  another.  The  Medical  Service  Plan,  the 
Blue  Shield,  and  the  Indemnity  Plan  are  being 


employed  with  varying  degrees  of  success.  But 
only  by  unity  of  purpose  and  ideas  within 
organized  medicine  can  an  effective  solution  be 
accomplished.  Usually  discord  and  dissention 
can  be  traced  to  inadequate  information,  and 
not  to  any  selfish  and  ulterior  motives. 

Again  the  change  in  the  attitude  of  the  pro- 
fession todward  the  “old-time"  medical  service 
rendered  by  our  forebears  is  responsible  in  some 
measure  for  the  W.M.D.  thinking.  With  special- 
ization, hospital  service,  and  office  practice  has 
come  the  reticence  of  some  physicians  to  make 
house  calls.  It  is  so  much  easier  to  have  the 
patient  come  to  the  doctor,  than  for  the  doctor 
to  go  to  the  patient.  The  war  gave  this  tendency 
great  impetus.  When  civilian  physicians  were 
relatively  few,  the  field  ripe  with  profits,  and 
competition  practically  absent,  the  ability  and 
inclination  for  home  service  was  lacking.  Now, 
however,  the  doctor  who  will  “answer  the  calls" 
has  the  opportunity  for  great  personal  satisfac- 
tion and  financial  reward.  With  the  realization 
of  that  fact  will  come  the  time  when  one  will 
seldom  hear  the  damning  statement  “We  could 
not  get  a doctor  to  come  out." 


( lompulsion  — The  Key  to  Collectivism  is  a 
new  book  published  by  the  National  Physicians' 
Committee.  It  is  the  story  behind  the  writing 
of  the  national  health  bill  which  was  introduced 
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in  Congress  as  the  W agner-Murrav- 1 )i  nge  1 1 Bill. 
Tt  exposes  this  little  clique  of  government  em- 
ployees, Avhose  background  and  expressed  inten- 
tions immediately  label  them  as  regimenters,  and 
exponents  and  communism  and  Nazism.  Under 
the  guise  of  “bringing  a better  standard  of 
medical  care  to  the  masses’’  they  would  create 
one  great  bureau  in  Washington  under  supreme 
control  of  the  Surgeon  General  of  the  United 
States.  This  bureau  would  be  the  sole  dispenser 
of  medical  care  to  at  least  110  million  Americans. 
The  book  explains  how  it  was  engineered  so  that 
the  bill  was  referred  to  the  Senate  Committee 
on  Education  and  Labor  whose  chairman  is 
Senator  James  E.  Murray  of  Montana,  one  of 
the  authors  of  the  bill. 

The  book  contains  192  pages,  and  about  half 
the  space  is  devoted  to  the  publication  of  ex- 
cerpts of  the  important  testimony  — both  pro 
and  con  — which  was  presented  before  the 
Senate  Committee.  There  were  62  witnesses  in 
favor  of  the  bill  and  30  opposed. 

An  analysis  of  this  entire  picture  reveals  some 
interesting  points.  The  proponents  of  the  bill 
consisted  mostly  of  federal  payrollers,  party  line 
fronts,  left-wing  politicos,  social  workers  and 
labor  groups.  The  opponents  consisted  mostly 
of  physicians  in  the  private  practice  of  medicine, 
with  a few  ministers  of  the  Gospel,  and  some 
lay  representatives  of  hospital  and  medical 
organizations.  Just  why  should  a bill,  which  is 
intended  to  provide  medical  care  for  110  million 
Americans,  and  set  up  pay  roll  tax  deductions, 
inflicting  an  equal  tax  on  every  corporation  and 
employer  of  labor  in  the  nation,  have  its  list  of 
witnesses  limited  to  doctors,  priests,  federal  em- 
ployees, and  left-wing  politicians'?  The  only 
answer  is  that  a great  moral  issue  is  being  de- 
cided first  before  the  practical  administration 
is  even  considered. 

A copy  of  this  book  will  be  sent  free  on  request 
by  writing  the  National  Physicians’  Committee, 
76  E.  Wacker  Drive,  Chicago  1,  Illinois. 


Office  of  the  Surgeon  General 

RADIO-ACTIVE  URANIUM  ISOTOPES 
OPEN  UP  UNEXPLORED 
PROCESSES  OF  LIFE 
An  “x-ray”  of  the  dynamic  process  of  living 
now  is  aA’ailable  to  medical  research. 

Possibility  of  obtaining  for  the  first  time  rel- 
atively large  amounts  of  radio-active  isotopes 
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through  the  uranium  piles  of  the  Manhattan 
District  brings  basic  biological  investigation  to 
a new  frontier,  according  to  a statement  by 
Major  General  Norman  T.  Kirk,  Surgeon  Gen- 
eral of  the  Army,  whose  office  will  cooperate 
in  the  distribution  of  the  materials  to  Army 
Hospitals. 

The  Surgeon  General  said  requests  for  these 
materials  should  come  from  accredited  research 
groups  or  educational  institutions  and  should 
be  directed  to  Isotopes  Branch,  Research  Divi- 
sion, Manhattan  District,  P.  0.  Box  “E”,  Oak 
Ridge,  Tennessee. 

Isotopes  as  tools  of  medicine  have  been  com- 
pared to  the  microscope  and  the  x-ray,  General 
Kirk  pointed  out.  But  these  were  useful  largely 
for  study  of  the  organs  of  life  whereas  the  iso- 
topes open  up  the  largely  unexplored  field  of 
the  processes  of  life.  It  is  in  this  respect,  rather 
than  as  actual  remedies  for  anything,  that  the 
substances  are  of  preeminent  importance  today. 

“Medical  scientists”,  said  General  Kirk, 
“would  like  to  know  more  about  how  calcium 
and  phosphorus  are  used  in  building  teeth  and 
in  uniting  fractures,  how  iodine  is  used  by  the 
thyroid  gland,  exactly  what  happens  when  one 
or  more  of  the  glands  of  internal  secretion  starts 
malfunctioning,  how  the  process  of  wound  heal- 
ing is  carried  out  ’ '. 

Such  questions  and  hundreds  of  others  whose 
answers  now  are  among  the  secrets  of  life  wait 
upon  radio-active  isotopes  for  clarification,  he 
pointed  out.  Elements  such  as  calcium,  phos- 
phorus, sulphur,  iron  and  a score  of  others  can 
be  “tagged”  with  small  amounts  of  the  isotopes 
and  followed  through  the  body  through  their 
emission  of  beta  and  gamma  radiation.  The 
latter  is  the  same  as  x-radiation. 

Some  of  these  radio-active  isotopes  may  find 
a place  as  specific  “medicine”,  medical  officers 
point  out.  The  most  notable  example  to  date 
is  radio-active  phosphorus,  known  chemically  as 
P32.  Phosphorus  is  an  important  constituent 
of  both  bones  and  blood.  It  is  carried  in  the 
blood  stream  through  the  entire  body.  When 
the  radio-active  isotope  is  administered  the 
blood  stream  is  subjected  to  a radium-like  bom- 
bardment. Consequently  when  the  isotope  Avas 
produced  first  in  the  cyclotron  about  seven 
years  ago  there  Avere  high  hopes  that  it  might 
mark  a long  advance  towards  the  conquest  of 
leukemia  — a cancer-like  condition  of  the  blood 
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in  which  there  is  an  enormous  increase  in  white 
cells  which,  however,  do  not  have  the  ability  of 
ordinary  cells  of  this  sort  to  combat  infection. 
Despite  various  complications  and  disappoint- 
ments, use  of  P32  now  is  generally  accepted  as 
the  treatment  of  choice  for  certain  forms  of 
leukemia,  ft  brings  about  long  remissions  of 
the  disease.  It  cannot  be  considered  a “cure" 
for  any  leukemic  condition  in  the  present  stage 
of  the  therapy  but  it  is  admittedly  a long  step 
in  advance  in  the  treatment  of  one  of  the  most 
difficult  maladies  known  to  medical  science. 

The  element  iodine  tends  to  concentrate  in 
the  thyroid  gland.  Since  radio-active  iodine 
behaves  exactly  the  same  as  ordinary  iodine  in 
the  body  it  was  logical  that  it  should  be  tried 
in  malignant  growth  of  the  thyroid.  Results  to 
date  have  been  somewhat  puzzling  and  incon- 
clusive. The  same  is  true  of  other  radio-active 
isotopes  which  have  been  tested  for  specific 
therapy. 

But  this  whole  field  of  medicine  still  is  almost 
unexplored  and  physicians  naturally  are  pro- 
ceeding with  great  caution  until  they  know  more 
about  specific  effects  and  possible  complications. 
Even  if  all  prospects  for  the  therapeutic  use 
of  isotopes  fail  to  materialize,  General  Kirk 
stressed,  the  importance  of  a relatively  abundant 
supply  of  these  materials  remains  preeminent. 

Any  element  — 96  are  now  known  — is  a 
combination  of  infinitesthnablv  minute  elemen- 
tary particles.  Those  are  protons,  each  carry- 
ing one  charge  of  positive  electricity ; electrons, 
each  carrying  one  charge  of  negative  electricity; 
and  neutrons,  which  are  not  electrically  charged. 

The  nucleus  of  an  atom  is  made  up  of  pro- 
tons, electrons  and  neutrons.  Revolving  around 
the  nucleus  somewhat  as  planets  revolve  around 
the  sun,  are  electrons.  There  are  precisely  the 
same  number  of  electrons  revolving  around  the 
nucleus  as  there  are  protons  in  the  nucleus 
which  are  not  balanced  by  nuclear  electrons. 
The  number  of  outer  electrons  is  the  atomic 
number. 

But  there  may  be  an  extra  neutron  in  the 
nucleus.  It  weighs  precisely  as  much  as  a proton. 
It  is  electrically  neutral.  Hence  it  does  not 
leave  room  for  an  extra  outer  electron.  The 
atomic  number  remains  the  same.  Element  92, 
which  is  uranium,  remains  uranium  so  long  as 
there  are  992  outer  electrons.  But  with  an  extra 
neutron  in  the  nucleus  it  weighs  more.  This 
heavier  uranium  is  known  as  an  isotope.  Chem- 


ically it  acts  precisely  the  same  as  any  other 
uranium. 

For  reasons  not  clearly  understood  various 
nuclear  combinations  are  unable  to  stick  to- 
gether and  break  up  with  considerable  violence. 
They  then  are  radio-active,  shooting  out  radia- 
tions which  can  he  detected  by  means  of  various 
devices.  Chief  of  these  is  the  so-called  Geiger 
counter.  By  means  of  it  the  presence  of  radio- 
active atoms  anywhere  in  the  body  can  be  de- 
tected. For  example,  a person  is  given  some- 
thing containing  radio-active  copper,  by  mouth. 
The  counter  will  enable  a physician  to  follow 
the  course  of  this  copper  through  the  entire  pro- 
cess of  assimilation  by  the  body. 


ONLY  NINE  TICK-BORNE  DISEASES 
REPORTED  IN  ARMY  THIS  YEAR 

Only  nine  cases  of  tick-borne  diseases,  four 
of  which  were  Rocky  Mountain  Spotted  Fever, 
have  been  reported  in  the  Army  since  •January, 
Major  General  Norman  T.  Kirk,  the  Surgeon 
General,  reported. 

In  a War  Department  announcement,  General 
Kirk  warned  the  peak  of  anticipated  cases  is 
expected  during  the  hot  months  of  July  and 
August.  After  the  first  frost,  ticks  usually 
hibernate. 

Credit  for  the  low  incident  of  these  diseases 
was  due  to  personal  caution  practiced  by  soldiers 
and  careful  preventive  measures  of  the  Medical 
Department.  Insect  repellent,  insecticides,  and 
personal  inspection  are  the  main  control  meas- 
ures employed  in  the  Army  although  vaccination 
against  Rocky  Mountain  Spotted  Fever  may  he 
used  for  troops  exposed  to  great  danger  of  in- 
fection. 

Of  four  cases  .of  Rocky  Mountain  Spotted 
Fever,  two  were  reported  in  O'Reilly  General 
Hospital,  Springfield,  Missouri,  and  one  each 
at  Fort  Bragg,  North  Carolina,  and  Camp  Car- 
son,  Colorado.  Other  tick-transmitted  diseases 
contracted  were  relapsing  fever,  “ Bull  is  Fever," 
Colorado  tick  fever  and  tularemia.  The  latter 
can  also  he  contracted  by  handling  various 
specie  of  wild  game.  Colorado  tick  fever  was 
contracted  by  two  soldiers  while  the  others  have 
occurred  only  once. 

Close  attention  is  devoted  to  this  group  of 
tick-borne  diseases  although  military  medicine 
is  acutely  aware  that  mosquitoes,  flies,  mites 
and  lice  are  more  deadly  enemies  of  the  military 
as  well  as  civilian  populations. 
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I'mring  1941  there  was  one  reported  case  of 
Rocky  Mountain  Spotted  Fever  in  the  Army. 
In  1942  there  were  three,  in  1943,  thirty-eight, 
1944,  fifteen,  and  1945,  five.  All-time  high  set 
in  1943  is  attributed  to  the  millions  of  troops 
on  maneuvers  in  tick-infested  areas  throughout 
the  United  States. 

Medical  officers  pointed  out  that  only  a small 
proportion  of  ticks  in  nature  are  infected  and 
capable  of  transmitting  a disease. 

Army  doctors  continually  stress  that  twice- 
daily  inspections  of  persons  in  woody  or  grassy 
regions  will  virtually  insure  immunity  from 
tick-borne  disease.  It  takes  the  tick,  which  can- 
not. fly,  about  six  to  eight  hours  to  become  firm- 
ly affixed  to  the  body. 

Tweezers,  or  some  similar  implement,  are  ad- 
vised in  removing  ticks.  In  no  instance,  should 
they  be  removed  by  the  naked  hand.  In  the 
event  they  are  crushed  in  the  process  infection 
inav  be  transmitted  to  a person  through  a micro- 
scopic scratch  in  the  fingers. 

A GT-inspired  method  of  removing  ticks  has 
considerable  merit.  A burning  cigarette  is  held 
close  to  the  exposed  portion  of  the  tick  causing 
it  to  loosen  its  hold  and  drop  from  its  victim. 

In  removing  ticks  with  mechanical  means,  the 
head  will  sometimes  break  off  and  remain  im- 
bedded in  the  skin.  It  may  cause  secondary  in- 
fection. 

Elimination  of  low  foliage  and  high  grass  will 
considerably  reduce  tick  hazard,  Medical  De- 
partment doctors  said.  A tick  attacks  by  fasten- 
ing its  two  hind  legs  to  vegetation  knee-high 
from  the  ground.  When  an  animal  or  human 
approaches  it  purposely  waves  six  of  its  eight 
spiny  legs  and  affixes  itself  as  its  victim  brushes 
by.  Once  contact  is  made  it  crawls  over  the 
skin,  seeking  a suitable  area  for  attachment, 
usually  in  a perspiring  area  or  hairy  region. 
Once  they  are  gorged  on  blood  they  drop  off. 
While  feeding  they  transmit  the  infection. 

Scientists  state  some  types  of  tick  can  go  from 
three  to  four  years  without  feeding.  That  makes 
them  less  susceptible  to  insecticides. 


ARMY  RELEASES  WORLD-WIDE 
VENEREAL  DISEASE  FIGURES 
Two-tenths  of  one  per  cent  or  one  of  every 
500  IT.  S.  troops  throughout  the  world  were 
admitted  to  hospitals  for  treatment  of  venereal 
disease  during  the  average  week  in  July,  1946, 
the  War  Department  announced  recently. 
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A breakdown  in  the  over-all  figure  gives  the 
following  rates  for  areas  in  which  American 
troops  were  serving  during  the  average  week  in 
July,  1946  : 

The  United  States  — one-tenth  of  one  per 
cent  or  one  out  of  every  one  thousand  troops. 

The  European  Theater  — five-tenths  of  one 
per  cent  or  one  out  of  every  200  troops. 

The  Western  Pacific  Area  — three-tenths  of 
one  per  cent,  or  one  out  of  every  333  troops. 

Total  overseas  rate  — four-tenths  of  one  per 
cent,  or  one  out  of  every  250  troops. 


MUSTARD  GAS  STUDIED  AS 
ANEMIA  TREATMENT 

A chemical  agent  which  would  have  about  the 
same  effect  as  x-radiation  on  neoplastic  tissue — 
the  tissue  of  such  malignant  growths  as  cancer — 
has  been  sought  for  some  years  by  medical  in- 
vestigators. 

One  now  appears  to  have  been  discovered  in 
a curious  way.  Although  as  a means  of  therapy 
it  appears  to  have  no  particular  advantage  over 
x-radiation  and  in  some  ways  is  decidedly  in- 
ferior, it  is  of  great  interest  as  the  first  mate- 
rial with  some  capacity  for  selective  destruction 
of  neoplasms  to  appear,  and  considerable  re- 
search on  its  properties  now  is  under  way.  It  is 
of  great  significance,  at  least,  theoretically,  as 
an  opening  wedge  into  a possible  new  field  of 
medicine. 

One  of  the  terrors  of  the  first  World  War 
was  mustard  gas.  While  this  was  not  used  by 
any  combatant  in  the  second  World  War,  it 
naturally  was  studied  by  all  the  countries  in- 
volved and  improved  forms  were  produced. 
Among  these,  both  in  the  United  States  and 
Great  Britain,  were  the  so-called  “nitrogen 
mustards.”  Their  precise  effects  on  the  human 
organism  were  investigated  in  order  to  devise 
adequate  defenses  and  proper  medical  treat- 
ment in  case  they  were  introduced  by  the  enemy. 
They  were  found  to  produce  profound  anemias 
due  to  their  specific  effects  on  lymphatic  tissue 
and  bone  marrow  where  blood  cells  are  formed. 
The  effect  was  very  similar  to  that  caused  by 
heavy  x-radiation. 

This  finding  led  to  the  possibility  that,  used 
in  rigidly  measured  doses,  they  might  actually 
be  used  as  medicines  for  blood  and  lymph  neo- 
plasms. They  are  very  potent  poisons.  The 
problem  is  to  administer  them  by  injection  in 
such  balance  that  they  will  do  much  more  harm 
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o unwanted  tissue  than  to  surrounding  healthy 
and  normal  tissue.  This  also  is  the  problem  with 
x-ray  treatment. 

Experiments  have  been  carried  out  in  several 
institutions  in  order  to  obtain  a fair  evaluation 
of  the  nitrogen  mustards  before  they  are  ac- 
cepted as  recognized  medicinal  agents.  Among 
these  institutions  is  the  New  York  Memorial 
Hospital.  The  results  have  just  been  reported 
in  a paper  submitted  to  the  War  Department 
Surgeon  General ’s  Office  by  Captain  1).  A. 
Karnofsky  of  the  Army  Medical  Corps  who 
worked  in  cooperation  with  Drs.  L.  P.  Graver, 
C.  P.  Rhoads  and  d.  C.  Abels. 

The  agents  were  used  in  treatment  of  several 
types  of  malignant  anemias.  In  one  type  they 
proved  quite  successful.  The  results  were  com- 
parable with  those  that  would  have  been  ex- 
pected from  x-radiation.  This  was  Hodgkin’s 
Disease,  characterized  by  severe  enlargement  of 
the  lymph  nodes  and  the  spleen,  accompanied 
by  a profound  anemia  which  eventually  proves 
fatal.  The  malady  is  rare,  but  has  been  known 
for  about  a century.  Altogether  28  patients 
with  this  disease  were  treated  at  Memorial  Hos- 
pital, Captain  Karnofsky  reports.  Three,  in 
which  the  condition  was  caught  in  its  early 
stages,  received  no  other  treatment  from  the 
first.  The  others  had  received  x-ray  therapy. 
It  was  found  that  there  were  conspicuous  bene- 
ficial effects.  After  each  treatment  there  was 
a temporary  alleviation  of  the  weakness,  fever 
and  loss  of  weight  ordinarily  associated  with 
Hodgkin’s  Disease.  There  was  an  improvement 
in  general  well  being.  Anemia  was  improved  in 
two  relatively  early  cases,  but  there  was  no  im- 
provement in  patients  with  severe  anemia  in 
advanced  stages  of  the  disease.  There  is  no 
reason  to  believe  that  any  cures  have  resulted 
from  this  therapy  but  life  has  been  prolonged 
similar  to  that  after  x-ray  therapy. 

Transient  regressions  were  obtained  in  cases 
of  lymphosarcoma,  a malignant,  growth  of  the 
lymph  nodes,  but  the  progress  of  the  disease 
was  not  materially  affected.  Five  of  those  treat- 
ed were  dead  within  11  months  of  the  recognized 
onset  of  the  malady.  The  remaining  patient,  a 
year  after  the  onset,  is  now  in  very  poor  con- 
dition. Other  malignant  maladies  showed  little 
improvement. 

Nitrogen  mustard,  concludes  the  report:  "is 
a chemotherapeutic  agent  with  activity  against 
certain  forms  of  neoplastic  disease.  I'nder  pres- 


ent methods  of  therapy,  however,  it  offered  no 
therapeutic  advantage  over  properly  used 
x-rays.  In  fact,  x-rays  were  ordinarily  to  he 
preferred.  In  certain  cases  of  Hodgkin's  Dis- 
ease with  generalized  systematic  symptoms  for 
which  x-rav  treatment  was  no  longer  feasible 
or  effective  temporary  symptomatic  remissions 
were  induced.  The  general  use  in  preference  to 
standard  methods  of  x-ray  therapy  is  not  rec- 
ommended until  the  therapeutic  indications  and 
limitations  of  this  new  agent  are  more  precisely 
determined  by  further  clinical  studies.” 


Campaign  To  Combat 
Heart  Disease 

The  initiation  of  a nationwide  program  of 
public  education  and  information  on  diseases 
of  the  heart  was  announced  today  by  officials 
of  the  American  Heart  Association,  Inc. 

The  program,  according  to  Dr.  Howard  F. 
West,  of  Los  Angeles,  president  of  the  associa- 
tion, will  have  as  its  prime  purpose  "the  dissem- 
ination of  educational  information  to  the  public 
in  a broad  effort  to  retard  the  rapid  increase 
of  heart  disease  throughout  the  nation. 

‘‘Fatalities  ascribed  to  diseases  of  the  heart,” 
Dr.  West  said,  ‘‘are  greater  than  the  total  of 
the  next  five  leading  causes  of  death.  It  is  es- 
sential, therefore,  that  the  public  know  more 
about  the  significance  of  blood  pressure,  infec- 
tions, over-weight,  rheumatic  fever,  arid  other 
factors  which  contribute  to  various  types  of 
heart  disease. 

It  is  estimated  that  there  are  more  than 
4,000,000  people  in  the  United  States  today  who 
have  heart  disease.  Diseases  of  the  heart  and 
blood  vessels,  including  cerebral  hemorrhage, 
accounted  for  575,000  deaths  in  1044.  Fatalities 
from  the  five  other  leading  causes  in  1044  were 


as  follows: 

Cancer 171,000 

Accidental  Deaths 95,000 

Nephritis 92,000 

Pneumonia 64,000 

Tubeculosis 55,000 


In  addition  to  accounting  for  more  fatalities 
than  those  five  causes  combined,  heart  diseases 
are. responsible  for  an  annual  loss  of  more  than 
100,000,000  work  days. 

Officials  of  the  American  Heart  Association 
state  that  the  association’s  program  will  call  for 
emphasis  on  educational  work  with  schools, 
parent-teachers’  associations  and  other  groups 
concerned  with  children  because  of  the  impor- 
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tance  of  rheumatic  fever  and  heart  diseases.  Ac- 
cording- to  recent  surveys,  this  scourge  of  chil- 
dren causes  more  than  five  times  as  many  deaths 
as  the  combined  total  of  deaths  from  infantile 
paralysis,  scarlet  fever,  diptheria,  measles  men- 
ingitis, and  whooping  cough.  It  is  a serious 
disease  among  adults,  too,  as  illustrated  by  the 
estimated  40,000  veterans  who  acquired  the  dis- 
ease during  their  recent  military  service. 

The  War  forcibly  dramatized  the  need  for  a 
national  health  program  designed  to  retard  the 
increase  in  heart  disease  cases.  An  estimated 
ten  per  cent  of  the  men  rejected  by  th  IT.  S. 
Selective  Service  were  disqualified  because  of 
cardio-vascular  diseases  (diseases  of  the  heart 
and  blood  vessels).  In  a survey  of  a special 
sampling  of  5,000  rejectees  for  cardio-vascular 
diseases  in  five  major  cities  — Chicago.  New 
York,  Boston,  Philadelhpia.  San  Francisco  - 
50%  has  been  disqualified  because  of  rheumatic 
heart  disease.  The  second  greatest  cause  of  re- 
jection due  to  cardio-vascular  diseases  was 
hypertension  (high  blood  pressure),  which  ac- 
counted for  25.6%  of  the  disqualifications. 

The  educational  campaign  of  the  American 
Heart  Association  will  reach  its  climax  during 
National  Heart  Week  to  begin  on  February  9, 
1947,  which  includes  St.  Valentine’s  Day.  It  is 
expected  that  all  branches  of  medicine,  phar- 
macy, insurance,  industry  and  many  other 
groups  interested  in  health  and  public  welfare 
will  cooperate  fully. 

Supporting  and  cooperating  groups  will  in- 
clude the  following  national  organizations  which 
comprise  the  American  Council  on  Rheumatic 
Fever  of  the  American  Heart  Association  : 

American  Academy  of  Pediatrics 
American  Association  of  Medical  Social 
Workers 

American  College  of  Physicians 
American  Hospital  Association 
American  Medical  Association 
American  Nurses  Association 
American  Public  Health  Association 
American  Rheumatism  Association 
American  School  Health  Association 
National  Organization  for  Public  Health 
Nursing 

National  Society  for  Crippled  Children  and 
Adults 

The  collaboration  of  the  United  States  Public 
Health  Service,  National  Tuberculosis  Associa- 
tion and  others  is  expected. 

Local  Heart  Associations  and  affiliated  groups 
in  such  cities  as  New  York,  Washington, 
Chicago,  Boston,  etc.  will  assist  in  the  national 
campaign. 


The  directors  of  the  American  Heart  Associa- 
tion are  : 

Dr.  Edgar  V.  Allen.  . . .Rochester,  Minn. 

Dr.  Graham  Asher Kansas  City,  Mo. 

Dr.  Arlie  R.  Barnes Rochester,  Minn. 

Dr.  Alfred  Blalock Baltimore,  Md. 

Dr.  William  H.  Bunn.  .Youngstown,  Ohio 

Dr.  Clarence  de  la  Chapelle 

New  York  City 

Dr.  Tinsley  R.  Harrison Dallas 

Dr.  George  R.  Herrmann Galveston 

Dr.  T.  Duckett  Jones Boston 

Dr.  Louis  N.  Katz Chicago 

Dr.  Samuel  A.  Levine Boston 

Dr.  Gilbert  Marcjuardt Chicago 

Dr.  H.  M.  Marvin New  Haven 

Dr.  Edwin  P.  Maynard,  Jr Brooklyn 

Dr.  Thomas  M.  McMillan . . . Philadelphia 

Dr.  Jonathan  Meakins Montreal 

Dr.  M.  Sterling  Nichol Miami 

Dr.  Harold  E.  B.  Pardee.  .New  York  City 

Dr.  William  B.  Porter Richmond,  Va. 

Dr.  David  D.  Rutstein . . . .New  York  City 

Dr.  John  J.  Sampson San  Francisco 

Dr.  Roy  W.  Scott Cleveland 

Dr.  Howard  B.  Sprague Boston 

Dr.  George  F.  Strong.  . .Vancouver,  B.  C. 

Dr.  William  J.  Stroud Philadelphia 

Dr.  Homer  F.  Swift New  York  City 

Dr.  William  P.  Thompson.  . .Los  Angeles 
Dr.  Harry  E.  Ungerleider.New  York  City 

Dr.  Howard  F.  West Los  Angeles 

Dr.  Paul  D.  White Boston 

Dr.  Frank  N.  Wilson Ann  Arbor 

Dr.  Irving  S.  Wright New  York  City 

Dr.  Wallace  M.  Yater.  .Washington,  D.  C. 


ABSTRACTS 

Prepared  by  the 

CARRIE  TINGLE Y HOSPITAL  FOR 
CRIPPLED  CHILDREN 
Hot  Springs,  New  Mexico 
Journal  of  American  Medical  Association, 

131:  1411-1419,  August  24,  1946 

INFANTILE  PARALYSIS,  OR 
ACUTE  POLIOMYELITIS 
A Brief  Primer  of  the  Disease  and  its  Treatment 

THE  AMERICAN  ORTHOPEDIC 
ASSOCIATION 

At  a time  when  considerable  publicity  and 
discussion  is  taking  place  in  regard  to  poliomy- 
elitis, a committee  of  the  American  Orthopedic 
Association,  composed  of  five  of  its  well  quali- 
field  members,  presents  this  excellent  resume  on 
poliomyelitis.  Designed  especially  for  the  gen- 
eral practioner,  the  article  serves  the  purposes 
of  the  pediatrician  and  orthopedic  surgeon  as 
well ; it  being  an  admirable  blend  of  the  so- 
called  “orthodox"  and  “newer  concepts"  of  the 
disease.  The  primer  deals  with  the  definition, 
history,  epidemiology,  pathology,  symptomatol- 
ogy and  course,  differential  diagnosis,  prog- 
nosis, treatment  (in  all  stages)  and  social  and 
economic  considerations.  Covering  as  it  does 
such  broad  aspects  of  the  disease,  some  phases 
are  necessarily  only  briefly  alluded  to,  but  the 
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meat  of  the  particular  situation  is  presented, 
and  should  stimulate  further  interest  and  study 
of  the  exhaustive  literature  on  poliomyelitis 
which  has  been  accumulated  in  the  past  few 
years. 

The  bulk  of  the  paper  is  concerned  with  diag- 
nosis and  treatment,  especially  in  the  acute  and 
subacute  stages  of  the  disease  but  the  classical 
concept  of  the  reversible  nature  of  the  funda- 
mental pathology  in  the  central  nervous  system 
is  reiterated.  i)ue  emphasis  is  placed  upon 
abortive  and/or  non-paralytic  forms  of  the  dis- 
ease; which,  increasing1  awareness  of  the  dis- 
ease (both  by  laymen  and  physicians),  will  no 
doubt  raise  the  present  day  relative  figure  of 
20%  to  a much  higher  (if  less  accurate)  figure 
in  the  future.  An  excellent  picture  of  the  acute 
stages  of  the  disease  follows,  both  from  the  sys- 
temic and  neuromuscular  standpoints.  No  time 
is  wasted  with  laboratory  controversial  factors 
in  the  symptomatology,  which  is  after  all,  of  no 
great  concern  to  the  practitioner  before  such 
issues  have  become  stabilized.  However,  under 
treatment,  the  statement,  “Loss  of  function  dur- 
ing o)'  following  an  attack  of  acute  anterior 
poliomyelities  may  result  from  prolonged  muscle 
spasm,  deformity  or  muscle  paralysis, " is  sig- 
nificantly inclusive. 

The  division  of  the  disease  into  (1)  prepara- 
lytic, (2)  abortive,  and  (3)  paralytic  phases 
clarifies  and  simplifies  the  problem  of  treat- 
ment. Here,  too,  there  is  a fine  blending  of  older 
and  more  recent  principles  of  treatment,  embody- 
ing those  of  Sister  Kenny.  The  treatment  at  first 
is  entirely  symptomatic  and  positional  along 
with  hot  packing.  This  is  preeminently  the  time 
to  watch  out  for  respiratory  (and  cardiac)  com- 
plications, and  a distinction  should  be  made  be- 
tween bulbar  and  spinal  causative  factors  along 
this  line.  Every  possible  means  of  tiding  the 
patient  over  this  critical  period  must  be  em- 
ployed in  order  to  lower  the  appalling  mortality 
attending  bulbar  involvement  (42-80%).  Heat 
(dry  and  moist),  physical  therapy,  fluids,  gen- 
eral nutrition,  nursing  and  emotional  psycho- 
logical factors  are  stressed  during  the  paralytic 
stages.  Splints  and  braces  are  employed  as  in- 
dicated in  the  individual  case.  It  is  not  to  be 
construed  that  orthopedic  principles  which  have 
stood  the  test  of  time  have  been  discarded  in 
the  treatment  of  the  parlytic  symptoms.  During 
the  subacute  and  convalescent  stages  chief 
therapeutic  emphasis  is  placed  therefore  upon 
intensive  physiotherapy  and  measures  to  pre- 
vent deformity.  Efforts  toward  aiding  the  re- 
covery of  paralytic  muscles  continue  for  about 
two  years  after  onset  of  the  disease.  Henceforth 
the  problem  remains  that  of  physical  (surgical) 
social  and  economic  rehabilitation. 

This  paper  should  be  read  carefully  by  all 
those  who  are  interested  in  the  problem  of 
poliomyelitis. 


Journal  of  Bone  and  Joint  Surgery,  Vol.  28.  No.  3 
Old  Series  Vol.  44,  Page  513,  July  1946 


SYMPATHETIC  BLOCK  OF  THE 
STELLATE  GANGLION 
Its  Application  in  Orthopedic  Conditions 
GUY  A.  CALDWELL,  M.D.,  T.  F.  BRODERICK. 
M.D.,  and  R.  M.  ROSE,  M.D.,  New  Orleans,  La. 


The  author  presents  a host  of  painful  condi- 
tions of  the  upper  extremities  in  which  infiltra- 
tion of  the  stellate  ganglion  with  procaine  hy- 
drochloride was  done  with  relief  of  pain.  A few 
of  the  lesions  mentioned  were  acute  subdeltoid 
bursitis,  periarthritis,  myositis,  hypertrophic 
arthritis,  pain  and  swelling  following  trauma 
and  causalgia  following  trauma.  The  most  grat- 
ifying results  were  obtained  in  subdeltoid  bur- 
sitis and  pain  and  swelling  following  trauma. 
With  the  relief  of  pain  greater  benefit  was  af- 
forded by  physiotherapy,  as  the  patient  was  able 
to  tolerate  a much  wider  range  of  activity. 

Two  techniques  for  infiltration  are  presented. 
The  technique  most  commonly  employed  was 
that  of  De  Sousa  Pereria.  The  surgical  proced- 
ure is  well  described  and  the  accompanying  il- 
lustrations are  excellent. 

Complications  are  listed  as  psychic  reactions, 
procaine  reactions  (test  for  skin  sensitivity  is 
recommended),  pneumothorax,  hematoma,  sub- 
arachnoid injection  and  recurrent  laryngeal 
paralysis.  The  authors  warn  against  bilateral 
in  jueetions. 

S.  L.  Stovall,  M. I ). 


Surgery,  Gyneocology  and  Obstetrics,  43:187-199 
August,  1946 


SEVERE  BURNS 

Clinical  Findings  with  a Simplified  Plan 
of  Early  Treatment 

ROBERT  ELMAN,  M.D.;  C.  R.  MERRY,  M.D.; 
CALCUS  E.  BEGUESSE,  M.D.;  and  RAPHAEL 
TISDALE,  M.D.;  St.  Louis,  Missouri 

On  the  basis  of  55  selected  carefully  studied 
patients  with  burns  involving  at  least  a mini- 
mum of  10%  of  the  body  surface,  the  author 
presents  a timely  simplified  plan  of  early  treat- 
ment of  severe  burns.  Throughout  the  discus- 
sion, however,  great  emphasis  is  placed  on  the 
urgency  of  not  sacrificing  therapeutic  individ- 
ualization to  over-simplification.  For  instance, 
in  discussing  the  12  fatal  cases  in  this  series, 
6 are  relegated  to  what  might  perhaps  be  called 
preventable  failures  of  their  method  of  treat- 
ment. Vomiting,  evidence  of  shock  and  toxemia, 
in  these  cases,  indicated  that  these  manifesta- 
tions are  more  significant  in  regard  to  the  ser- 
iousness of  the  burns  than  the  extent  of  the  skin 
involved.  Moreover,  all  of  the  fatal  cases  were 
flame  or  flash  burns.  These  factors  point  out 


• I.  Kulowski.  M.l ). 


Xo.  6 


Arizona  Mfdicinp 


381 


Vol.  3 . 


the  need  for  special  study  and  treatment  of  such 
patients  from  the  very  beginning. 

Their  general  plan  is  therapy  is  worth  quot- 
ing in  some  detail.  On  admission  to  the  receiv- 
ing room  all  exposed  burned  areas  were  covered 
with  a sterile  sheet  and  blanket.  Pain,  contrary 
to  general  opinion,  was  a negligible  factor,  and 
consequently  morphine  or  codeine  sedation  was 
not  given  as  routine.  A prophylactic  dose  of 
antitetanus  serum  was  routinely  injected.  Full 
treatment  followed  in  the  dressing  room  off  the 
surgical  wards. 

Intravenous  injections  were  administered  only 
where  the  oral  route  was  ineffective,  particu- 
larly in  meeting  acute  deficits.  Plasma  was  used 
primarily  only  for  the  treatment  of  shock  when 
present  or  impending.  This  necessitated  con- 
stant observation  during  the  first  24-4:8  hours. 
A progressive  increase  in  the  red  count,  and  not 
hemo-eoncentration  alone,  was  the  index  used 
for  plasma,  in  the  absence  of  shock.  When  indi- 
cated, no  rigid  formula  was  used  (20  cc.  per 
kilo  in  severe  cases)  for  plasma  administration. 

Gentle  soap  and  water  cleansing  of  the  sur- 
rounding areas  — not  debridement  — was  car- 
ried out,  regardless  of  the  various  substances 
that  had  been  already  applied  at  the  place  and 
time  of  injury.  In  applying  the  dressing,  scru- 
pulous aseptic  technique  was  employed  — to  the 
extent  of  masking  the  patient.  A large  volumi- 
nous firm  dressing,  well  beyond  the  burned  area, 
was  applied  over  plain  gauze,  carbowax 
(meleeney)  or  a fine  mesh  gauze  thinly  im- 
pregnated with  petrolatum.  This  dressing  was 
then  left  undisturbed  usually  from  10-14  days. 
No  local  chemotherapy  was  used.  Sulfathiazole, 
1/10  gm /kilo  daily  was  routinely  given  by 
mouth. 

Attention  to  nutrition  including  oral  fluid 
intake,  was  given  high  priority.  From  the  very 
beginning  these  liquids  were  of  high  nutritional 
value  and  included  high  protein  and  caloric 
drinks,  ice  cream,  etc.  This  was  not  left  to 
chance  but  was  specifically  ordered  and  checked 
with  urinary  output.  When  possible  200  gms. 
of  protein  and  2000  or  more  calories  was  given 
along  with  1 gm.  or  more  of  absorbic  acid. 
Mobilization  was  encouraged  as  early  as  possible. 

The  clinical  findings  emphasized  the  extreme 
variability  of  this  condition,  again  pointing  out 
the  need  for  further  refinements  of  study  and 
therapeutic  indications.  Of  the  systematic  mani- 
festations on  entrance,  thirst  — an  asset  to  oral 
fluid  ingestion  — was  present  in  practically  all 
patients.  Coldness  and  chilliness  was  next  in 
frequency.  Vomiting  was  rare  in  non-fatal  cases 
but  occurred  in  50%  (6)  of  the  fatal  cases. 
Hemoconcentration  was  vary  variable  — being 
more  prominent  in  hot  water  than  flame  burns. 
Moist  necrosis  was  more  apt  to  be  associated 
with  toxemia  than  the  dry  type.  Initial  esti- 
mation of  the  degree  and  depth  of  the  burn 
could  not  be  relied  on,  being  greater  subsequent- 


ly, especially  of  hot  water  burns,  emphasizing 
the  need  for  oversize  dressings.  Flash  and  flame 
burns  usually  resulted  in  deeper  areas  of  de- 
struction. Of  the  2b  cases  which  healed  with- 
out skin  grafting,  19  were  due  to  hot  water. 
Of  the  17  cases  which  required  skin  grafting, 
15  were  due  to  flash  or  flame. 

The  most  striking  observation  was  the  rela- 
tively low  incidence  of  infection,  and  fever. 
Nineteen  of  the  43  healed  cases  showed  no  fever 
and  29  no  elevation  above  101°F.  Other  advan- 
tages of  the  present  method  of  treatment  in- 
cluded reduction  in  the  amount  of  routine  nurs- 
ing and  professional  care,  and  rapidity  of  heal- 
ing (as  compared  with  previous  experiences). 
Only  10  of  43  patients  with  healed  burns  were 
given  plasma  or  blood  transfusions  as  part  of 
their  early  therapy,  and  of  these  9 had  flash 
or  flame  burns.  When  needed,  large  volumes 
were  used  however  — 6 liters  in  case  52 ; before 
the  level  of  the  red  count  remained  normal. 

Removal  of  the  slough  was  unsatisfactory  and 
requires  further  research.  Anemia  Avas  noted  in 
only  8 cases  and  was  moderate  in  6. 

It  is  suggested  that  the  extent  and  depth  of 
the  skin  involved  is  not  always  an  accurate  in- 
dication of  its  seriousness.  Of  greater  signifi- 
cance is  the  kind  of  burn,  which  should  be  tie- 
scribed  as  flame  or  scald,  and,  when  possible, 
in  terms  of  the  duration  and  temperature  of 
the  burn  stimulus.  Special  therapy  and  indi- 
vidualization is  indicated  in  the  presence  of 
vomiting,  shock  and  toxemia,  regardless  of  the 
non-extensiveness  of  the  burn  area. 

•J.  Kulowski,  M.  I). 


Treatment  of  Black  Widow 
Spider  Bite 

ANTTVENIN  (Latrodectus  Mactans) 

An  antitoxic  serum  prepared  by  immunizing 
horses  against  the  venom  of  the  black  widow 
spider  (Latrodectus  mactans). 

Actions  and  Uses  — This  material,  which  is 
standardized  on  the  basis  of  its  ability  to 
neutralize  the  venom  of  the  black  widow  spider 
when  the  two  are  injected  simultaneously  in 
mice,  is  claimed  to  be  indicated  in  the  treat- 
ment of  patients  suffering  from  symptoms  due 
to  bites  inflicted  by  the  black  widow  spider 
(Lactroclectus  mactans).  Prior  to  use,  tests  for 
serum  sensitivity  should  be  made,  test  material 
consisting  of  1:10  dilution  of  isotonic  solution 
of  normal  equine  serum,  which  is  injected  intra- 
dermally.  If  there  is  a positive  skin  reaction, 
an  eye  test  consisting  of  placing  a few  drops  of 
the  material  on  the  conjunctiva  and  watching 
for  ten  minutes  should  be  undertaken.  If  there 
is  a negative  result  from  the  skin  test,  the  thera- 
peutic serum  can  be  administered.  However,  if 
there  is  a positive  reaction  in  the  eye  following 
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the  positive  skin  test,  serum  therapy  should  be 
avoided.  If  there  is  a positive  skin  test  and  a 
negative  eye  test,  the  individual  may  he  desensi- 
tized before  administering  the  serum.  The 
amount  ot  material  injected  into  the  skin  for 
the  intradermal  tests  should  be  not  more  than 
0.02  ec.  of  the  test  material.  The  result  can  be 
evaluated  in  ten  minutes,  a positive  reaction 
consisting  of  an  urticarial  wheal  surrounded  by 
a zone  of  erythema. 

Associated  treatment  includes  hot  plunge 
baths,  intravenous  injection  of  magnesium  sul- 
fate, 20cc.  of  10  per  cent  solution,  or  intravenus 
injection  of  10  per  cent  calcium  gluconate.  Bar- 
biturates may  be  used  for  restlessness.  Appar- 
ently nothing  is  gained  by  local  treatment  at  the 
site  of  the  bite. 

Dosage — An  injection  of  2.5  cc.  of  serum  is 
administered  intramuscularly. 

Reprint  from  Reports  on  the  Council  on  Pharmacy  and 
Chemistry  of  the  A.M.A. 

Abstracts  from  Journal  of 
Venereal  Diseases 

Studies  in  Syphilis.  VI.  Fibrosis  and  Round 
Cell  Infilration  of  the  Parenchymatous  Organs 
(Warthin)  in  Relation  to  Serodiagnostic  Find- 
ings. Paul  D.  Rosahan. 

A comparative  study  of  225  syphilitic  patients 
made  according  to  age,  sex,  serologic  status,  and 
presence  or  absence  of  anatomic  lesions  of  syph- 
ilis at  autopsy  showed  that  the  number  of  pa- 
tients with  fibrosis  and  round  cell  infiltration 
of  the  parenchymatous  organs  (Warthin)  was 
not  related  to  the  I’esidts  of  serologic  tests  for 
syphilis. 

Individuals  with  positive  serums  at  autopsy 
'and  individuals  with  negative  serums  wdth  a 
history  of  syphilis  were  compared  as  to  those 
without  and  those  with  lesions,  occurring  espec- 
ially in  the  heart  and  aorta,  liver,  pancreas, 
adrenals,  and  testes,  consisting  essentially  of 
fibrous  tissue  deposition  with  varying  numbers 
of  infiltrating  lymphocytes  and  plasma  cells  as 
described  by  Warthin. 

As  a result  of  the  study,  organ  for  organ  the 
incidence  of  these  lesions  in  the  two  groups 
showed  no  significant  differences.  Moreover,  the 
study  showed  that  syphilitic  persons  with  typi- 
cal Warthin  lesions  in  multiple  organs  were  no 
more  likely  to  present  serological  evidence  of 
syphilis  than  those  with  Warthin  lesions  in  only 
one  organ.  The  findings  indicate  that  the 
changes  described  by  Warthin  are  not  related 
to  the  reaction  of  the  serum  to  known  tests  for 
syphilis. 

The  Systemic  Treatment  of  Arsenic  Poison- 
ing with  BAL  (2-8  Dimercaptopropanol).  Harry 
Nagle.  Journal  of  Venereal  Disease  Informa- 
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tion,  Washington,  27:  114-122,  May  1946.  Clin- 
ical data  on  more  than  200  patients,  summar- 
ized  by  Eagle,  indicate  that  BAL  (2,  3-dimer- 
captopropanol)  is  of  value  in  the  systematic 
treatment  of  certain  types  of  arsenic  poisoning. 

The  compound  2,  3-dimercaptopropanol  (Brit- 
ish anti-Lewisite,  ‘‘BAL”)  was  developed  dur- 
ing the  war  as  an  antidote  for  the  arsenical 
blister  gases.  It  was  first  intended  for  the  local 
decontamination  and  treatment  of  the  skin  and 
eye,  but  it  was  subsequently  found  to  be  effec- 
tive in  the  systematic  treatment  of  severe  arsenic 
poisoning,  occurring  either  after  exposure  to  the 
arsenical  blister  gases,  or  observed  as  a compli- 
cation of  arsenotherapy.  The  latter  application 
is  of  particular  interest  in  relation  to  the  use 
of  arsenicals  in  the  treatment  of  syphilis. 

The  experimental  background  of  BAL,  includ- 
ing its  biochemical  and  pharmacologic  proper- 
ties, is  reviewed  and  the  toxicity  and  optimum 
dosage  of  BAL  in  animals  and  man  are  dis- 
cussed. Following  preliminary  studies,  the  sys- 
temic treatment  of  arsenical  poisoning  in  man 
was  begun  in  September  1943,  using  a peanut 
oil  preparation  containing  5 per  cent  BAL  and 
10  per  cent  benzyl  benzoate,  concentrations  sub- 
sequently increased  to  10  and  20  per  cent.  The 
dosage  first  suggested  was  2.5  mg.  per  kilogram 
at  each  injection,  to  be  repeated  2 to  4 times 
on  the  first  day,  and  once  to  twice  daily  there- 
after. A large  proportion  of  the  first  200  cases 
were  patients  observed  and  treated  at  the  rapid 
treatment  centers  of  the  Public  Health  Service. 
BAL  was  used  in  the  treatment  of  arsenical 
poisoning  in  more  than  200  patients  whose  diag- 
noses included  toxic  encaphalitis,  arsenical  der- 
matitis, jaundice,  massive  overdose  of  maphar- 
sen,  and  arsenical  fever.  The  effect  of  BAL 
on  urinary  excretion  of  arsenic  in  29  patients 
is  briefly  summarized. 

Toxic  encephalitis:  Of  55  cases  of  “hemor- 
rhagic encephalitis”  caused  by  intensive  arseno- 
therapy, 40  were  either  convulsing  or  in  coma 
at  the  time  BAL  was  administered.  Of  these, 
44  patients  recovered  within  1 to  7 days;  the 
other  11  patients  died.  Five  of  the  11  deaths 
occurred  in  a group  of  nine  in  which  treatment 
was  delayed,  and  in  1 case  the  amount  of  treat- 
ment was  inadequate.  All  of  which  suggests 
that  if  BAL  is  administered  in  adequate  dosage 
soon  after  the  onset  of  cerebral  symptoms,  the 
mortality  (20  per  cent)  in  toxic  encephalopathy 
may  be  reduced  to  probably  less  than  15  per 
cent. 

Arsenical  dermatitis:  In  a group  of  88  pa- 

tients with  arsenical  dermatitis  treated  with 
BAL,  51  were  typical  exfoliative  cases.  Of  these 
51,  80  per  cent  showed  definite  improvement 
within  3 days;  the  average  time  for  almost  com- 
plete recovery  was  13  days.  Of  this  group,  5 
patients  developed  gluteal  abscesses  or  cellu- 
litis at  the  site  of  injection,  probably  referable 
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to  infection  from  the  needle  going  through  an 
inflamed  and  infected  area. 

Blood  dyscrasias : In  10  of  1 1 cases  of  arsen- 
ical agranulocytosis,  the  administration  of  BAL 
was  followed  by  an  increase  in  the  total  white 
blood  cell  count,  and  an  even  more  pronounced 
increase  in  the  proportion  and  number  of  poly- 
morphonuclear leukocytes.  This  was  usually  ap- 
parent within  2 days,  and  the  white  count  ap- 
proached normal  levels  within  7 days.  The 
elevent  patient,  in  whom  the  blood  platelet 
count  was  also  reduced,  died  on  the  4th  day. 
BAL  in  the  dosage  used  had  no  effect  in  3 cases 
of  aplastic  anemia  occurring  as  a complication 
of  arsenotherapy. 

Jaundice:  Of  14  cases  of  so-called  postarsen- 
ical  jaundice  treated  with  BAL,  the  sympto- 
matic improvement  in  5 patients  was  so  prompt 
as  to  suggest  that  BAL  may  have  been  respon- 
sible for  the  observed  response.  However,  in  7 
of  the  14  cases,  BAL  had  no  demonstrable  effect 
on  the  clinical  course  and,  in  2,  its  effect  was 
debatable.  It  would  therefore  appear  that  BAL 
may  favorably  affect  the  course  of  postarsenical 
jaundice  in  a definite  if  small  proportion  of 
eases. 

Massive  overdose  of  mapharsen  : Of  4 patients 
given  large  doses  of  mapharsen  or  its  analogues, 
3 patients,  given  400-600  mg.  of  an  arsenical, 
recovered  after  treatment  with  BAL.  The 
fourth  patient,  given  1,200  mg.  of  mapharsen 
in  a single  intravenous  injection,  received  alto- 
gether inadequate  amounts  of  BAL  (3  injec- 
tions of  150  mg.  each)  and  eventually  died  after 
an  initially  favorable  response. 

Effect  of  BAL  on  urinary  excretion  of  arsenic 
in  man : In  6 normal  subjects,  in  12  volunteers 
exposed  to  small  concentrations  of  a toxic  arsen- 
ical smoke,  and  in  11  cases  of  arsenical  derma- 
titis, the  injections  of  BAL  was  regularly  fol- 
lowed by  an  increased  urinary  excretion  of 
arsenic.  In  the  first  2 groups,  the  effect  of 
BAL  was  shown  to  be  temporary,  disappearing 
within  2 to  4 hours  after  a single  injection.  In 
6 cases  of  postarsenical  jaundice,  the  urinary 
arsenic  excretion  was  significantly  increased  in 
only  2.  corresponding  to  the  irregularly  favor- 
able effect  of  BAL  in  that  complication. 

A recommended  method  for  the  administra- 
tion of  BAL  in  peanut  oil  and  Benzyl  Benzoate 
in  the  treatment  of  arsenic  poisoning  is  given 
with  a dosage  schedule  of  treatment  in  which 
larger  doses  are  to  be  used  in  severe  complica- 
tions. The  author  concludes : that  pharma- 
cologic and  clinical  data  indicate  that  BAL  is 
of  value  in  the  systemic  treatment  of  certain 
types  of  arsenic  poisoning;  that  in  severe  com- 
plications, mortality 'is  apparently  reduced  and 
the  period  of  hospitalization  shortened ; that  in 
the  milder  complications,  recovery  is  apparently 
accelerated ; and  that  the  results  emphasize  the 
importance  of  prompt  and  adequate  treatment. 


ANNOUNCEMENT  OF  VAN  METER 
PRIZE  AWARD 

The  American  Association  for  the  Study  of 
Goiter  again  offers  the  Van  Meter  Prize  Award 
of  Three  Hundred  Dollars  and  two  honorable 
mentions  for  the  best  essays  submitted  concern- 
ing original  work  on  problems  related  to  the 
thyroid  gland.  The  Award  will  be  made  at  the 
annual  meeting  of  the  Association  which  will 
be  held  in  Atlanta,  Georgia,  April  3rd,  4th,  5th, 
1947  providing  essays  of  sufficient  merit  are 
presented  in  competition. 

The  competing  essays  may  cover  either  clinical 
or  research  investigations;  should  not  exceed 
three  thousand  words  in  length ; must  be  pre- 
sented in  English ; and  a typewritten  double- 
spaced copy  sent  to  the  corresponding  secretary. 
Dr.  T.  C.  Davison,  207  Doctors  Building, 
Atlanta  3,  Georgia  not  later  than  January  1st, 
1947.  The  committee,  who  will  review  the  manu- 
scripts, is  composed  of  men  well  qualified  to 
judge  the  merits  of  the  competing  essays. 

A place  will  be  reserved  on  the  program  of 
the  annual  meeting  for  presentation  of  the  Prize 
Award  Essay  by  the  author  if  it  is  possible  for 
him  to  attend.  The  essay  will  be  published  in 
the  annual  Proceedings  of  the  Association.  This 
will  not  prevent  its  further  publication,  how- 
ever, in  any  Journal  selected  by  the  author. 

T.  C.  Davison,  M.D. 


VETERAN ’S  A PPOINTMENT 

Dr.  Harold  Franklin  Stolz  of  Saginaw,  Mich- 
igan, has  accepted  an  appointment  in  the  De- 
partment of  Medicine  and  Surgery,  Veterans 
Administration.  He  has  assumed  duties  at  Vet- 
erans Administration  Tuberculosis  Hospital, 
Tucson,  Arizona. 

Prior  to  accepting  this  appointment.  Dr.  Stolz 
was  connected  with  the  Lovelace  Clinic,  Albu- 
querque, New  Mexico  and  was  an  active  staff 
member,  St.  Joseph’s  Hospital  and  Presbyterian 
Hospital,  Albuquerque,  New  Mexico.  He  served 
as  Associate  Physician,  Cardio-respiratorv  Dis- 
eases, Henry  Ford  Hospital,  from  1942  to  1945. 
He  was  in  practice  at  Saginaw,  Michigan,  1938- 
1942.  Previous  to  this,  Dr.  Stolz  was  a Clinical 
Instructor  in  Internal  Medicine  on  the  teach- 
ing staff  of  the  Vermont  University  School  of 
Medicine. 

He  has  served  as  Assistant  Resident,  Wyan- 
dotte General  Hospital,  Wyandotte,  Michigan; 
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and  as  Resident,  St.  Luke’s  Hospital,  Saginaw, 
Michigan. 

Dr.  Stolz  is  a member  of  the  American  Med- 
ical Association,  New  Mexico  State  Medical  As- 
sociation, and  the  American  Trudeau  Society. 


WAA  ANNOUNCEMENT 

Medical  War  Veterans  seeking  or  planning 
purchases  of  war  surplus  medical  equipment, 
will  find  the  following  information  from  the 
Los  Angeles  Regional  office  of  War  Assets  Ad- 
ministration informative  if  somewhat  discourag- 
ing. 

Despite  apportionment  of  medical  equipment, 
set  aside  for  sale  to  them,  on  the  basis  of  veteran 
population  of  the  33  WAA  regions,  it  is  certain 
that  supply  of  popular  major  items  will  never 
equal  the  demand. 

WAA  stocks  of  medical  equipment  and  sup- 
plies were  “frozen”  last  June  10,  to  permit 
a nation-wide  inventory  and  a count  of  vet- 
erans by  WAA  regions.  The  “freeze”  was  lifted 
August  23  and  a formula  for  fair  apportionment 
was  instituted. 

Distribution  is  in  progress  now,  under  the 
new  formula,  but  quantities  declared  surplus  to 
date  are  far  below  the  demand,  as  indicated  by 
Medical  Veteran's  priorities  already  issued  and 
now  awaiting  fulfillment. 

In  the  Southern  Oalifornia-Arizona  area  of 
the  Los  Angeles  Regional  and  Phoenix  Branch 
offices,  which  have  been  allotted  4 percent  of 
total  WAA  stocks  in  the  U.S.,  these  typical 
figures  on  demanded  items  show  how  greatly 
the  requests  exceed  actual  supply: 

Orders  Number 

On  Hand  Allotted  to 
Sept.  23  Sept.  23 


Diathermy  apparatus  192  0 

Basal  Metabolism  machines  . . . 112  3 

Electrocardiographs  136  0 

X-ray  machines  265  38 

Examining  tables  162  21 

Operating  tallies  162  25 

Microscopes  249  4 


As  rapidly  as  declared  surplus  by  the  owning 
agencies  — Army,  Navy,  Maritime  Commission, 
etc..  — medical  items  will  be  apportioned  ac- 
cording to  the  veteran  population  formula,  and 
sold  on  priorities.  But  because  demand  so  far 
exceeds  supply,  Medical  Veterans  are  cautioned 
by  WAA  not  to  count  heavily  on  obtaining  pop- 
ular major  items  from  war  surplus  stock. 

Because  there  are  many  items  for  which  the 


supply-demand  ratio  is  better  Medical  Veterans 
who  have  not  applied  for  priority  certificates 
are  invited  by  WAA  to  do  so  at  their  earliest 
convenience,  as  orders  are  filled  in  chronolog- 
ical order. 

The  new  apportionment  policy  rectifies  a con- 
fused and  unbalanced  condition  originating 
when  seven  Federal  agencies  were  engaged  in 
selling  war  surplus,  prior  to  centralizing  of 
surplus  disposal  in  WAA,  on  March  25,  1946. 
Before  adoption  of  the  new  allocation  plan, 
August  23,  some  items  of  medical  equipment 
were  available  in  those  Regions  where  owning 
agencies  had  their  warehouses.  However,  no 
warehouses  for  medical  equipment  were  located 
in  the  Los  Angeles  Region’s  territory  and  but 
few  items  were  sold  in  this  area. 

Under  the  new  plan,  many  items  not  previous- 
ly available  in  Southern  California  and  Arizona 
are  expected  to  reach  here  in  small  quantities 
from  Eastern  stocks. 


Clinical  Pathological 
Conference* 

ANNUAL  MEETING,  ARIZONA  STATE 
ME DICAL  ASSOCIATION 
From  the  Baylor  University  College  of  Medicine 
Friday  May  3,  1946 

A white  baker,  aged  36,  was  admitted  to  the 
hospital  complaining  of  dizziness,  dimness  of 
vision,  headache,  blood  in  the  urine,  and  fre- 
quency of  urination. 

He  had  been  well  until  four  years  prior  to 
admission  at  which  time  he  was  severely  injured 
in  an  automobile  accident.  He  had  a compound 
fracture  of  the  right  leg,  two  deep  lacerations 
of  the  scalp,  and  was  unconscious  for  12  hours. 
Defective  hearing  and  dizzy  spells  had  persisted 
following  the  accident.  One  morning,  five  weeks 
prior  to  admission,  he  noted  that  he  was  un- 
able to  read  and  a few  days  later,  a pain  ap- 
peared slightly  above  and  posterior  to  the  right 
hip.  He  took  laxatives  and  thought  that  they 
gave  some  relief,  but  the  pain  disappeared  after 
4 or  5 days.  A constant  and  at  times  rather 
severe  headache  developed  ten  days  prior  to  ad- 
mission. It  was  located  on  the  right  side  and 
extended  from  the  frontal  to  the  occiptal  area. 
Hematuria  began  7 days  later  and  persisted. 
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In  abdominal  surgery  the  bowel  is  handled  as 
gently  as  possible  to  avoid  even  the 
slightest  traumatism. 

In  constipation  management  the  same 
delicacy  is  desirable — harsh,  irritant 
cathartics  and  purgatives  are  replaced  by  the 
more  physiologic  method  of  “Smoothage.” 

Metamucil  provides  “Smoothage” — soft, 
bland,  mucilloid  bulk  devoid  of  chemical  and 
physical  irritants. 

Metamucil  is  the  highly  refined  mucilloid 
of  a seed  of  the  psyllium  group,  Plantago 
ovata  (50%),  combined  with  dextrose  (50%). 


Metamucil  is  the  registered  trademark  of 
G.  D.  Secrle  & Co.,  Chicago  80,  Illinois 
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At  times,  it  appeared  to  be  pure  blood  with  clots. 
Frequency  of  urination  with  passage  of  approx- 
imately one  pint  at  each  urination  - developed 
and  nocturia  of  5 to  6 times  developed.  He  had 
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Jbi rector  if 

ARIZONA  STATE  MEDICAL  ASSOCIATION 

Organized  1892 

423  HEARD  BUILDING,  PHOENIX,  ARIZONA 
OFFICERS  AND  COUNCIL 


George  O.  Bassett President 

Prescot, 

Preston  T.  Brown.  - - President-Elect 

15  E.  Mon-  oe,  Phoenix 

Robert  E.  Hastings ...Vice  President 

1811  E.  Speedway,  Tucson 

Frank  J.  Milloy Secretary 

15  E Mon- oe,  Phoemx 

C E.  Yount Treasurer 

Prescott 

Harold  W.  Kohl _ — Speaker  of  House 

1811  E.  Speedway,  Tucson 

Jesse  D.  Hamer Delegate  to  A.M.A. 

15  E.  Mon-  oe,  Phoenix 

D.  F.  Harbridge  Medical  Defense 

15  E.  Mon  oe,  Phoenix 

Councilors 

Robert  S.  Flinn ..Central  District 

Arthur  C.  Carlson.  ...  Northern  District 

Hal  W.  Rice .Southern  District 

Councilors  at  Large 

O.  E.  Utzinger Ray 

Dan  L.  Mahoney _ Tucson 

W.  Paul  Holbrook...  Tucson 


COMMITTEES 

Scientific 

Cancer  Control — E.  Payne  Palmer  (1949),  Phoenix;  R.  Lee  Fos- 
ter (1948),  Phoenix;  A.  L.  Lindberg  (1947),  Tucson;  D.  W. 
Kittredge  (1948),  Flagstaff;  Jos.  P.  McNally  (1949),  Presco.t. 
History  and  Obituaries — Hal  W.  Rice.  Historian,  Bisbee;  C.  E 
Yount,  S".,  Prescott;  Frank  J.  Milloy,  Phoenix.  (No  terms 
of  office  are  designa.ed  in  By-laws  for  this  committee.) 
Industrial  Health — E.  B.  Jolly  (1949),  Jerome;  Kenneth  A. 

Herbst  (1948),  McNary;  John  D.  Hamer  (1947),  Tiger. 
Maternal  and  Child  Health — B P.  Storts  (1949).  Tucson;  B.  L. 

Steward  (1948).  Florence;  L.  Clark  McVay  (1947),  Phoenix. 
Orthopedics — Jas.  M.  Ovens  (1949),  Phoenix;  F.  M.  Findlay 
(1948),  Kingman;  Jas.  Lytton-Smith  (1947),  Phoenix. 
Scientific  Assembly — Preston  T.  Brown,  Presider.t-eleci  and 
Committee  Chairman  (1947),  Phoenix;  H.  T.  Southworth 
(1949),  Prescott;  Carl  H.  Gans  (1947),  Morenci;  Robert  E. 
Has.ings  (1948),  Tucson. 

Scientific  Education  and  Postgraduate  Activities — Wm.  G. 
Ure  (1949),  Tucson;  E.  A.  Born  (1948),  Prescott;  A.  I. 
Podolsky  (1947),  Yuma. 

Syphilis  and  Social  Diseases — E.  Payne  Palmer,  Jr.  (1949),  Phoe- 
nix; C.  C.  Creighton  (1948),  Cot.onwood;  L.  H.  Howard 
(1947),  Tucson. 

Tuberculosis  Control — Ed  J.  Nagoda  (1949),  Tucson;  E W. 
Phillips  (1948),  Phoenix;  Jas.  H.  Allen  (1947),  Prescott. 

Non-Scientific 

Auxiliary  Advisory — Esther  M.  Closson  (1949),  Tucson;  Florence 
B.  Yount  (1948),  Prescott;  Geo.  R.  Barfoot  (1947),  Phoenix. 
Editing  and  Publishing — Jesse  D .Hamer  (1949),  Phoenix:  R. 

Lee  Foster  (1948),  Phoenix;  Walter  Brazie  (1947),  Kingman. 
Industrial  Relations — Jas.  Lytton-Smith.  Phoenix;  Meade  Clyne. 
Tucson;  A.  C.  Carlson,  Cottonwood;  J.  B.  Littlefield,  Tuc- 
son; O.  E.  Utzinger,  Ray.  (Members  of  this  committee  are 
subject  to  annual  appointment.) 

Medical  Defense — D.  F.  Harbridge  (1949)  Chairman,  Phoenix; 
A C.  Carlson  (1948),  Cottonwood;  John  W.  Penning  „on 
(1947),  Phoenix. 

Medical  Economics — Meade  Clyne  (1949),  Tucson;  Jos.  M.  Greer 
(1948),  Phoenix;  Robt.  S.  Flinn  (1947),  Phoenix. 

Public  Health  Education — Paul  H.  Case  (1949),  Phoenix;  Joseph 
Saba  (1948),  Bisbee;  John  F.  Stanley  (1948),  Yuma;  M.  W. 
Merrill  (1947),  Phoenix. 

Public  Policy  and  Legislation — Jesse  D.  Hamer  (1949),  Phoenix; 
Walter  Brazie  (1948),  Kingman;  Charles  A.  Thomas  (1947), 
Tucson. 

State  Health  Relations — Donald  F.  Hill  (1949),  Tucson;  E.  Henry 
Running  (1948),  Phoenix;  Louis  G.  Jekel  (1947).  Phoenix. 


lost  fifteen  pounds  in  body  weight  during  the 
month  preceding  hospital  admission. 

In  the  past  he  had  gonorrhea  at  the  age  of 
eighteen  years  but  had  no  other  serious  illness 
or  operations.  lie  had  lived  in  Texas  all  his 
life  and  worked  eights  hours  each  day  baking 
bread.  He  took  no  exercise,  had  no  recreation, 
and  used  no  drugs.  He  was  a heavy  whiskey 
and  coffee  drinker,  drinking  as  many  as  10  cups 
of  coffee  daily.  He  had  been  married  two  times. 
Five  brothers  were  living  and  well  and  his  two 
sisters  had  died,  of  pneumonia  and  of  diph- 
theria. 

Physical  examination  revealed  a well  devel- 
oped, fairly  well  nourished  man  in  no  apparent 
discomfort.  There  was  nothing  of  note  in  the 
examination  of  the  ears,  nose,  and  throat.  The 
eyes  were  normal  externally  but  the  discs  had 
indefinite  and  frayed  out  margins,  were  pale 
in  color  and  were  choked.  Distinct  A-V  nicking 
was  present  and  there  were  general  whitish 
blotches  throughout  the  retina.  A few  small 
hemorrhages  were  seen.  The  teeth  contained 
many  cavities.  The  tongue  was  normal.  The 
vessels  of  the  neck  pulsated  normally.  No  en- 
larged lymph  nodes  or  other  masses  were  felt. 
The  chest  had  a protruding  sternum  which  gave 
a chicken  breast  appearance.  The  respiratory 
movements  were  normal  and  equal.  The  per- 
cussion note  over  the  lung  fields  was  resonant 
throughout. 

Breath  sounds  were  normal  and  rales  were 
not  heard.  The  left  border  of  the  heart  was 
medial  to  the  left  midclavicular  line.  The  heart 
sounds  were  of  good  quality  and  murmurs  were 
not  heard.  The  cardiac  rhythm  was  regular. 
The  arterial  systolic  pressure  was  240  mm.  of 
Ilg.  and  the  diastolic  was  160  mm.  of  Ilg.  Ab- 
normal masses  were  not  palpated  in  the  abdo- 
men. Abnormal  tenderness  and  rigidity  were 
not  present.  Peristalsis  was  readily  audible.  All 
reflexes  tested  were  normal.  An  old  healed  scar 
was  noted  under  the  foreskin.  The  extremities 
were  normal  in  appearance.  His  temperature 
was  98.0  degrees  F.,  his  pulse  rate  was  84  per 
minute  and  his  respiratory  rate  was  20  per 
minute. 

Blood  examination  revealed  11.7  gins,  hemo- 
globin, 3,500,000  erythrocytes,  14,550  leucocytes. 
74%  segmented  forms,  6%  band  forms,  16% 
lymphocytes,  2%  eosinophiles,  1% mononuclears. 
The  blood  Kline  was  negative,  blood  urea  was 
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IN  THE  DRAMA  OF  EBB  AND  FLOW  ~ - 

of  man’s  body  fluids,  the  minuscule  sodium  ion  is  a star  performer. 

The  skillful  stage  director  uses  stars  judiciously,  never 
hazarding  their  popularity  by  using  them  too  frequently.  So  with 
the  physician  who  prescribes  sodium  parenterally. 

Mindful  of  the  clinical  evidence  in  favor  of  restricted  use 
of  sodium,  when  edema  threatens,  he  exercises  his  discrimination 
in  refusing  to  cast  this  star  in  the  wrong  therapeutic  role. 


When  parenteral  solutions  of  diminished  sodium  content 

are  desired,  these  Baxter  solutions  in  the  Vacoliter 
are  frequently  preferred:  0.45%  Sodium  Chloride;  5%  Dextrose 
in  0.45%  Sodium  Chloride;  0.6%  Sodium  Chloride  in 
0.6%  Sodium  r-Lactate.  Literature  is  available. 


B>  N J^AXTKK,  JNO. 

RESEARCH  AND  PRODUCTION  LABORATORIES 

GLENDALE,  CALIFORNIA 
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81  ni<>'.  per  1D()  ce.,  and  creatinine  ay  as  1.7  mg. 
per  10D  ce.  Urine  examination  was  reported  as 
follows : 1.011  Sp.  Gr.,  alkaline  reaction,  200 
mg.  albumin,  negative  tests  for  sugar,  acetone, 
and  diacetic  acid.  The  sediment  was  composed 
of  large  numbers  of  red  blood  corpuscles.  No 
casts  and  white  blood  cells  were  reported.  Roent- 
gen-ray examination  was  reported  as  follows: 
“A  film  of  the  GU  tract  shows  the  outline  of 
the  right  kidney  distinctly.  It  is  normal  in  size, 
shape,  and  position.  The  left  kidney  is  indis- 
tinctly seen.  It  also  appears  normal  in  size, 
shape,  and  position.  There  is  no  evidence  of 
renal  calculi.  The  seven-foot  film  of  the  chest 
shows  the  right  diaphragm  slightly  low  in  posi- 
tion and  flattened  in  outline.  The  costo-phrenic 
angles  are  clear.  The  heart  and  great  vessels 
are  within  normal  limits.  Their  dimensions  are: 
distance  to  the  right,  5.1  cm.,  distance  to  the 
left,  8 cm.,  total  transverse  diameter,  18.1  cm., 
width  of  the  base,  14.2  cm.,  width  of  the  great 
vessels,  7 cm.,  internal  diameter  of  the  chest, 
30  cm.,  cardio-thoracic  ratio  is  43.6%.  The  lung 
fields  are  clear.  ” An  eleetroeardiagraph  trac- 
ing was  read  as  follows:  Rate:  Auricular  110, 
Ventricular  1 10. 


Rhythm  Sinus 
Axis  Deviation:  Left 
Waves : P : Q R S : T 
Intervals:  P-  R 14  ; Q R S .06; 

R T 26 

During  most  of  his  stay  in  the  hospital  he 
was  up  and  about,  occasionally  leaving  the  hos- 
pital for  meals.  Urine  examination  were  re- 


ported as  follows: 


2nd  day 

2th  day 

1 Ith  day 

1 4th  day 

IXth  day 

25th  day 

Sp.  Gr 

1.015 

1.012 

q.n.s. 

1 008 

1.011 

1.008 

Reaction 

..alk. 

alk. 

acid 

alk. 

acid 

acid 

Albumin 

600  mg 

440  mg. 

450  mg. 

100  mg. 

200  mg. 

120  mg. 

R'BC 

loaded 

few 

none 

none 

none 

OCC. 

WBC 

occ. 

OCC. 

none 

none 

mod. 

ccc. 

On  the  seventh  day,  a blood  examination  re- 
vealed 4,300,000  erythrocytes,  12.7  hemoglobin, 
21.000  leucocytes,  67%  segmented  forms,  20% 
band  forms,  3%.  young  forms,  8%  lymphocytes, 
and  2%  mononuclears.  On  the  18th  day,  the 


A Mosenthal  test  was  reported: 


Time 

Volume 

Sp.  Gr. 

1st  spec 

10.00  a.m. 

130  cc. 

1.015 

2nd  spec. 

2:00  p.m. 

120  cc. 

1.010 

3rd  spec 

2:00 

135  cc. 

1.015 

4th  spec. 

4:00 

150  cc. 

1.010 

5th  spec. 

6:00 

125  cc. 

1.020 

6th  spec.- 

8:00 

125  cc. 

1.015 

7th  spec. 

8 p.m.  - 8 a.m 

990  cc. 

1.012 

Greatest  variance 
10  points 
Greatest 
variance 
10  points. 


Schieffelin 


(2,  4-di  (p  - hydroxyphenyl)  -3-ethyl  hexone) 


COUNCIL  ACCEPTED, 


Schieffelin  Benzestrol  is  described  in  clinical 
reports  as  a well  tolerated  and  effective  estro- 
gen. It  is  indicated  in  all  conditions  in  which 
estrogenic  substances  have  proved  beneficial. 

Schieffelin  Benzestrol  offers  an  econom- 
ical means  of  administering  estrogenic  hor- 
mone therapy.  It  is  available  for  oral  use  in 
tablets  of  0.5,  1.0,  2.0  and  5.0  mg.  strengths; 
for  injection  in  oil  solution  containing  5.0  mg. 
per  cc.  in  10  cc.  rubber  capped  vials;  and  for 
local  administration  in  ellipsoid  shaped  vagi- 
nal tablets  of  0.5  mg.  potency. 
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Scarano,  J.  A.,  and  Coppolino,  J F. :Arch.  Pediat.  54:97 
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Widespread  pediatric  acceptance 

Children  accept  treatment  with  Benzedrine  Inhaler, 

N.  N.  R.,  willingly,  often  with  eagerness,  and  show  none 
of  the  hostility  which  so  often  complicates  treatment 
with  drops,  tampons,  or  sprays.  The  Inhaler, 
furthermore,  produces  a shrinkage  of  the  nasal  mucosa 
equal  to,  or  greater  than,  that  produced  by  ephedrine. 


-A. 


Each  Benzedrine  Inhaler  is  packed  with  racemic  amphetamine,  S.  K.  F., 
250  mg.:  menthol,  12.5  mg.:  and  aromatics. 


Benzedrine  Inhaler 
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hemoglobin  was  9 gins.,  the  total  erythrocyte 
count  was  3,400,000,  the  total  leucocyte  count 
was  26,000,  70%  segmented  forms,  18%  bands. 

A Roentgen -ray  examination  of  the  genito- 
urinary tract  was  reported  as  follows:  “Films 
of  the  GrU  tract  made  5,  15,  and  25  minutes 
following  the  intravenous  injections  of  diadrast 
show  no  filling  of  the  pelves  at  any  time.  The 
kidneys  are  normal  in  size,  shape,  and  position. 
There  is  no  evidence  of  renal  calculi.”  A phen- 
olsulphonophthal  test  revealed  that  a total  of 
1.4%  of  the  dye  was  excreted  in  two  hours. 

During  the  third  week  in  the  hospital  the 
dizziness  increased  greatly  and  at  bed  time  one 
night  he  suddenly  became  very  short  of  breath 
and  dyspnoeic.  He  had  a “tightness”  in  his 
chest  but  was  not  cyanotic.  Musical  rales  were 
heard  over  the  entire  chest.  The  lungs  were 
resonant  to  percussion.  Morphine  gave  some  re- 
lief. The  medical  resident  wrote  as  follows: 
“Patient  has  been  in  the  hospital  18  days  now 
and  his  condition  at  present  is  worse  rather  than 
better.  There  has  been  little  change  in  the  symp- 
toms which  he  complained  of  on  admission.  His 
vision  is  very  poor,  his  fundi  continuing  to 
show  papilledema,  hemorrhages,  exudate,  and 


vascular  spasm.  His  nausea  and  vomiting  has 
been  more  severe  lately  and  intravenous  fluid 
has  been  resorted  to. 

Ilis  arterial  pressures  remained  consistently 
high  in  spite  of  thiocyanate,  which  was  discon- 
tinued yesterday  due  to  condition  becoming 
worse.  The  hemoturia  ceased  and  red  blood  cells 
have  not  been  found  in  the  urine  for  two  weeks, 
although  albumin  continues.  The  liver  and 
spleen  are  not  palpable  now.  Edema  has  never 
been  noted.  Kidney  function  tests  have  shown 
very  poor  kidney  function.  During  the  past  2 
days,  the  pulse  has  been  ranging  from  110  to 
140.  The  leucocytic  count  has  remained  consist- 
ently high,  although  there  has  been  only  very 
slight  temperature  elevation,  never  up  to  100 
degrees.  Last  leucocyte  count  was  26,000  with 
left  shift.” 

He  continued  to  lose  ground.  Moist  and  sibi- 
lant rales  were  heard  in  his  chest.  A roentgen- 
ray  examination  was  reported  as  follows:  “A 
ray  examination  was  reported  as  follows:  “A  7- 
foot  film  of  the  chest  in  the  erect  position  shows 
the  left  diaphragm  elevated  for  a distance  of 
about  1 inch.  Both  diaphragms  are  smooth  in 
outline.  The  costophrenic  angles  are  clear.  The 
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BLAIR  SURGICAL  SUPPLY 

Arizona's  Own  Complete  X-ray  and  Surgical  Supply  House  
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Stfeljpwos  EN 12 


Successful  in  Infant  Nutrition 

o 


LACTOGEN  + 

1 LEVEL  TABLESPOON 

40  CALORIES 
(APPROX.) 


hc°Ws'  MILK  modify 
&*INS  AND 


DEXTROGEN 

1 FLUID  OUNCE 
50  CALORIES 


+ WATER 

l‘/2  OUNCES 


= FORMULA 

V/i  FLUID  OUNCES 

20  CALORIES 
PER  OUNCE 


No  advertising  or  feeding  directions,  except 
to  physicians.  For  feeding  directions  and  pre- 
scription pads,  send  your  professional  blank  to 


Nestle’s  Milk 
Products,  Inc. 

155  EAST  44th  ST.,  NEW  YORK,  17,  N.  Y. 
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heart  is  definitely  larger  than  at  the  previous 
examination  and  is  more  globular  in  shape.  Its 
dimensions  are:  distance  to  the  right  6.4  cm., 
distance  to  the  left  8.8  cm.,  length  17.5  cm., 
width  of  the  base,  14.5  cm.,  width  of  the  great 
vessels,  7.5  cm.,  internal  diameter  of  the  chest 
29.7  cm.,  cardio-thoracic  ratio  50.8%.  There  is 
a marked  prominence  of  the  lung  markings." 
An  electrocardiographic  tracing  was  read  as 
follows : 

Rate:  Auricular  110;  Ventricular  110; 

Rhythm  Sinus 

Axis  Deviation:  Left 

Waves:  P ; QRS  ; T 

Intervals:  P-R  .16;  G R K .06  ; 

R T 24  Elevated  V 

lie  became  irrational  and  lost  voluntary  con- 
trol of  his  urinary  bladder  and  anal  sphincters. 
On  the  25th  day,  a loud  pericardial  friction  rub 
was  heard  which  became  less  distinct  the  follow- 
ing day.  II is  pulse  remained  strong,  but  respira- 
tions were  gasping  with  short  periods  of  apnea 
(20  sec.).  It  was  noted  that  he  performed 
scratching  movements  and  there  was  frequent 
jerking  or  twitching  of  the  muscles.  Finally 
( 'heyne-Stokes  respiration  developed.  Mucus  ac- 


cumulated in  his  respiratory  passage,  and  he 
died  on  the  28th  hospital  day. 

A N ATOMICAL  DIAGNOSIS 
Malignant  Arteriolar  Nephrosclerosis 
Hypertrophy  of  the  Heart  (560  gins.) 
Thrombosis  of  Right  Auricular  Appendage 
Acute  Fibrinous  Pericarditis 
Extensive  Bronchopneumonia  (Bilateral) 
with  Early  Organization 

Deformity  of  Right  Tibia,  Healed  (Compound 
Fracture) 

Chronic  Passive  Hyperemia  of  Liver 
Fatty  Metamorphosis  of  Liver 
Atherosclerosis  of  the  Circle  of  Willis 
Cyst  of  the  Brain,  Left  Temporal  Lobe 


PARKE,  DAVIS  APPOINTS  NEW 
ADVERTISING  AGENCY 
Parke,  Davis  & Company  announces  the  ap- 
pointment, effective  July  1,  of  L.  W.  Frohlich 
and  Company  for  the  professional  promotion 
of  its  pharmaceutical  and  biological  products, 
with  the  exception  of  endocrines.  Promotional 
plans  include  comprehensive  direct-mail  and 
journal  advertising  to  the  medical  and  pharma- 
ceutical professions. 


MAICO  IN  ARIZONA 

We  pledge  full  and  complete  co-operation  with  the  Medical  Profession  (M.D. ) 

at  all  times. 

PRECISION  AUDIOMETERS 

ELECTRONIC  STETHESCOPES 

SCHOOL  HEARING  EQUIPMENT 
FINE  HEARING  AIDS 

Audiograms  of  hard  of  hearing  patients  will  be  furnished  their  attend- 
ing physicians  (M.  D ) Careful  audiometric  tests  made  upon  request  with- 
out charge. 

90%  of  all  precision  hearing  test  instruments  in  America  is  supplied 
by  MAICO.  Includes  Army,  Navy,  Physicians,  Hospitals,  Universities,  In- 
stitutions, Air  Lines. 

LITERATURE  SUPPLIED  UPON  REQUEST 

MAICO  SOUTHWEST  DISTRIBUTORS 

P O.  BOX  2526  PHOENIX 
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This  timely  message  in 
behalf  of  the  medical  pro- 
fession will  appear 
this  month,  in  full 
color,  in  LIFE  and 
other  leading 
national  maga 
zines  read  by 
more  than 
twenty-three 
million 
people. 
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(Book  (Review* 

DISEASES  OF  THE  RETINA  By  Herman  Elwyn.  M.D.,  Senior 
Assistant  Surgeon,  New  York  Eye  and  Ear  Infirmary.  170  illus- 
trations; 19  in  color.  593  pgs.  Published  by  The  Blakiston 
Company.  1012  Walnut  St..  Philadelphia  5.  Penn.  Price  $10.00. 

This  is  a complete  work  on  retinal  diseases. 
The  retina  is  subject  not  only  to  local  diseases 
but  is  subject  to  changes  in  many  systemic  dis- 
eases. It  is  arranged  to  list  the  various  condi- 
tions under  circulatory  changes,  vascular  mal- 
formations, hereditary  diseases,  inflammatory 
diseases,  tumors,  retinal  detachment,  anomolies, 
and  injuries.  The  one  impression  after  review- 
ing this  book  is  that  so  many  clinical  entities 
can  be  described  about  such  a small  organ  as 
the  retina  of  the  eye,  and  that  the  subject  can 
be  made  so  interesting  even  to  one  who  is  not 
an  eye  spcialist.  This  is  a book  for  the  ophthal- 
mologist. the  neurologist,  the  internist,  and  the 
student.  — F.J.M. 


A BIBLIOGRAPHY  OF  INFANTILE  PARALYSIS,  1789-1914. 
With  Selected  Abstracts  and  Annotations.  Prepared  under  the 
direction  of  the  National  Foundation  for  Infantile  Paralysis, 
Inc.  Edited  by  Morris  Fishbein,  M.D.,  Editor,  Journal  of  the 
American  Medical  Association:  Compiled  by  Ludvig  Hektoen, 


M.D  . Chief  Editor,  Archives  of  Pathology,  and  Ella  M.  Salmon- 
sen,  Medical  Reference  Librarian,  John  Crerar  Library,  Chicago. 
672  pp.  $15.  J.  B.  Lippincott  Co..  Philadelphia,  1946. 

This  voluminous  book  represents  a tremendous 
amount  of  work  on  the  part  of  the  editors.  It 
is  a bibliography  of  all  the  papers  and  articles 
published  on  the  subject  of  Poliomyelitis  from 
the  year  1789  to  1944  from  all  over  the  world. 
There  are  over  8,000  references  which  are  ab- 
stracted and  arranged  in  chronological  order, 
and  a 94-page  index  at  the  end.  The  pathology, 
epidemiology,  treatment  and  experimental  re- 
search are  included.  There  are  few  subjects  in 
medicine  which  are  covered  in  such  a manner. 
It  belongs  in  every  medical  library.  ■ — F.J.M. 


A PRIMER  FOR  DIABETIC  PATIENTS.  An  outline  of  treat- 
ment for  Diabetes  with  diet.  Insulin  and  Protamine-Zinc  In- 
sulin. including  directions  and  charts  for  the  use  of  physcians 
in  planning  diet  prescriptions:  by  Russell  M.  Wilder,  M.D., 
Ph  D.,  F.A.C  P . Professor  and  Chief  of  the  Department  of  Med- 
icine of  the  Mayor  Foundation,  University  of  Minnesota;  Senior 
Consultant  in  Division  of  Medicine.  Mayo  Clinic.  Eighth  Edi- 
tion, Reset.  192  pages,  with  8 illustrations.  Philadelphia  and 
London:  W B Saunders  Company,  1946.  Price  $1.75. 

This  is  the  eighth  edition  of  this  book.  To 
those  who  have  read  previous  editions  not  much 
need  be  said.  It  is  written  for  the  primary  pur- 
pose of  instructing  the  layman  afflicted  with 


Pathological  Laboratory 
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X-RAY  and  RADIUM  THERAPY 
DIAGNOSTIC  X-RAY 
CLINICAL  PATHOLOGY 

W.  Warner  Watkins,  M.  D.,  Director 
R.  Lee  Poster,  M.  D.,  Radiologist 
Thomas  T.  Frost,  M.  D.  Pathologist 
Douglas  D.  Gain.  M.  D. 
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Accumulating  clinical 
evidence  suggests  very 
strongly  the  therapeutic  value 
cf  the  steroid  sex  hormones  in 
the  treatment  of  many  conditions 
not  hitherto  associated  with 
endocrine  dysfunction. 

Ciba,  as  a pioneer  in  sex  hormone 
research  and  development,  offers  the 
profession  a complete  line  of  hormone 
products,  in  ampul,  linguet  and  tablet  form. 

More  detailed  information  on  hormone 
therapy  may  be  obtained  by  writing  the 
Professional  Service  Department  for  the 
"Endocrine  Review"  series. 


ERANDREN 


. . . potent  androgen,  Ciba's  testosterone  propionate,  which, 
in  addition  to  its  more  obvious  indications  such  as  eunuch- 


ism, hypogonadism  and  the  male  climacteric  shows  value  in 
angina  pectoris,  and  by  virtue  of  its  nitrogen-retaining  prop- 
erties, in  conditions  of  general  debility  and  malnutrition. 


CIBA  PHARMACEUTICAL  PRODUCTS,  INC. 
SUMMIT,  NEW  JERSEY 


l-OVOCYLIN 

...Ciba's  a-estradiol  dipropionate  distinguished 
by  potency  and  duration  of  effect  in  menopausal 
syndrome,  and  other  gynecologic  conditions, 
shows  value  in  the  treatment  of  peripheral  vas- 
cular disease  and  other  experimental  indications. 


In  Canada:  Ciba  Company  Limited,  Montreal 


Perandron  and  Di-Ovocylin — Trademark  Re".U .S. Pat. OJ- 
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CAUGHT  in  the 
storm  center  of  the  meno- 
pause— bewildered  by 
vasomotor  disturbances, 
mental  depression,  pain 
and  tension  — many  pa- 
tients may  be  restored  to 
comparative  tranquillity 
by  well  timed  estrogenic 
therapy. 

When  you  base  your 
treatment  on  an  estrogenic 
product  of  unquestioned 
purity  and  potency,  you  can  feel  certain  you  have 
given  your  patient  the  best  assistance  possible 
through  medication. 


Physicians  using  Solution  of  Estrogenic  Sub- 
stances, Smith-Dorsey,  may  rest  upon  that  certainty 
. . . for  Smith-Dorsey's  product  is  manufactured  under 
rigidly  regulated  conditions  ...  to  meet  the  highest 
standards  of  the  industry. 


A reliable  product  . . . judiciously  ad- 
ministered . . . receding  menstrual  “storm” 
symptoms. 


Supplied  in  I cc.  ampuls  and 
10  cc.  ampul  vials  represent - 
inn  potencies  of  5,000, 10,000 
and  20,000  international 
units  per  cc. 


THE  SMITH-DORSEY  COMPANY 


LINCOLN,  NEBRASKA  . DALLAS  . LOS  ANGELES 
Manufacturers  of  Pharmaceuticals  to  the  Medical  Profession  Since  19C3 


diabetes  so  that  lie  may  manage  his  disease  with 
as  much  intelligence  as  possible.  The  substance 
is  based  on  the  results  of  treatment  of  thousands 
of  patients  of  the  Mayo  Clinic.  While  the  lan- 
guage is  very  plain,  it  is  also  of  interest  to  the 
medical  man  who  is  treating  this  disease.  The 
latest  suggestions  about  the  use  of  Protamine- 
Zinc  Insulin  are  explained.  While  no  diabetic 
lay  person  is  capable  of  managing  his  own  case 
without  a physician,  nevertheless  each  should 
have  a copy  of  this  book  to  use  for  constant 
reference.  — F.J.M. 


EYE  HEALTH  — A Teaching  Handbook  for  Nurses.  The 
National  Society  for  the  Prevention  of  Blindness,  Inc.,  1790 
Broadway,  New  York  19.  N.  Y.  Publication  447.  Price  60  cents. 

The  National  Society  for  the  Prevention  of 
Blindness  designed  this  volume  to  provide  the 
nursing  profession  with  background  information 
on  positive  aspects  of  eye  health. 

The  anatomy  and  physiology  of  the  eye  is  dis- 
cussed and  illustrated.  We  learn  that  general 
health  influences  the  health  of  the  eyes.  Ar- 
rangements and  decorations  of  a room  influence 
the  amount  of  light  and  are  as  important  as 
lighting  provisions.  Screening  tests  are  taught 
to  observe  reactions,  and  explain  follow-up  pro- 
cedures. Sight  is  influenced  by  heredity,  de- 
velopment, mental  factors,  general  health,  eye 
diseases,  and  injuries.  Ocular  changes  continue 
throughout  life.  In  middle  and  later  life  re- 
fractive errors  tend  to  increase  in  prevalence 
and  ocular  pathology  also  becomes  more  fre- 
quent. — L.J. 


WOMEN  IN  INDUSTRY- — Their  Health  and  Efficiency.  Issued 
under  the  auspices  of  the  Division  of  Engineering  and  Indus- 
trial Research  of  the  National  Research  Council.  Prepared  in 
the  Army  Industrial  Hygiene  Laboratory  by  Anna  M.  Baetjer, 
Sc.D  , Assistant  Professor  of  Physiological  Hygiene,  School  of 
Hygiene  and  Public  Health.  The  Johns  Hopkins  University. 
Philadelphia  and  London:  W.  B Saunders  Company,  1946. 

Price  $4.00. 

This  book  is  a general  review  and  analysis  of 
problems  presented  by  the  marked  increase  of 
the  employment  of  women.  Women  have  about 
60%  as  much  physical  strength  as  men  thus 
presenting  more  employment  problems.  There 
is  valuable  information  on  types  and  arrange- 
ment of  work  for  women ; sick  absenteeism 
among  women  employees;  accidental  injuries  to 
working  women.  Occupational  diseases,  gyne- 
cological and  obstetrical  problems,  mortality  and 
fertility  in  relation  to  occupation,  are  reviewed 
exhaustively.  Interspersed  through  this  volume 
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The  many  somatic  and  emotional  changes 
encountered  in  senescence  are  manifested  in 
a variety  of  ways,  especially  by  a decrease  in 
appetite.  Reduced  energy  expenditure,  atro- 
phic gastric  changes,  exaggerated  food  dis- 
likes, and  food  intolerance  all  contribute,  and 
not  infrequently  lead  to  a state  of  undernutri- 
tion. In  older  patients,  this  chain  of  events  can 
easily  produce  excessive  weakness  and  impaired 
stamina,  adding  to  the  burdens  of  senility. 


Ovaltine  proves  an  excellent  means  of  pre- 
venting these  complications.  Its  wealth  of 
essential  nutrients,  as  indicated  by  the  table 
of  composition,  aids  in  preventing  malnutri- 
tion. Made  with  milk  as  directed,  Ovaltine  is  a 
delicious  food  drink.  Older  patients  enjoy  it  as 
a mealtime  and  between-meal  beverage,  and 
especially  as  a bedtime  drink.  Its  low  curd 
tension  assures  easy  digestibility  and  rapid  gas- 
tric emptying,  hence  appetite  is  not  impaired. 


THE  WANDER  COMPANY,  360  N.  MICHIGAN  AVE.,  CHICAGO  1,  ILL. 


Three  servings  daily  of  Ovaltine,  each  made  of 
Vi  oz.  of  Ovaltine  and  8 oz.  of  whole  milk,*  provide: 


CALORIES 

669 

VITAMIN  A 

3000  I.U. 

PROTEIN 

32.1  Gm. 

VITAMIN  Bi 

1.16  mg. 

FAT 

31.5  Gm. 

RIBOFLAVIN 

2.00  mg. 

CARBOHYDRATE 

64.8  Gm. 

NIACIN. . . 

6.81  mg. 

CALCIUM 

1.12  Gm. 

VITAMIN  C 

39.6  mg. 

PHOSPHORUS 

0.939  Gm. 

VITAMIN  D 

417  I.U. 

IRON 

12.0  mg. 

COPPER 

0.50  mg. 

:!:3ased  on  average  reported  values  for  milk. 
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MERCUROCHROME 

(H.  W.  & D.  brand  of  merbromin, 
dibromoxymercurifluorescein-sodium; 

Extensive  use  of  the  Surgical 
Solution  of  Mercurochrome 
has  demonstrated  its  value  in 
preoperative  skin  disinfec- 
tion. Among  the  many  advan- 
tages of  this  solution  are: 

Solvents  which  permit  the 
antiseptic  to  reach  bacteria 
protected  by  fatty  secretions 
or  epithelial  debris. 

Clear  definition  of  treated 
areas.  Rapid  drying. 

Ease  and  economy  of  pre- 
paring stock  solutions. 

Solutions  keep  indefinitely. 

The  Surgical  Solution  may 
be  prepared  in  the  hospital  or 
purchased  ready  to  use. 

Mercurochrome  is  also  sup- 
plied in  Aqueous  Solution, 
Powder  and  Tablets. 

HYNSON,  WESTCOTT 
& DUNNING,  INC. 


Baltimore  1,  Maryland 


are  tables  of  comparisons  and  classifications 
The  appendices  contain  information  concerning 
the  distribution  of  gainfully  employed  women 
according  to  occupational  classes;  occupations 
suitable  for  women  and  normal  traili  ng  period  ; 
summary  of  state  labor  laws  for  for  women: 
analysis  of  state  laws  affecting  maternity  leave 
and  regulations  governing  employment  before 
and  after  childbirth.  A Bibliography  completes 
this  book.  — L.-l . 

MEDICAL  USES  OP  SOAP.  A symposium.  Medical  specialists 
and  researchists  in  dermatology,  biochemistry,  mycology.  $3.00 
J.  B.  Lippincott.  1945. 

The  symposium  is  the  answer  to  numerous 
questions  as  to  the  effects  of  soap  on  the  normal 
skin  and  hair,  on  the  abnormal  skin,  and  the 
irritations  attributed  to  soaps.  There  is  first 
a considerable  discussion  on  the  topic  Soap 
Technology.  The  Chemistry  of  Soap,  lie  Manu- 
facture of  Soap,  the  New  Detergents  and  De- 
tergency or  Cleansing  Action  are  the  sub-heads 
for  this  important  section.  The  text  then  goes 
into  a specific  discussion  on  the  effects  of  soap 
for  the  normal  and  abnormal  skin  and  hair. 

There  is  a place  for  the  contribution  on  the 
reference  shelf  of  the  dermatologist  as  well  as 
of  those  general  practitioners  who  encounter 
skin  conditions  that  require  more  than  a casual 
diagnosis.  — C. 

HANDBOOK  ON  NUTRITION.  Reprints  from  the  Journal  of 
the  American  Medical  Association.  Prepared  by  the  Council  on 
Foods  and  Nutrition.  AMA  Press,  Chicago. 

Contributors  to  this  symposium  include  emi- 
nent researchists  in  the  fields  of  biochemistry, 
physiology,  nutrition  and  chemistry  as  well  as 
various  medical  specialists.  The  twenty-five 
chapters  cover  virtually  every  aspect  of  nutri- 
tion. Problems  of  the  infant  and  of  the  aged 
are  given  special  consideration.  Dietary  allow- 
ances are  presented  and  the  principles  of  diet 
in  the  treatment  of  disease  are  outlind.  The 
Handbook  has  a timely  usefulness  especially  in 
this  day  of  changing  diets  due  to  food  shortages. 

— C. 


MARIHUANA  PROBLEMS,  in-  the  City  of  New  York.  Sociolog- 
ical, Medical.  Psychological  and  Pharmacological  Studies  by  the 
Mayor’s  Committee  on  Marihuana.  $2.50.  The  Jacques  Cattell 
Press,  Lancaster,  Pa.  1944. 

The  purpose  of  the  investigation,  resulting  in 
the  publication  of  this  rather  important  con- 
tribution on  marihuana,  was  two-fold:  1.  to 
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determine  the  extent  of  the  use  of  the  drug,  and 
2.  to  investigate  its  physical  and  psychological 
results.  The  New  York  Academy  of  Medicine 
was  behind  the  extensive  surveys  and  studies. 

While  the  locale  for  the  study  was  the  city 
of  New  York,  the  findings  are  in  reality  a cross- 
section  of  what  might  be  found  the  country  over 
should  a nation-wide  study  be  made.  The  con- 
clusions, as  summarized  by  George  B.  Wallace, 
M.D.,  chairman  of  the  committee,  show  that  the 
users  of  the  drug,  in  the  majority,  were  with- 
out steady  employment  and  fell  in  the  age  group 
of  20  to  30  years.  In  New  York  the  users  were 
mainly  in  the  Harlem  area.  The  marihuana  user 
is  not  found  in  the  hardened  criminal  class  and 
no  direct  relationship  was  found  between  the 
commission  of  crimes  of  violence  and  marihuana. 
There  is  no  organized  sale  of  the  drug  among 
school  children  of  the  area. 

Physical  symptoms  consisted  mainly  of 
tremor,  ataxia,  dizziness,  dryness  of  the  throat, 
nausea  and  vomiting,  an  urge  to  urinate,  and  a 
desire  for  sweets  as  among  the  most  striking. 
The  effects  of  smoking  appeared  immediately 
and  usually  disappeared  in  from  one  to  three 
or  four  hours.  The  text  goes  into  a review  of 
systemic  changes  in  pulse  rates,  circulation  rate, 
blood  counts  and  hemoglobin  and  shows  neglig- 
ible results,  and  no  abnormalities  of  the  heart 
due  to  use  of  the  drug. 

In  the  words  of  the  review:  “Prom  the  study 
as  a whole,  it  is  concluded  that  marihuana  is 
not  a drug  of  addiction,  comparable  to  morphine, 
and  that  if  tolerance  is  acquired,  this  is  of  a 
very  limited  degree.  Furthermore,  those  who 
have  been  smoking  marihuana  for  a period  of 
years  showed  no  mental  or  physical  deteriora- 
tion which  might  be  attributed  to  the  drug.  — C. 


PSYCHOTHERAPY  IN  GENERAL  MEDICINE.  Report  of  an 
experimental  postgraduate  course.  By  Geddes  Smith,  Associate. 
The  Commonwealth  Fund.  The  Commonwealth  Fund.  New 
York.  1946.  Single  copies,  25c. 

A report  on  an  experimental  post-graduate 
course  entitled  “Psychotherapy  in  General  Med- 
icine” by  Geddis  Smith  has  been  reviewed.  The 
two-weeks  course,  held  at  the  Center  for  Con- 
tinuation Study  of  the  University  of  Minnesota 
in  April,  1946,  was  attended  by  twenty-five 
physicians  representing  the  practice  of  medicine 
under  varying  conditions.  All  except  two  were 
general  physicians  or  internists. 

The  need  for  a wider  understanding  of  psy- 


URiNE-SUGAR  TESTING 
made 

SIMPLE  • SPEEDY  • CONVENIENT 
with 

CLINITEST 

The  Tablet,  No  Heqting  Method 

Simply  drop  one  Clinitest  Tablet  into  test  tube  con- 
taining proper  amount  of  diluted  urine.  Allow  time  for 
reaction — compare  with  color  scale 

NOTE  — NEW  ATTACHMENT 
FOR  ADDED  CONVENIENCE 

The  test  tube  clip  now  supplied  with  each  pocket-size 
case  enables  the  test  tube  to  be  hooked  on  to  the  out- 
side of  case,  as  shown  in  illustration. 

This  simple  device  provides  an  added  convenience  for 
the  user — tube  is  maintained  in  an  upright  position, 
tube  is  held  motionless  during  reaction. 

FOR  OFFICE  USE: 

Clinitest  Laboratory  Outfit  (No.  2108) 

FOR  PATIENT  USE: 

Clinitest  Plastic  Pocket-Size  Set  (No.  2106) 

Complete  information  upon  request. 

AMES  COMPANY,  Inc. 

ELKHART,  INDIANA 
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ACCIDENT 


HOSPITAL 


SICKNESS 


INSURANCE 

FOR  PHYSICIANS,  SURGEONS,  DENTISTS  EXCLUSIVELY 


PREMIUMS 
COME  FROM 


/ PHYSICIANS\ 
SURGEONS 
\ DENTISTS  J 


CLAIMS 


$5,000.00  accidental  death  $8.00 

$25.00  weekly  indemnity,  accident  and  sickness  Quarterly 

$10,000.00  accidental  death  $16.00 

$50.00  weekly  indemnity,  accident  and  sickness  Quarterly 

$15,000.00  accidental  death  $24.00 

$75.00  weekly  indemnity,  accident  and  sickness  Quarterly 

$20,000.00  accidental  death  $32.00 

$100.00  weekly  indemnity,  accident  and  sickness  Quarterly 

ALSO  HOSPITAL  EXPENSE  FOR  MEMBERS, 
WIVES  AND  CHILDREN 


86c  out  of  each  $1.00  gross  income 
used  for  members’  benefit 


$2,900,000.00  $ 1 3,500,000.00 

INVESTED  ASSETS  PAID  FOR  CLAIMS 

S200.000  deposited  with  State  of  Nebraska  for  protection  of  our  members. 

Disability  need  not  be  incurred  in  line  of  duty — benefits 
from  the  beginning  day  of  disability. 

PHSICIANS  CASUALTY  ASSOCIATION 
PHYSICANS  HEALTH  ASSOCATON 

44  years  under  the  same  management 
400  First  National  Bank  Building  Omaha  2,  Nebraska 


WAYLAND’S 

PRESCRIPTION  PHARMACY 

•PRESCRIPTION  SPECIALISTS" 

BIOLOGICAL  PRODUCTS  ALWAYS  READY 
FOR  INSTANT  DELIVERY 

PARKE-DAVIS  BIOLOGICAL  DEPOT 

MAIL  AND  LONG  DISTANCE  PHONE  ORDERS 
RECEIVE  IMMEDIATE  ATTENTION 

Professional  Bldg.  Phone  4-4171  Phoenix 


DORSEY-BURKE  DRUG  CO. 

PHOENIX'  QUALITY  DRUG  STORE 

RELIABLE  PRESCRIPTIONS 
FREE  DELIVERY 

Van  Buren  at  4th  St.  Phoenix 

Phone  4-561 1 


chiatric  principles  and  their  subsequent  applica- 
tion in  general  medicine  has  long  been  recog- 
nized. The  course  has  sought  to  fulfill  this  need 
by  presenting  the  pertinent  material  to  a rela- 
tively small  group  of  doctor-students  to  the 
course  was  warmly  enthusiastic  and  leaves  little 
doubt  that  similar  efforts  should  be  continued 
to  insure  not  only  better  care  of  patients  with 
psychiatric  difficulties  but  also  to  bring  to  the 
physician  greater  understanding  and  confidence 
in  the  handling  of  people  and  their  ills. 

— C.W.S. 


EXPERIENCE  WITH  DEMEROL  ‘ 

IN  EUROPE 

To  the  Editor: — The  following  observations 
may  be  of  interest  to  you  with  regard  to  the 
controversy  between  Dr.  C.  K.  Himmelsbach, 
Chicago,  Mr.  H.  J.  Anslinger,  Washington,  D.C., 
and  Paul  de  Kruif,  Ph.D.,  Holland,  Mich.  ( The 
■four not,  September  7). 

In  the  spring  of  1945  I acted  as  liaison  officer 
between  First  Army  Headquarters  and  a central 
“German  Sanitary  Staff”  established  temporar- 
ily to  maintain  the  function  of  the  large  number 
of  captured  German  medical  installations.  Re- 
peated inspections  of  hospitals  and  numerous 
trips  throughout  the  occupied  area  gave  me  an 
opportunity  to  become  familiar  with  administra- 
tive and  technical  experiences  and  difficulties 
encountered  by  the  German  army. 

A tragic  accident  led  me  to  investigate  the 
use  of  Demerol  by  the  medical  department  of 
the  German  units  then  under  our  control.  Allied 
troops  which  had  opened  a medical  depot  found 
a large  stock  of  an  alcoholic  preparation  of 
Dolantin  (the  German  trade  name  for  Demerol), 
mistook  it  for  a beverage  and  drank  numerous 
bottles;  a large  number  of  casualties  resulted. 

Consultation  with  German  medical  officers 
and  pharmacists  revealed  that  the  staff  had  at 
this  time  40  cases  of  known  Demerol  addiction 
in  its  files;  that,  furthermore,  a large  number 
of  hospitals  bad  abandoned  its  use  for  this 
reason.  It  is  interesting  to  note  that  in  Germany 
too  it  had  been  assumed  for  some  time  that 
Demerol  was  less  addicting  than  morphine,  a 
theory  which  had  been  revised  by  the  spring 
of  1945. 

Subsequently  I was  called  repeatedly  by  mili- 
tary government  officials  to  examine  cases  of 
Demerol  addiction  in  civilians.  1 remember  one 
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DEPENDABILITY..  .the  most  important  quality  in  a contraceptive 
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ACTIVE  INGREDIENTS:  Boric  ocid  2.0%,  oxyquinolin  benzoate 
0.02%  and  phenylmercuric  acetate  0.02%  in  a base  of  glycerin, 
gum  tragacanth,  gum  acacia,  perfume  and  de-ionized  water. 
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instance  which  illustrates  convincingly  the  dan- 
ger of  the  drug.  A physician  addicted  to  mor- 
phine submitted  twice  to  treatment.  After  the 
second  treatment  lie  was  advised  to  try  Demerol 
and  developed  within  three  months  an  addiction 
for  the  substitute.  During  this  period  he  per- 
formed an  abortion  and  was  committed  to  a 
sanatorium  for  clinical  study.  After  several 
weeks  an  attempt  to  withdraw  the  drug  was 
made;  he  developed  no  symptoms  of  withdrawal. 
It  was  suspected,  therefore,  that  he  had  man- 
aged to  obtain  considerable  quantities  of  the 
drug.  Careful  isolation  revealed  not  only  that 
his  wife  in  weekly  visits  had  issued  Demerol  to 
him  but  that  she  herself — after  having  taken 
the  drug  once  or  twice  as  a sedative,  following 
her  husband’s  confinement-  had  become  a Dem- 
erol addict. 


Although  the  case  histories  on  pages  44  and 
44  of  the  September  7 issued  of  The  Journal 
contain  convincing  evidence  against  Paul  de 
Kruif’s  statement,  it  might  be  helpful  to  add 
these  experiences  to  the  warning. 

MAX  SAMTER,  M.D.,  Chicago. 


PRINTERS 

for  the  MEDICAL  PROFESSION 

Everything  from  a Prescription  Blank 
to  a Medical  Journal 

GENE  DOYLE  PRINTERY 

(Formely  A.  C.  Taylor  Printing  Co.) 

Telephone  3-6300 

142  S.  Central  Ave.  - Phoenix,  Arizona 


SOUTHWEST  SPECIALISTS 


T.  T.  CLOHESSY,  M.  D. 

Practice  Limited  to 
Dermatology  and  Syphilology 
X-Ray  Therapy 

620  Professional  Bldg.  Phoenix 

LUDWIG  LINDBERG.  M.  D. 

Cancer  and  Allied  Diseases 
Therapeutic  Radiology 

23  East  Ochoa  St.  Tucson,  Arizona 

FRED  G.  HOLMES,  M.  D. 

VICTOR  RANDOLPH.  M.  D. 
HOWELL  RANDOLPH,  M.  D 

Limited  to 

Diseases  of  the  Chest 
Heart  and  Allergy 

1005  Professional  Bldg.  Phoenix 

THE  CLINICAL  LABORATORY 

428  North  Central  Phoenix,  Arizona 
Telephone  4-7326 

Diagnostic  X-Ray  Clinical  Pathology 

EDWARD  G.  BREGMAN.  M.D. 

GENEVIEVE  A.  ARNESON.  B.S. 

HELEN  E.  BALMER,  B.S.,  A.S.,  C.P. 

D.  V.  MEDIGOVICH,  M.  D. 

Diplomate  American  Board 
Dermatology  and  Syphilology 

905  Professional  Building 
Phone  3-6617  Phoenix 

Phone  Wheel  Chairs,  Crutches 

4-4621  For  Sale  or  Rent 

A unger’s  Arizona  Brace  Shop 

Manufacturers  Artificial  Limbs,  Braces.  Trusses 

Individual  Attention  Giver;  to  Doctors  Prescriptions 

Camp  Surgical  Belts 

CLYDE  A.  AUNGER.  Manager 
145  E.  Van  Buren  Phoenix,  Arizona 

E.  A.  GATTERDAM,  M.  D. 

Allergy 

910  Professional  Bldg.  Phoenix 

Medical  & Dental 
Finance  Bureau 

GEORGE  RICHARDSON,  Pres. 

107  Professional  Bid?.  Phone  4-4688  Phoenix,  Ariz. 

An  Ethical  Financial  Service  for  Your  Patients-- Founded  1936 

UNSCENTED  COSMETICS 

FOR  THE  ALLERGIC  PATIENT 

AR-EX  Cosmetics  ore  the  only  complete  line  of  undented  cosmetics 
regulorly  stocked  by  pharmacies.  To  be  certain  that  your  perfume 
sensitive  patients  do  not  get  scented  cosmetics,  prescribe  AR-EX 
Unscented  Cosmetics.  SEND  FOR  FREE  FORMULARY. 


AR-EX 


FREE  FORMULARY 

DR 

ADDRESS 

CITY 1 

STATE i 


AR-EX  COSMETICS,  INC.,  1036  W.  VAN  BUREN  ST.,  CHICAGO  7,  ILL. 


VoL  3,  No.  6 
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LAS  ENCINAS 

PASADENA,  CALIFORNIA 

Internal  Medicine 
Including  Nervous  Diseases 


All  types  of  general  medical  and  neurological  cases  are  received  for 
diagnosis  and  treatment. 

Special  facilities  for  care  and  treatment  of  gastro-intestinal,  metabolic, 
cardio-vesicular-renal  diseases  and  the  psychoneuroses. 

Dietetic  department  featuring  metabolic  and  all  special  diets. 

All  forms  of  Physio-  and  Occupational  Therapy. 


BOARD  OF  DIRECTORS 

George  Dock,  M.  D.  Charles  W.  Thompson,  M.  D. 

Stephen  Smith,  M.  D.  James  Robert  Sanford,  M.  D. 


Write  for  illustrated  booklet 


Stephen  Smith,  M.D.,  F.A.C.P.  Charles  W.  Thompson,  M.D.,  F.A.C.P. 

. MEDICAL  DIRECTORS 


LAS  ENCINAS,  PASADENA,  CALIF. 
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SHOULD  VITAMIN  D BE 

GIVEN  ONLY  TO  INFANTS? 


ITAMIN  D lias  been  so  successful  in  preventing  rickets  during  in- 
fancy that  there  has  been  little  emphasis  on  continuing  its  use  after 
the  second  year. 

But  now  a careful  histologic  study  has  been  made  which  reveals 
a startlingly  high  incidence  of  rickets  in  children  2 to  14  years  old. 
Follis,  Jackson,  Eliot,  and  Park*  report  that  postmortem  examina- 
tion of  230  children  of  this  age  group  showed  the  total  prevalence 
of  rickets  to  be  46.5  % . 

Rachitic  changes  were  present  as  late  as  the  fourteenth  year,  and 
the  incidence  was  higher  among  children  dying  from  acute  disease 
than  in  those  dying  of  chronic  disease. 

The  authors  conclude,  “We  doubt  if  slight  degrees  of  rickets, 
such  as  we  found  in  many  of  our  children,  interfere  with  health 
and  development,  but  our  studies  as  a whole  afford  reason  to  pro- 
long administration  of  vitamin  D to  the  age  limit  of  our  study,  the 
fourteenth  year,  and  especially  indicate  the  necessity  to  suspect  and 
to  take  the  necessary  measures  to  guard  against  rickets  in  sick 
children.” 


*R.  H.  Follis,  D.  Jackson,  M.  M.  Eliot,  and  E.  A.  Park:  Prevalence  of  rickets  in  children 
between  two  and  fourteen  years  of  age.  Am.  J.  Dis.  Child.  66:1-11,  July  1943. 


MEAD’S  Oleum  Percomorphum  With  Other  Fish-Liver  Oils  and  Viosterol  is  a 
potent  source  of  vitamins  A and  D,  which  is  well  taken  by  older  children  be- 
cause it  can  be  given  in  small  dosage  or  capsule  form.  This  ease  of  adminis- 
tration favors  continued  year-round  use,  including  periods  of  illness. 

MEAD’S  Oleum  Percomorphum  furnishes  60,000  vitamin  A units  and  8,500 
vitamin  D units  per  gram.  Supplied  in  10-  and  50-cc.  bottles  and  boxes  of  50 
and  250  capsules.  Ethically  marketed. 

MEAD  JOHNSON  & COMPANY,  Evansville  21,  Ind.,  U.S.A. 


LOS  ANGELES  OFFICE,  737  TERMINAL  ST..  TELEPHONE  VANDIKE  4300 
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ATTENTION  TO  ORDERS 


When  your  prescriptions  come  into  our  office,  they're  treated  with  all 
the  respect  due  an  official  order.  Our  technicians  make  sure  that  what  you've 
written  on  paper  becomes  a reality  in  the  finished  spectacles  ....  a reality 
that  will  help  your  patient  see  more  clearly  and  more  comfortably.  Spratt's 
style-wise  dispensers  put  the  finishing  touch  on  a perfect  job  by  fitting  the 
patient  with  comfortable,  attractive  glasses  ....  a credit  to  your  professional 
knowledge  and  our  technical  skill. 


PHOENIX  OFFICE 
21  West  Monroe  Street 

Phone  4-3230 


GEORGE  W.  SPRATT  OPTICAL  CO. 

MAIN  OFFICE 

727  West  7th  Street  r Los  Angeles  14,  California 
DISTRICT  OFFICES 

WESTLAKE  - BEVERLY  HILLS  - HUNTINGTON  PARK  - SANTA  ANA 
WESTWOOD  VILLAGE  - LONG  BEACH  - SANTA  BARBARA 
INGLEWOOD  - SAN  DIEGO 


CEDILANID  . . . Lanatoside  C 

For  Intravenous  and  Oral  Digitalis  Therapy 

Eli  Rodin  Movitt  (Digitalis  and  Other  Cardiotonic  Drugs)  Oxford  Medical  Publica- 
tions, 1946,  states  that  Lanatoside  C (Cedilanid)  has  been  studied  extensively, 
experimentally  and  clinically,  and  that  it  promises  to  be  one  of  the  most  useful 
cardioactive  principles  in  the  specific  therapy  of  heart  disease. 

“In  instances  where  rapid  digitalization  by  the  intravenous  route  is  deemed  advisable, 
the  older  preparations  of  digitalis  are  no  longer  acceptable.  Purified  glycosidal 
substances  exclusively  are  to  be  used  for  that  purpose.  Strophanthin  ranks  high 
but  its  use  should  be  restricted  to  cardiologists  or  to  large  hospital  services  where 
it  can  be  employed  under  close  supervision  by  competent  and  experienced  physicians. 
For  general  use,  Lanatoside  C is  a valuable  drug.  In  rapidity  of  action  it  approaches 
Strophanthin.” 

Supplied 

Tablets,  each  containing  0.5  mg.  of  Lanatoside  C 
Ampuls,  4 cc.  (I.V.)  and  2 cc.  (I.M.) 

Literature  on  Request 

SANDOZ  CHEMICAL  WORKS,  INC,  new  york 

PHARMACEUTICAL  DIVISION 

WEST  COAST  OFFICE:  450  SUTTER  ST.  SAN  FRANCISCO  8,  CALIFORNIA 
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Published  bi-mon‘thly  by  Arizona  Medical  Association  at  142  South  Central  Avenue,  Phoenix,  Arizona.  Subscription  $1.50  per  year: 
single  copy  25  cents.  Entered  as  second  class  matter  March  1.  1921,  at  Postoffice  at  Phoenix.  Arizona,  act  of  March  3,  1879. 
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ceding  controlled,  the  operation  proceeds. 

ROM  BIN  TOPICAL,  highly  potent,  rapidly  acting  hemostatic  of 
)logic  origin,  is  a distinct  achievement  for 
er  surgery— minor  and  major.  Capillary  hemorrhage  may  be 
ested  seconds  after  local  application  of  THROMBIN  TOPICAL, 
lending  research  in  all  the  branches  of  medicine 
> led  to  the  development  of  new  Parke-Davis  products, 
biologically  sound  and  clinically  valuable.  It  has  maintained  as  a 
itinuing  symbol  of  therapeutic  significance  the  mark  of 


'ke-DaviS  — AIEDICAMENTA  VERA. 


C ^ 


❖ 


iOMBIN  TOPICAL  is  available  in  5,000-unit  ampoules,  each 
<ed  with  a 5 cc.  ampoule  of  sterile,  isotonic  saline  diluent. 


* E H * 


ItKE,  UAVIS  & COMPANY  • DETROIT  32.  M10H1UAN 
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Tonsillectomy  first  in  the  scries;  "FACIAL  EXPRESSIONS  OF  SICKNESS" 


lii  llic  first  stage  of  therapy,  iirophy la\is,  the  establishment  of  a moderate  blood  level  of  penicillin  has  been  shown 


to  be  effective  in  reducing  postoperative  infections.  This  is  particularly  true  in  tonsillectomies.  Here,  a tablet  of 


buffered  penicillin  every  !\wi  hours,  day  and  night,  for  24  hours  before  the  operation  is  a simple,  yet  effective  means 


of  avoiding  secondary  inflammation  due  In  penicillin-sensitive  organisms.  For  such  prophylaxis,  tablets  of  ralcium 


penicillin  HO, 000  units  each,  are  available  in  bottles  of  12. 


I*  E \ I V I I L I \ TABLETS  ORAL  by 


il.  4,  ATo.  1 
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octor— Judge 


Philip  Morris  suggests  you  judge  . . . from 
the  evidence  of  your  own  personal  obser- 
vations . . . the  value  of  Philip  Morris  Ciga- 
rettes to  your  patients  with  sensitive  throats. 

PUBLISHED  STUDIES*  SHOWED  WHEN  SMOKERS 
CHANGED  TO  PHILIP  MORRIS  SUBSTANTIALLY  EVERY 
CASE  OF  THROAT  IRRITATION  DUE  TO  SMOKING 
CLEARED  COMPLETELY,  OR  DEFINITELY  IMPROVED. 

But  naturally,  no  published  tests,  no  matter 
how  authoritative,  can  be  as  completely  con- 
vincing as  results.you  will  observe  for  yourself. 


Philip  Morris 

PHILIP  MORRIS  & CO.,  LTD.,  INC. 

119  FIFTH  AVENUE,  NEW  YORK,  N.  Y. 

*Laryngoscope,  Feb.  1935,  Vol.  XLV,  No.  2,  149-154. 
Laryngoscope,  Jan.  1937,  Vol.  XLV  11,  No.  1,  58-60. 


TO  THE  DOCTOR  WHO  SMOKES  A PIPE:  We  suggest  an  unusually  fine  new  blend - 
Country  Doctor  Pipe  Mixture.  Made  by  the  same  process  as  used  in  the  manufacture  of 
Philip  Morris  Cigarettes. 
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A strong  foundation  saved  the  Cathedral  of  Cologne  in 
ground-shaking  bombing  assaults  of  World  War  II  . . . 
and  a strong  nutritional  foundation  laid  down  in  infancy 
will  likewise  help  to  protect  health  and  strength  in 
years  to  follow,  against  health-destroying  assaults  of 
disease.  • BIOLAC  furnishes  among  other  essential  nutri- 
ents the  valuable  proteins  of  milk,  an  outstanding  source 
of  all  the  indispensable  amino  acids  . . . the  prerequisite 
building  blocks  of  strong  tissues.  • BIOLAC  is  bacterio- 
logically  safe . . . convenient. . .economical. . .readily  available. 

BORDEN’S  PRESCRIPTION  PRODUCTS  DIVISION 

350  MADISON  AVENUE,  NEW  YORK  17,  N.  Y. 


Biolac 

7&e  finMu/attaK  & 


B iolac  is  a liquid  modified  milk,  prepared  from  whole  and  skim 
milk  with  added  laetose,  and  fortified  with  thiamine,  concentrate  of 
vitamins  A and  D from  cod  liver  oil,  and  iron  citrate;  only  ascorbic 
acid  supplementation  is  necessary.  Evaporated,  homogenized  and 
sterilized.  Biolac  is  available  in  13  fl.  oz.  tins  at  all  drug  stores. 


Quickly  prepared  . . . easily  cal- 
culated: 1 fl.  oz.  Biolac  to  1 Vi  fl- 
oz.  water  per  lb.  of  body  weight. 


Vol.  4,  No.  1 
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For  the  high  dosage  essential  to  the  oral  route 


A 50,000  UNIT  TABLET 
OF  PENICILLIN  CALCIUM 


“Provided  enough  is  used  . . . the  oral  route 
of  administration  of  penicillin  ...  is  an  ef- 
fective way  to  treat  infections  . . . requir- 
ing “five  times  as  much,  on  the  average  . . .”1 
Parenteral  medication  should  be  used  in 
the  initial  stages  of  acute  infections,  how- 
ever, and  Tablets  Penicillin  Calcium  may 
be  used  effectively  in  the  convalescent  pe- 
riod following  the  remission  of  fever. 

Highly  potent,  Tablets  Penicillin  Calci- 
um Squibb  simplify  oral  therapy  by  pro- 
viding in  a single  tablet  50,000  units  of  the 
calcium  salt  of  penicillin  combined  with 


0. 5  gm.  trisodium  citrate  to  enhance  ab- 
sorption as  well  as  to  attain  “less  irregular, 
higher  and  more  prolonged  blood  levels. ”2 

You  can  prescribe  the  precise  number  of 
tablets  needed  without  fear  of  potency  de- 
terioration. Each  tablet  of  Penicillin  Cal- 
cium Squibb  is  individually  and  hermetic- 
ally sealed  in  aluminum  foil.  Economical 
and  convenient.  Packages  of  12  and  100. 
Refrigeration  not  necessary. 

1.  Bunn,  P.  A.:  in  Conferences  on  Therapy:  New  York  State  J. 
Med.  46:527  (March  1)  1946.  2.  Gyorgy,  P.:  Evans,  K.  W.; 
Rose,  E.  K.;  Perlingiero,  J.  G.,  and  Elias,  W.  F.:  Pennsyl- 
vania M.  J.  49: 409  (Jan.)  1946. 


TABLETS 


( buffered) 


CALCIUM  SQUIBB 


MANUFACTURING  CHEMISTS  TO  THE  MEDICAL  PROFESSION  SINCE  1858 
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to  coml 


depression  associated  with 


persistent  pain... 


Many  patients  suffering  from  persistent  pain 
are  subject  to  attacks  of  depression  characterized 
by  deep  apathy  and  emotional  exhaustion. 

Thus,  pre-existing  neurotic  tendencies 
may  be  exaggerated  and  the  pain  threshold 
progressively  lowered. 

By  restoring  morale  and  optimism, 

Benzedrine  Sulfate  will  often  effectively 
combat  the  depression  which  may  complicate 
the  management  of  painful  conditions.  Needless  to 
say,  Benzedrine  Sulfate  is  not  indicated  in  the 
casual  case  of  low  spirits,  as  distinguished 
from  true  mental  depression. 


benzedrine  sulfate 

[racemic  amphetamine  sulfate,  S.K.F.)  Tablets  aild  Elixir 


Smith,  Kline  & French  Laboratories,  Philadelphia , Pa, 


Vol.  4,  No.  1 
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Control  of  menopausal 
symptoms  can  be  established 
promptly,  in  the  majority 
of  cases,  by  ORAL  therapy 
alone.  The  extensive  bibliography 
of  “PREMARIN”  offers  convincing 
evidence  that  this  highly  potent,' 
orally  active,  natural  estrogen  is  a 
most  effective  therapeutic  measure  for 
treating  the  menopausal  patient, 
ssentially  Safe,  Naturally  Occurring, 
t,  Orally  Effective, 

Water  SofiJMg  WetP  Titrated, 

AM  Imparts  a feelingl 


TABLETS  of  1.25  mg. 
TABLETSIHalf-Sfrength)  of  0.625  mg. 
LIQUID,  containing  0.625  mg.  pep*4  cc. 


AYERST, 
McKENNA  & 
HARRISON  Ltd. 


22  East  40th  Street.  New  York  16,  N.  Y. 


*Keg.  U.  S.  Pol.  Ofl 
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Why  do  Tom , Dick  and  Harry 


f UKIOUKJL  IN  PROPYLENE  GLYCOL 

MILK  DIFFUSIBLE  VITAMIN  D PREPARATION 
ODORLESS  • TASTELESS  • ECONOMICAL 


Growing  children  require  vitamin  D 
mainly  to  prevent  rickets.  They  also  need 
vitamin  D,  though  to  a lesser  degree, 
to  insure  optimal  development  of  muscles 
and  other  soft  tissues  containing 
considerable  amounts  of  phosphorus. 

Milk  is  the  logical  menstruum  for 
administering  vitamin  D to  growing 
children,  as  well  as  to  infants,  pregnant 
women  and  lactating  mothers.  This 
suggests  the  use  of  Drisdol  in  Propylene 
Glycol,  which  diffuses  uniformly 
in  milk,  fruit  juices  and  other  fluids. 

Average  daily  dose  for  infants 
2 drops,  for  children  and  adults 
4 to  6 drops,  in  milk. 

Bottles  of  5,  10  and  50  cc. 


DRISDOL,  trademark  Reg. 

U.  S.  Pat.  Off.  & Canada, 

Brand  of  Crystalline  Vitamin  D2 
(calciferol)  from  ergosterol 


CHEMICAL  r COMPANY,  INC . 


Windsor,  O nf. 


Vol.  4,  No.  1 
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in  Schenley  Laboratories’  continuing 
summary  ot  penicillin  therapy. 


EMPYEMA: 

tr.at.ent  -i  PENICILLIN  SCHENLEY 


Treatment:  Penicillin  solution 
eural  cavity  after  aspiration 

sterile  isotonic  salt  solution,  if 

necessary.  Penicillin  should  not  be  used  for  irrigation. 

The  optimum  dose  for  each  injection  is  50,000  to  200,000 
units  in  a volume  of  solution  less  than  the  amount  of 
fluid  or  pus  aspirated.  The  frequency  of  injections 
depends  on  the  extent,  type,  and  severity  of  the  infection, 
and  the  response  to  therapy.  Treatment  should  be 
continued  until  after  the  fluid  becomes  sterile. 


Surgical  intervention  is  necessary  if  fibrin  masses  or 
loculation  prevent  adequate  aspiration  or  if  penicillin 
therapy  is  ineffective,  as  indicated  by  persistence  of 
positive  cultures  after  one  week. 


SYSTEMIC  THERAPY.  Systemic  use  of  penicillin  ic 
indicated  as  a supplement  to  intrapleural  therapy  par- 
ticularly where  there  exists  an  underlying  active 
pulmonary  infection  or  a bronchopleural  fistblar 


SCHENLEY  LABORATORIES,  INC. 

EXECUTIVE  OFFICES:  350  FIFTH  AVENUE,  NEW  YORK  CITY 


© Sohsnley  Laboratories,  Inc. 


12 


Arizona  Medicine 


January,  I'> / 


Jn  the  Early  Recognition 
of  Protein  'Deficiency 

Unsupervised  dietary  curtailment  and  self-imposed  food  restric- 
tions, not  infrequently  observed  in  elderly  patients  and  in  those 
desirous  of  preventing  weight  gain  or  losing  weight,  are  apt  to 
lead  to  multiple  nutritional  derangements.  Not  the  least  im- 
portant among  these,  and  often  overlooked,  is  protein  deficiency. 

The  early  symptoms  of  chronic  protein  deficiency  are  vague 
and  lack  specificity.  Thus  they  escape  detection  unless  pointedly 
looked  for.  Easy  fatigability,  loss  of  weight,  anorexia,  malaise, 
and  a slight  pallor  due  to  underlying  secondary  anemia  consti- 
tute the  most  common  complaints.  A careful  history  of  eating 
habits  usually  discloses  the  true  significance  of  these  symptoms. 

Detection  of  the  earliest  objective  sign  of  protein  deficiency — 
negative  nitrogen  balance  — requires  hospitalization  for  several 
days,  in  order  that  nitrogen  intake  and  excretion  can  be  accu- 
rately determined. 

Prolonged  protein  deficiency  leads  to  hypoproteinemia,  and  is 
readily  recognized  by  generalized  edema  and  by  a serum  protein 
level  below  the  normal  7 to  8 Gm.  per  100  cc. 

The  most  dependable  and  effective  means  of  preventing  and 
correcting  protein  deficiency  is  through  proper  organization  of 
the  diet.  The  recommended  intake  of  1 Gm.  of  protein  per  Kg. 
of  body  weight  insures  nitrogen  balance  in  normal  persons.  For 
correction  of  frank  protein  deficiency,  at  least  2,  Gm.  per  Kg.  of 
body  weight — and  frequently  considerably  more — is  required. 

Among  the  protein  foods  of  man,  meat  ranks  high,  not  only 
because  of  the  generous  supply  of  protein  it  provides,  but  also 
because  its  protein  is  biologically  complete,  applicable  for  the 
satisfaction  of  every  protein  need. 

The  Seal  of  Acceptance  denotes  that  the  nutri- 
tional statements  made  in  this  advertisement 
arc  acceptable  to  the  Council  on  Foods  and 
Nutrition  of  the  American  Medical  Association. 

AMERICAN  MEAT  INSTITUTE 

MAIN  OFFICE,  CHICAGO...  MEMBERS  THROUGHOUT  THE  UNITED  STATES 


4 , No.  1 
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Big  Game  Hunters 


• He  hunts  the  “biggest  game”  of  all . . . 
the  microscopic  and  mysterious  enemies 
of  mankind. 

He  hunts  not  with  a rifle,  but  with  a 
microscope. 

He  is  the  doctor  out  to  effect  a cure 


by  finding  the  cause— and  combating  it. 

No  place  in  the  world,  not  even  the 
remotest  jungle,  is  too  far,  too  danger- 
ous, or  too  difficult  for  him  to  penetrate 
when  the  needs  of  medical  science  say, 
“This  must  be  done.” 


According  to  a 

recent  independent 
nationwide  survey: 

More  Doctors 

Smoke  Camels 

than  any  other  cigarette 


R.  J.  Reynolds  Tobacco  Company,  Winston-Salem.  North  Carolina 
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A good  grip  on  life 


With  infant  mortality  at  its  highest  during  the  first  month  of 
life,  the  fewer  the  burdens  on  the  baby’s  endurance,  the  firmer 
will  be  his  grip  on  life.  And  gastro-intestinal  upset,  colic  and 
diarrhea  can  be  heavy  burdens  for  an  infant. 

'Dexin'  has  proved  an  excellent  "first  carbohydrate."  Because 
of  its  high  dextrin  content,  it  (1)  resists  fermentation  by  the 
usual  intestinal  organisms;  (2)  tends  to  hold  gas  formation,  dis- 
tention and  diarrhea  to  a minimum,  and  (3)  promotes  the  for- 
mation of  soft,  fiocculent,  easily  digested  curds. 

'Dexin'  brand  High  Dextrin  Carbohydrate  is  simply  prepared 
in  hot  or  cold  milk  and  is  readily  adaptable  to  increasing  for- 
mula needs.  'Dexin'  does  make  a difference.  -Dexin’  ReB.  Trademark 


l 

HIGH  DEXTRIN  CARBOHYDRATE 


Dexin’ 


BRAND 


Composition— Dextrins  75%  • Maltose  24%  • Mineral  Ash  0.25%  • Moisture 
0.75%  • Available  carbohydrate  99%  • 115  calories  per  ounce  • 6 level  packed 
tablespoonfuls  equal  1 ounce  • Containers  of  twelve  ounces  and  three  pounds  • 
Accepted  by  the  Council  on  Foods  and  Nutrition,  American  Medical  Association. 


Literature  on  request 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  9 & II  East  41st  St.,  New  York  17,  N.  Y. 


Vol.  4,  No.  1 
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Whenever  mother’s  milk  is  wnavailable  or  of  insufficient  quan- 
tity S-M-A  can  be  relied  on  to  replace  it. 

S-M-A  has  the  same  percentage  of  protein,  fat  and  carbo- 
hydrate as  human  milk.  This  similarity  of  S-M-A  to  mother’s 
milk  is  largely  responsible  for  the  successful  nutritional  his- 
tory of  S-M-A  babies.  *REG.  U.S.  PAT.  OFF. 


S-M-A  is  derived  from  the  milk  of  tuberculin-tested  cows.  Part  of  the 
buller  fat  of  this  milk  is  replaced  with  animal  and  vegetable  fats  in- 
cluding biologicallv  assayed  cod  liver  oil.  Milk  sugar,  vitamin  A and  D 
concentrate,  carotene,  thiamine  hydrochloride,  potassium  chloride  and 
iron  are  added. 

Supplied:  1 lb.  tins  with  measuring  cup. 


S.  M.  A.  DIVISION  • WYETH  INCORPORATED  • PHILADELPHIA  3 • PA. 
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YOUR  PATIENTS  ARE  PROPERLY  FITTED 

When  You  Recommend  C /WAP  Scientific  Supports 


LAMP  litters  are  conscientiously  trained  to  work  on  the  physician  s 
team  as  technicians  in  scientfic  supports.  Annual  four-day  sessions 
in  New  York  and  Chicago  (now  in  their  19th  year),  a steadv 
schedule  of  regional  classes,  individual  instruction  by  the  corps  of 
CAMP  registered  nurses  and  professionally  edited  handbooks  and 
other  helpful  literature  have  trained  thousands  of  fitters  in  pre- 
scription accuracy  and  ethical  procedure. 


S.  H.  CAMP  AND  COMPANY,  JACKSON,  MICHIGAN 

JVor/t/'s  Largest  Manufacturers  of  Scientific  Supports 


Offices  in  New  York  • Chicago  • Windsor,  Ontario  • London,  England 
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DO 

YOU 

KNOW 

WHAT 

THESE 

SYMBOLS 

STAND 

FOR? 


REXALL  FOR  RELIABILITY 


Th  is  is  the  battle  banner  of  the  National  Foun- 
dation for  Infantile  Paralysis.  The  slim,  sword- 
like torch  is  the  stern  symbol  of  a tireless  war 
on  a dreaded  disease. 

The  finest  of  doctors  and  scientists  have  given 
of  their  time  and  skill  and  knowledge  to  fight 
poliomyelitis.  And  annually  since  its  inception 
in  1938,  the  National  Foundation  for  Infantile 
Paralysis  has  conducted  the  March  of  Dimes, 
in  a nation-wide  appeal  for  funds  to  carry  on 
the  work. 

The  familiar  blue  and  white  symbol  above  your 
neighborhood  drug  store  tells  you  that  he  is  a 
Rexall  druggist.  More  than  10,000  Rexall  Drug 
Stores  throughout  the  nation  are  proud  to  join 
with  the  American  people  in  support  of  the 
1947  March  of  Dimes,  from  January  14  to 
January  31. 

UNITED-REXALL  DRUG  CO. 

LOS  ANGELES,  CALIFORNIA 

PHARMACEUTICAL  CHEMISTS  FOR  MORE  THAN  44  YEARS 


IS 
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Molder  oi 


SPECIFY: 


.>  , •'  . - • ! 


Abbott 


Vitamin 

'¥  ,'W-  ' 

u 

Products 

a-;' 

...  r,’.  ; • ’ Vl'v  >;V 


His  diet  is  balanced,  yel  he  is  a borderline  vitamin  defi- 
ciency case,  bike  many  others  whose  occupations  are 
sedentary  and  who  take  little  exercise  otherwise,  his 
caloric  requirements  and  appetite  are  so  small  that  he 
simply  does  not  eat  enough  food  to  supply  adequate 
quantities  of  the  protective  factors.  As  a result  his  case 
record  has  taken  its  place  in  his  physician’s  lile  along 
with  those  of  all  of  the  other  varieties  of  dietary  delin- 
quents: the  ignorant  and  indifferent,  patients  too 
busy”  to  eat  properly,  those  on  self-imposed  and  badly 
balanced  reducing  diets,  excessive  smokers,  alcoholics, 
and  food  faddists,  to  name  but  a few.  First  thought  in 
such  cases  is  dietary  reform,  of  course.  But  this  is  often 
more  easily  advised  than  accomplished.  Because  of  this, 
an  ever-growing  number  of  physicians  prescribe  a vita- 
min supplement  in  every  case  of  deficiency.  If  you  re 
one  of  these  physicians— or  if  you  prescribe  vitamins 
only  rarely— consider  the  advantages  of  specifying  an 
Abbott  vitamin  product:  Quality — Certainty  of  potency 
—A  line  which  includes  a product  for  almost  every  vita- 
min need — And  easy  availability  through  pharmacies 
everywhere.  Abbott  Labokatohies,  North  Chicago,  111. 


♦AfcR'ClV 


M/  rmi  m m r ~mr  m 

MJj  M M if  W JLj 


For  menopausal  patients  one  ESTINYL  Tablet  of  0.05  mg.  daily 
is  usually  sufficient,  but  two  or  three  tablets  daily  may  be  pre- 
scribed in  the  presence  of  severe  symptoms. 


There  (ire  sound  medical  reasons  for  ESTINYL,  an  oral 
estrogen  closely  related  to  the  primary  follicular 
hormone,  alpha-estradiol: 


it  controls  hormonal  deficiency 
symptoms  rapidly, 

it  is  virtually  free  from  side 
effects  in  therapeutic  dosage, 

it  induces  the  sense  of  well-being 
characteristic  of  the  estrogenic 
hormone, 

it  is  economical— within  the  means  of 
almost  all  patients. 


it  is  the  most  potent  oral  estrogen 
known  today. 


ESTINYL  (ethinyl  estradiol)  Tablets  are  best  administered  at 
bedtime. 


Available  in  two  strengths— 0.05  ( five-hundredths ) mg.  (pink)  and  0.02  {two- 
hundredths)  mg.  (buff)  tablets.  Bottles  of  100,  250  and  1,000. 


Trade. Mark  EST1NVL— Reg.  1). S.  Pat.  Off. 


"A 


CORPORATION  • BLOOMFIELD.  N.  J. 

IN  CANADA,  SPHERING  CORPORATION  LIMITED,  MONTREAL 
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ON  A TIMELY  SUBJECT 


T'JHYSICIANS  are  invited  to  use  the  ap- 
A pended  coupon  to  request  a compli- 
mentary copy  of  the  new  brochure 
"Nutrition  As  A Therapeutic  Factor.” 
In  a terse,  straightforward  manner,  this 
compendium  of  current  thought  pre- 
sents the  remarkable  strides  made  during 
the  last  decade  in  the  use  of  nutritional 
factors  as  therapeutic  weapons.  The  pres- 


entation concisely  outlines  present  as- 
pects of  nutritional  therapy  providing 
information  and  data  valuable  in  every- 
day practice.  The  applicability  of  the 
various  nutrients  in  the  treatment  of  dis- 
ease is  presented,  adding  to  the  practical 
utility  of  the  brochure.  The  Wander 
Company,  360  North  Michigan  Ave., 
Chicago  1,  Illinois. 


i 1 

THE  WANDER  COMPANY,  360  N.  MICHIGAN  AVENUE,  CHICAGO  1,  ILLINOIS  I 

Gentlemen:  You  may  send  me  a complimentary  copy  of  "Nutrition  As  A Therapeutic  Factor."  I 

M.D. 

A del ress 

City  and  State | 


L 
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WHEN  DIETARY  MEASURES  ALONE  Cannot  Control 
a recently  established  case  of  diabetes  and  insu- 
lin must  be  resorted  to,  one  daily  injection  of 
intermediate-acting  ‘Wellcome’  Globin  Insulin 
with  Zinc  will  often  prove  both  adequate  and 
beneficial.  This  simplified  regimen  can  be  ini- 
tiated in  the  following  manner: 

ESTIMATING  THE  DOSAGE:  The  simplest  method 
is  to  start  with  15  units  of  Globin  Insulin  and  in- 
crease the  dosage  every  few  days,  as  required. 
A closer  estimation  is  obtained  by  quantitative 
sugar  determination  of  a 24-hour  urine  speci- 
men. For  the  initial  dosage,  % of  a unit  of 
Globin  Insulin  is  given  for  every  gram  of  sugar 
spilled  in  24  hours. 

Both  diet  and  dosage  must  subsequently  be 
adjusted  to  meet  the  needs  of  each  individual 
patient. 

adjusting  the  DIET:  In  general  it  has  been 
found  that  a good  carbohydrate  distribution  for 
the  patient  on  Globin  Insulin  consists  of  1/5  of 
the  total  carbohydrate  at  breakfast,  2/5  at  the 


The  newly  diagnosed 
diabetic  and 
Globin  Insulin 


noon  meal,  and  2/5  at  the  evening  meal.  Any 
tendency  toward  midafternoon  hypoglycemia 
may  usually  be  offset  by  giving  10  to  20  grams 
of  carbohydrate  between  3 and  4 p.m. 

This  starting  diet  may  subsequently  be  adjusted 
as  required  to  suit  the  needs  of  the  patient.  Final 
adjustment  of  carbohydrate  distribution  may  be 
based  on  fractional  urinalyses. 


ADJUSTING  TO  24-HOUR  CONTROL:  Simulta- 
neously adjust  the  Globin  Insulin  dosage  to 
provide  24-hour  control  as  evidenced  by  a fast- 
ing blood  sugar  level  of  less  than  150  mgm.,  or 
sugar-free  urine  in  the  fasting  sample. 

Wellcome’ Globin  Insulin  with  Zinc  is  a clear  solu- 
tion, comparable  to  regular  insulin  in  its  freedom 
from  allergenic  properties.  Available  in  40  and  80 
units  per  cc.,  vials  of  10  cc.  Accepted  by  the  Council 
on  Pharmacy  and  Chemistry,  American  Medical 
Association.  Developed  in  The  Wellcome  Research 
Laboratories,  Tuckahoe,  New  York.  U.S.  Patent 
No.  2,161,198.  LITERATURE  ON  REQUEST. 

'Wellcome'  Trademark  Registered 


BURROUGHS  WELLCOME  & CO.  (U.S. A.)  INC.,  9 & II  EAST  4IST  STREET,  NEW  YORK  17,  N.Y 
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found  guilty  of  diets  wanting  in  one  or  more  vitamins. 


Low-vitamin  diets  are  not  restricted  by  income  or  by 


. New  England  J-  Med.  228:1  18 
(Jan.  23)  1943. 

4 J.A.M.  A.  129:613  (Ocl.27)  1945. 


intelligence.2  Greater  assurance  of  adequate  vitamin  main- 
tenance is  available  in  potent,  easy  to  take,  and  reasonably 
priced  Upjohn  vitamin  preparations. 


Upjohn 


UPJOHN 


VITAMINS 


Vol.  4 , No.  1 
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STBEPTOMVCIN  NOW  IS  AVAILABLE 

Physicians  now  may  obtain  adequate  supplies  of  this  remarkable  new  antibac- 
terial agent,  without  restriction,  from  their  local  pharmacists  and  hospitals. 


CLINICAL  INDICATIONS 

Streptomycin  is  effective  in  the  treat- 
ment of:  Urinary  Tract  Infections,  Bac- 
teremia, and  Meningitis  due  to  suscep- 
tible strains  of  the  following  organisms: 


Esch.  coli 
Proteus  vulgaris 

Klebsiella  pneumoniae 

(Fritdlander’t  bacillus) 


B.  lacfis  aerogenes 
Ps.  aeruginosa 

(B.  pyocyaneus) 


TULAREMIA 

All  H.  influenzae  infections 

Streptomycin  is  a helpful  agent  also  in  the  treatment 
of  the  following  diseases,  but  its  position 
has  not  been  clearly  defined: 


Tuberculosis. 

Peritonitis  due  to  susceptible  organisms. 
Pneumonia  due  to  Klebsiella  pneumoniae 
(Friedlander’s  bacillus). 

Liver  abscesses  due  to  streptomycin-sensitive 
bacilli. 


Cholangitis  due  to  susceptible  pathogens. 
Endocarditis  caused  by  penicillin-resistant, 
streptomycin-sensitive  organisms. 

Chronic  pulmonary  infections  predominantly 
due  to  streptomycin-sensitive  flora. 

Empyema  due  to  susceptible  organisms. 


STREPTOMYCIN 

(HYDROCHLORIDE) 

bounce/  MERCK 

MERCK  & CO.,  Inc.  RAHWAY,  N.  J. 

c/llariufacftysitic/f 
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Get  it  Now - 

EQUIPMENT  IN  STOCK  AVAILABLE  FOR 


IMMEDIATE 

DELIVERY 

Heidbrink  Oxygen  Tents 

McKesson  Water  Type  Betabolar 

McKesson  and  Emerson 
Resuscitators 

Despatch  Hot  Air  Sterilizer 
Pelton,  Castle  and  Burton  Spotlites 

Colson  and  Myrick  Inhalators 

Ultra-Violet  and  Infra  Red  Lights 

Waste  Receptacles  and  Waste 
Baskets 

Cincinnati  Obstetrical  Tables 

Vollrath  Polio-Pak  Heaters 

Mont  Reid  Operating  Tables 

C.S.E.  Paraffin  Embedding  Ovens 

Wocher  Explosion-Proof  Operating 
Lights 

Electric  Heating  Pads  and  Blankets 

All  Kinds  of  Gomco  Suction  Pumps 

Leitz  Photo  Electric  Colorimeters 

Castle,  Pelton  and  American 

Castle  and  American  U.V. 
Germicidal  Lights 

Instrument  Sterilizers 
Ritter  Ear,  Nose  and  Throat  Units, 

Castle  Portable  and  Ceiling  Model 
Operating  Lights 

Cuspidors  and  Stools 
Improved  Bellevue  Hospital  Model 

Improved  Davis-Bovie  Electro 
Surgical  Units 

Stainless  Steel,  Wearever  Aluminum 
and  White  Enamel  Utensils 

Suction  Pumps 

Wheel  Stretchers,  Invalid  Walkers 
and  All  Kinds  of  Wheelchairs 

Hamilton  Examination  Tables,  Treat- 

Castle "Monarch"  Hopper  Type, 
Urinal  and  Bedpan  Washer  Steril- 
izer, Flush  Valve  for  Cold  Water, 
Separate  Valve  for  Steam,  Wall 
Piping 

Simmon's  Hospital  Beds,  Innerspring 
Mattresses,  Dressers,  Overbed 
Tables,  Bedside  Cabinets,  Chairs, 
Cribs,  Bassinettes,  Etc. 

ment  Cabinets,  Instrument  Cab- 
inets, Waste  Receptacles  and 
Stools  — white  with  black  trim 

American  10-Gallon  Water  Steril- 
izers, 220  Volt  A.C.,  60001  watt, 
type  A heater  on  each  tank,  low 
water  cutout,  pressure  control, 
standard  plated  finish,  101  white 
stand 

ALL  ITEMS  SUBJECT  TO  PRIOR  SALE 


PHYSICIANS  AND  HOSPITALS  SUPPLY  CO.,  Inc. 

MINNEAPOLIS  MINNESOTA 


Vol.  4,  No.  1 
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THE  ACUTE  ABDOMEN 

PHILIP  THOREK,  M.  D.,  F.  A.  C.  S. 
Chicago,  Illinois 


"XTO  APOLOGY  is  necessary  to  discuss  a sub- 

^ ject  as  trite  as  the  acute  abdomen.  The 
more  we  are  confronted  with  the  numerous  pit- 
falls  encountered,  the  more  are  we  convinced 
that  the  diagnostic  difficulties  remain  numerous 
and  embarrassing.  In  order  to  clarify  and  sim- 
plify the  conditions  most  frequently  mistaken,  I 
have  examined  the  charts  from  all  the  surgical 
services  at  the  American  and  Cook  County  Hos- 
pitals for  a period  of  the  last  five  years.  To  my 
surprise  I did  not  find  fifty  or  seventy-five  con- 
ditions which  confuse  us,  but  rather  six  out- 
standing ones  that  we  mistake  most  frequently. 
These  six  conditions  are,  acute  appendicitis, 
acute  cholecystitis,  perforated  peptic  ulcer,  renal 
colic,  acute  pancreatitis  and  coronary  occlusion. 
There  is  a seventh  which  deserves  special  consid- 
eration, that  is  salpingitis.  Acute  or  chronic  sal- 
pingeal  pathology  is  frequently  associated  with  a 
peri-hepatitis  which  produces  pseudo-gall  blad- 
der pains.  Because  of  this,  gall  bladder  explor- 
ations and  surgery  have  been  done  in  cases  of 
salpingitis  resulting  in  danger  to  the  patient 
and  embarrassment  to  the  surgeon. 

To  make  a diagnosis  one  must  have  a definite 
plan  in  mind.  Our  plan  consists  of  four  head- 
ings, namely,  history,  present  symptom  complex, 
physical  examination  and  laboratory  data.  This 
simple  plan  has  served  us  well  and  we  utilize 
it  daily. 

ACUTE  APPENDICITIS:-  The  statement 
“only  an  appendix”  is  indeed  a dangerous  one 
and  the  more  we  see  of  the  condition  the  more 
we  respect  it.  This  condition  is  most  frequently 
found  in  individuals  under  the  age  of  forty 
and  is  somewhat  more  common  in  males.  It 
will  be  recalled  that  gall  bladder  conditions 
appear  most  frequently  after  the  age  of  forty. 
The  story  that  the  patient  relates  is  a very 
stereotyped  and  definite  one.  To  put  it  in  his 
language:  “Something  I ate  gave  me  a belly 
ache.”  This  is  his  way  of  describing  acute  epi- 
gastric distress.  When  he  gets  his  “belly  acbe” 
he  usually  seeks  the  advice  of  a druggist  who 
accommodates  him  with  a cathartic,  or  some  well- 
meaning  friend  who  suggests  an  enema.  With- 
in the  first  twenty-four  hours  his  “belly  ache” 

Presented  before  the  Harlow  Brooks  Memorial  Navajo  Clinical 
Conference,  Sage  Memorial  Hospital,  Ganado.  Arizona.  August 
29,  1946. 


becomes  a soreness  low  on  the  right  side.  His 
acute  epigastric  distress  has  become  localized 
to  the  right  lower  quadrant.  The  “two  question 
test”  is  both  useful  and  time  saving.  Question 
number  one,  “Where  was  your  pain  when  it 
started?”;  to  this  interrogation  the  patient 
points  to  his  entire  abdomen.  Question  number 
two.  “Where  does  it  hurt  you  now?”;  he  now 
points  to  the  right  lower  quadrant,  usually 
McBurney ’s  point.  This  simple  method  of  hav- 
ing the  patient  demonstrate  diffuse  pain  which 
localizes  will  diagnose  the  vast  majority  of  cases 
of  acute  appendicitis. 

Nausea  and  vomiting  have  been  impressed 
upon  us  as  being  associated  with  appendicitis. 
This  is  the  exception  and  not  the  rule.  Anorexia, 
or  loss  of  appetite  is  more  constant  and  more 
important  than  either  nausea  or  vomiting. 
Anorexia,  nausea  and  vomiting  are  three  degrees 
of  one  symptom;  anorexia  is  the  mildest  and  is 
due  to  microscopic  distention  of  the  appendix ; 
nausea,  the  middle  degree,  is  due  to  moderate 
distention ; and  vomiting,  the  maximum  degree, 
is  found  in  greatly  distended  appendices.  The 
most  common  symptom  in  acute  appendicitis  is 
anorexia  and  if  the  patient  states  that  his  appe- 
tite is  not  gone  we  doubt  the  diagnosis  of  acute 
appendicitis.  Two  complaints  which  are  extreme- 
ly rare  in  acute  appendicitis  are  diarrhea  and 
chills.  These  are  probably  found  in  less  than 
one  per  cent  of  the  cases.  Constipation  is  the 
rule  and  the  patient  usually  states  that  his 
“A.M.-B.M.  ” was  lacking  the  morning  of  the 
attack. 

Fever  is  not  an  early  finding  in  acute  appendi- 
citis, in  fact,  if  present  it  is  suggestive  of  peri- 
toneal soiling.  Cases  of  acute  appendicitis  which 
have  a fever  of  102°  or  103°  are  no  longer  cases 
of  appendicitis,  they  are  cases  of  far  advanced 
peritonitis.  The  mortality  would  be  very  low 
if  appendices  could  be  operated  upon  when  the 
temperature  is  below  99°. 

Acute  appendicitis  does  not  give  right  rectus 
rigidity.  Although  the  reverse  is  taught  in  most 
schools  and  text  books,  the  point  should  be 
clarified.  It  is  impossible  for  an  individual  to 
contract  his  right  rectus  muscle  without  con- 
tracting his  left,  therefore,  when  pressure  is 
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made  upon  an  inflamed  area,  both  rectus  muscles 
contract.  This  is  not  a hair  splitting  point  but 
rather  an  important  differentiation.  When  only 
one  rectus  is  rigid  we  conclude  that  an  under- 
lying mass  such  as  a tumor  or  abscess  lias  pro- 
duced this  phenomenon.  Contraction  of  both 
recti  to  pressure  is  referred  to  as  “muscular 
defense’’  rather  than  right  or  left  rectus  rigid- 
ity. The  importance  of  this  is  stressed  when 
we  realize  that  diagnosis,  treatment  and  prog- 
nosis may  depend  upon  the  presence  of  right 
rectus  rigidity  or  simple  muscular  defense. 

The  iliopsoas  and  obturator  signs  do  not  diag- 
nose acute  appendicitis ; they  locate  an  acute 
appendix.  A misconception  has  arisen  because 
these  signs  are  usually  discussed  under  the  head- 
ing of  acute  appendicitis;  they  may,  however, 
be  produced  in  other  diseases.  The  right  iliop- 
soas sign  is  elicited  by  placing  a patient  on  his 
left  side  and  hyperextending  the  right  leg.  If 
positive,  pain  is  produced  over  the  iliopsoas 
fascia  which  will  be  manifested  in  the  region 
of  the  right  lower  quadrant.  In  the  presence 
of  a history  of  acute  appendicitis  this  would 
signify  that  the  appendix  is  overlying  the  iliop- 
soas fascia  and  is  retrocecal.  The  obturator 
sign  will  locate  a pelvic  appendix.  It  is  con- 
ducted in  the  following  way:  when  the  patient 
on  his  back  the  thigh  is  flexed  upon  the  abdo- 
men and  the  leg  upon  the  thigh;  the  leg  is  then 
abducted.  This  causes  internal  rotation  of  the 
thigh  and  stretches  the  obturator  interims 
muscle.  If  this  produces  pain  it  is  diagnostic 
of  a fasciitis  involving  the  obturator  fascia 
which  can  he  caused  by  an  inflamed  tube,  ap- 
pendix or  ovarian  cyst.  If  the  patient  elicits  a 
history  of  acute  appendicitis  with  a positive 
obturator  sign,  we  conclude  that  the  appendix 
is  low  lying  and  is  in  the  pelvis.  Rovsing’s  sign 
is  also  helpful ; it  is  elicited  by  pressing  over 
the  left  lower  quadrant.  If  an  inflammation  of 
the  appendix  and  the  cecum  is  present,  the 
colonic  gas  which  has  been  pushed  to  the  right 
will  produce  pain  over  the  cecal  region.  It  is 
quite  diagnostic  and  of  acute  appendicitis  and 
is  found  in  sixty  to  seventy  per  cent  of  such 
cases. 

Routine  rectal  or  bidigital  examinations  are 
done ; at  times  an  acute  appendix  or  appendiceal 
mass  may  be  felt.  Late  and  neglected  appendices 
may  produce  a pelvic  abcess  which  points  rect al- 
ly or  vaginally  and  this  examination  reveals 
the  proper  site  for  incision  and  drainage. 


The  laboratory  data  usually  consists  of  a 
white  blood  count  and  a urinalysis.  More  im- 
portant than  the  white  blood  count  or  urinal- 
ysis is  a differential  blood  count.  This  is  easy 
to  do  and  is  more  accurate  than  the  total  count. 
If  the  “poly”  count  is  high,  we  assume  that 
an  acute  infectious  process  is  present ; a high 
“poly”  count  in  the  presence  of  a low  white 
count  means  a poor  prognosis.  The  urinalysis 
may  be  misleading;  a few  red  cells  do  not  clinch 
the  diagnosis  as  one  of  renal  pathology.  A neg- 
ative urine  has  been  found  with  a renal  stone 
completely  blocking  the  ureter  so  that  no  blood 
or  pus  could  pass  into  the  bladder. 

ACUTE  CHOLECYSTITIS:-  The  dictum 
that  certain  types  of  people  get  certain  types 
of  diseases  seems  to  be  correct.  The  patient  is 
usually  a female  in  the  latter  third  or  fourth 
decade  and  somewhat  obese.  These  is  always 
the  exception  of  the  rule  as  was  brought  out 
by  Ur.  Clarence  G.  Salsbury  here  at  the  Mission. 
He  has  shown  that  the  male  Indian  who  surely 
does  not  fall  into  the  fair,  fat  and  forty  cate- 
gory, has  a rather  high  incidence  of  gall  bladder 
disease  and  stones.  This  might  be  due  to  their 
high  “fat-mutton”  diet  and  low  water  intake. 
As  a rule  the  age  of  forty  is  related  to  a previous 
history  of  pregnancy  and  this  is  theoretically 
explained  in  the  following  way:  the  average 
female  has  her  children  in  the  second  decade 
of  life.  While  pregnant  she  develops  a physio- 
logic hypercholesterolemia ; some  of  this  cholest- 
erol deposits  on  the  mucous  membrane  of  the 
gall  bladder  in  the  form  of  polypi.  These  break 
off  and  form  the  nuclei  for  stones.  It  takes  from 
ten  to  twenty  years  for  gall  stones  to  attain 
any  appreciable  size,  so  that  by  the  time  she 
reaches  her  fourth  decade  the  stone  is  large 
enough  to  obstruct  or  irritate.  Nulliparous 
women  may  have  gall  stones  or  gall  bladder 
disease,  but  this  too  is  the  exception  and  not 
the  rule. 

It  is  important  to  determine  the  history  of  a 
previous  attack  of  pain.  In  the  middle  aged 
female,  the  usual  disease  that  will  produce  an 
attack  of  pain  so  severe  that  the  physician  must 
administer  a sedative  is  an  acute  gall  bladder 
until  proven  otherwise.  It  is  unnecessary  to  ad- 
minister morphine  to  a case  of  acute  appendi- 
citis; renal  colic  will  be  differentiated  present- 
ly and  coronary  occlusion  is  rare  in  the  female. 
One  of  the  most  unusual  lesions  noted  in  the 
female  is  a perforated  peptic  ulcer.  The  gall 
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bladder  patient  also  presents  a previous  history 
of  “selective  dyspepsia.”  By  this  we  mean, 
that  there  are  certain  specific  foods  that  the 
patient  cannot  digest.  There  are  four  primary 
offenders  to  these  foods,  they  are,  fried  and 
fatty  foods,  cucumbers,  raw  apples  and  cabbage. 
The  patient  does  not  use  the  term  “dyspepsia” 
but  describes  this  as  the  two  “B’s”,  namely 
bloating  and  belching.  In  other  words,  a specific 
food  has  produced  a specific  symptom  complex. 
To  summarize  the  gall  bladder  patient,  one  may 
use  an  alliteration  and  state  that  she  is  the 
patient  with  the  seven  “P's”,  she  is  the  Fair, 
Fat,  Fertile,  Flatulent,  Flabby,  Female  of  Forty. 

The  present  complaint  is  one  of  pain.  It  is 
important  to  determine  what  kind  of  pain  is 
present ; a constant  pain  is  due  to  edema,  but 
colicky  pain  is  caused  by  obstruction.  This  is 
one  of  the  points  which  decides  whether  the 
case  should  be  treated  conservatively  os  surgical- 
ly. It  is  unwise  to  treat  an  obstructed  lesion 
conservatively  since  these  are  the  cases  which 
result  in  early  gangrene  and  perforation.  Mor- 
phine should  not  be  used  in  gall  bladder  disease 
because  it  is  a smooth  muscle  contractor  and 
since  the  gall  bladder  is  a smooth  muscle  organ, 
we  should  not  administer  a medicament  which 
would  stimulate  its  activity.  By  increasing 
muscle  tonus,  morphine  may  actually  aggrevate 
or  provoke  gall  bladder  pain  and  colic.  One 
should  not  state,  however,  that  the  drug  must 
never  be  used  in  gall  bladder  disease,  since  it 
still  has  its  place,  namely,  to  prevent  shock. 
These  patients  are  first  treated  with  nitrite 
therapy.  One  breaks  an  amyl  bead  and  lets  the 
patient  inhale  the  vapors ; l/100th  grain  of 
nitroglycerin  is  placed  under  the  tongue  and  3 
grains  of  sodium  amytal  or  any  other  barbit- 
urate is  given  by  mouth.  If  this  gives  no  relief, 
we  administer  a hypodermic  which  consists  of 
l/20th  of  a grain  of  dilaudid  and  1 /100th  of  a 
grain  of  nitroglycerin ; the  nitroglycerin  counter- 
acts the  contractile  power  of  dilaudid.  Should 
these  measures  fail,  antispasmodic  therapy  with 
such  drugs  as  papaverine,  demerol,  etc.,  is  tried. 
Morphine  is  used  only  after  all  other  measures 
have  been  utilized. 

Gall  bladder  pain  is  usually  located  under 
the  right  costal  margin,  but  may  be  referred 
along  the  path  of  the  splanchnic  nerves  which 
supply  the  stomach.  The  stomach  responds  to 
this  stimulus  in  one  of  three  types  of  gastric 
spasms:  (1)  pvlorospasm ; (2)  midgastric  spasm; 


(3)  cardiospasm.  If  a pylospasm  is  produced, 
the  gall  bladder  might  be  confused  with  peptic 
ulcer ; if  midgastric  spasm  results,  a stomach 
carcinoma  may  be  erroneously  diagnosed  and  if 
associated  with  cardiospasm,  the  pain  appears 
on  the  left  (pseudo-coronary  pain)  and  coronary 
disease  may  be  wrongly  considered. 

Referred  pain  should  not  be  confused  with 
radiation  of  pain.  By  radiation  we  mean,  that 
gall  bladder  pain  located  under  the  right  costal 
margin,  is  referred  along  the  path  of  the  seventh 
intercostal  nerve  to  the  inferior  angle  of  the 
right  scapula,  or  interscapular.  Gall  bladder 
pain,  therefore,  cannot  radiate  to  the  right 
shoulder.  Shoulder  pain  is  an  entirely  different 
mechanism  which  involves  the  phrenic  nerve 
and  is  indicative  of  peritonitis.  When  a gall 
bladder  patient  has  true  shoulder  pain  a diag- 
nosis of  gangrenous  or  ruptured  gall  bladder 
with  biliary  peritonitis  should  be  made. 

Temperature,  pulse  and  respirations  are  in- 
cluded under  the  heading  of  physical  examina- 
tion. The  patient  with  an  acute  gall  bladder 
has  an  early  high  fever,  hence,  a temperature 
of  102°  is  not  unusual  in  the  first  twelve  to 
twenty-four  hours  of  acute  cholecystitis.  The 
early  fever  is  explained  by  the  absence  of  a sub- 
mueosa.  Since  this  tough  resisting  layer  is  lack- 
ing there  is  greater  chance  for  early  contamina- 
tion and  absorbtion  in  the  peritoneal  cavity.  The 
patient  has  a pulse  which  is  increased  accord- 
ing to  the  temperature,  therefore,  for  every 
degree  rise  in  fever  there  will  be  approximately 
ten  beats  increase  in  pulse  rate.  This  is  due  to 
the  fact  that  the  inflamed  gall  bladder  rubs 
against  the  sensitive  parietal  peritoneum ; be- 
cause of  this,  acute  gall  bladder  disease  may  be 
confused  with  pneumonia  or  pleurisy. 

Although  pain,  a symptom  may  be  referred 
anywhere  along  its  nervous  path,  tenderness  a 
physical  finding  remains  at  the  site  of  path- 
ology. This  is  an  excellent  diagnostic  rule  having 
few  if  any  exceptions.  The  tenderness  of  gall 
bladder  disease  will  be  located  in  the  region 
of  the  right  costal  margin.  If  it  is  most  marked 
on  a level  with  the  umbilicus,  it  may  be  difficult 
to  determine  whether  the  condition  is  an  in- 
flamed low  lying  gall  bladder  or  an  acute  retro- 
cecal appendix.  There  are  two  ways  which  aid 
in  the  differentiation  of  these  two  conditions. 
First,  we  recall  that  the  normal  abdomen  reveals 
a tympanitic  note  to  percussion  in  all  four  quad- 
rants.  If  the  tenderness  opposite  the  umbilicus 
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is  due  to  an  inflamed  ”all  bladder  we  assume 
that  the  organ  is  unusually  large  or  that  a 
ptotic  liver  is  present  with  an  inflamed  gall 
bladder  at  its  free  border.  This  would  cause  an 
obliteration  of  the  normal  tympany  in  the  right 
upper  quadrant ; in  its  place  the  percussion  note 
would  he  one  of  dullness  or  flatness.  If  the 
tenderness  on  the  level  with  the  umbilicus  re- 
tains normal  tympany  in  the  right  upper  quad- 
rant, this  would  point  to  a high  lying  retrocecal 
appendix.  Another  method  of  differentiating 
the  gall  bladder  and  appendix  is  by  means  of 
Ligat ’s  Test.  This  test  locates  areas  of  hyper- 
aesthesia  over  an  inflamed  organ.  If  the  tender- 
ness is  due  to  gall  bladder  disease  then  the  area 
of  hyperaesthesia,  which  is  elicited  by  picking 
up  the  skin  and  letting  it  drop,  is  present  from 
the  umbilicus  upwards  to  the  right  costal  margin. 
If  the  tenderness  is  due  to  an  acute  appendix, 
the  area  of  hyperaesthesia  will  be  found  from 
the  umbilicus  down  to  Poupart’s  ligament. 

A rectal  examination  is  done  as  a routine  in 
every  physical  examination.  More  important 
than  the  rectal  or  vaginal  examination  is  a so- 
called  bidigital,  which  is  conducted  by  placing 
the  index  finger  in  the  vagina  and  the  middle 
finger  in  the  rectum,  with  the  perineum  in  be- 
tween. This  will  immediately  orient  the  exam- 
iner so  that  adnexal  pathology  is  easily  dis- 
covered. 

The  laboratory  data  usually  consists  of  the 
routine  white  and  differential  blood  counts  and 
urinalysis.  A flat  x-ray  plate  in  every  acute 
abdominal  condition  is  a good  routine.  In  this 
way  one  may  determine  whether  a calcified  gall 
bladder  or  visible  stones  are  present.  It  also 
gives  an  indication  whether  or  not  the  liver  is 
enlarged  or  ptotic. 

PERFORATED  PEPTIC  ULCER:-  This 
condition  is  extremely  rare  in  females,  and  if  a 
perforation  is  found  in  the  female  it  is  usually 
due  to  an  ulcerating  carcinoma  of  the  stomach. 
Usually  a previous  history  of  peptic  ulcer  or 
gastric  hemorrhage  can  be  obtained,  however, 
the  perforation  may  be  the  very  first  complaint. 

The  present  history  reveals  that  after  eating 
the  patient  was  seized  with  a sudden  pain  which 
doubled  him  up.  Regardless  of  what  he  might 
be  doing  he  immediately  stops  or  actually  drops 
to  the  floor.  The  classical  picture  of  perforated 
peptic  ulcer  with  board-like  rigidity  and  a 
shock-like  syndrome  is  too  well  known  to  bear 
repetition.  Two  signs  which  should  be  sought 


for  in  every  perforated  peptic  ulcer  are  the 
findings  with  auscultation  of  the  abdomen,  and 
the  presence  of  a pneumoperitoneum.  Ausculta- 
tion reveals  an  absolutely  silent  abdomen  when 
an  ulcer  perforates,  leaks  and  soils  the  peritoneal 
cavity.  This  is  not  new,  since  the  late  J.  B. 
Murphy  has  stressed  its  importance  many 
decades  ago.  Making  a diagnosis  of  perforated 
peptic  ulcer  is  feared  in  the  presence  of  in- 
testinal sounds.  There  are  the  exceptions  and 
one  of  these  will  be  discussed  presently  under 
the  subject  of  forme  fruste  ulcer.  The  next  sign 
which  helps  clinch  the  diagnosis  is  the  demon- 
stration of  a spontaneous  pneumoperitoneum. 
Normally  a magenblase  or  stomach  air  bubble 
is  present.  When  the  ulcer  perforates  this  air 
bubble  sneaks  out  of  the  stomach  into  the  gen- 
eral peritoneal  cavity.  It  can  be  demonstrated 
either  by  percussion  or  with  the  fluoroscope. 
Fluoroscopy  is  by  far  the  most  accurate.  The 
patient  is  placed  on  his  left  side  so  that  the  free 
air  bubble  may  gravitate  upward  between  the 
liver  and  the  right  leaf  of  the  diaphragm.  By 
so  doing  the  liver  is  displaced  downward  and 
separated  from  the  diaphragm.  Normally  the 
liver  hugs  the  diaphragm  and  no  air  space  is 
visible  between  them.  If  this  air  is  of  appre- 
ciable amount,  it  obliterates  liver  dullness  with 
a replacement  of  tympany  to  percussion.  The 
sign  is  easy  to  demonstrate,  quite  pathognomonic 
of  perforated  peptic  ulcer  and  present  in  about 
seventy  per  cent  of  all  cases. 

Special  mention  should  be  given  to  the  forme 
fruste  ulcer.  The  term  refers  to  pin-point  per- 
foration in  the  stomach  or  duodenum  which  is 
immediately  sealed  over  by  muscular  contrac- 
tion or  by  the  over  lying  liver.  Therefore,  the 
spillage  is  minimal  and  the  amount  of  peritoneal 
soiling  small.  This  patient  may  experience  a 
sudden  sharp  pain  in  his  epigastrium  but  the 
typical  physical  findings  are  lacking.  He  may 
he  able  to  straighten  out  and  walk  about.  Ab- 
dominal sounds  may  be  present  and  the  magen- 
blase still  intragastric  having  had  no  chance  to 
leave  the  small  perforation.  These  patients  pre- 
sent a rather  misleading  picture  and  have  been 
misdiagnosed,  however,  with  the  ingestion  of 
their  next  meal  they  usually  reperforate  and 
present  the  typical  picture. 

The  temperature,  pulse  and  respirations  will 
depend  upon  whether  or  not  shock  is  present. 
Most  perforated  peptic  ulcers  go  into  a pre- 
liminary shock  which  varies  in  its  intensity.  The 
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shock  associated  with  perforated  ulcers  responds 
rapidly  to  therapy.  Within  a few  hours,  how- 
ever, the  classical  picture  of  peritonitis  develops 
with  the  associated  increase  in  temperature, 
pulse  and  respiratory  rate. 

The  contents  from  a perforated  ulcer  may 
pass  downward,  along  the  so-called  paracolic 
gutter  of  Moynihan,  pool  around  the  appendix 
and  produce  exquisite  tenderness  at  McBurney’s 
point.  This  patient  may  then  reveal  a history 
of  epigastric  distress  with  localization  to  the 
right  lower  quadrant  which  would  be  quite  sug- 
gestive of  an  acute  appendix.  Upon  exploratory 
operation  free  fluid  will  be  found  in  the  peri- 
toneal cavity  with  all  signs  of  a peritonitis,  and 
a red  and  injected  appendix  seen  and  removed. 
These  patients  usually  die  if  the  leaking  ulcer 
is  overlooked.  This  catastrophe  can  be  avoided 
if  somebody  in  the  operating  room  opens  the 
appendix,  before  closure  of  the  abdomen  is  in- 
stituted, and  exposes  a normal  mucous  mem- 
brane. We  have  been  taught  that  acute  appendi- 
citis starts  on  the  mucous  membrane  and  travels 
outward,  therefore,  when  we  find  serosal  involve- 
ment with  a normal  mucous  membrane  we  look 
elsewhere  for  the  cause  of  the  peritonitis  and 
usually  find  a perforated  peptic  ulcer. 

Laboratory  data  includes  the  flat  x-ray  plate 
which  has  been  discussed  under  the  subject  of 
spontaneous  pneumoperitoneum.  A routine  blood 
count  and  urinalysis  is  done.  Some  of  these 
patients  might  have  bled  and  although  perfo- 
rated ulcers  are  known  not  to  produce  massive 
hemorrhage,  signs  of  a secondary  anemia  may 
be  present. 

RENAL  COLIC:-  Stones  are  not  the  only 
substance  which  produce  renal  colics,  since  the 
same  syndrome  may  be  produced  by  a small 
blood  clot,  inspissated  pus,  uratic  debris,  or  a 
kinking  of  the  uretropelvic  junction  in  a ptotic 
kidney. 

The  condition  is  most  frequently  seen  in  males 
and  the  patient  may  reveal  a history  of  previous 
attacks,  a hereditary  influence,  a story  of  gout 
or  a parathyroid  pathology. 

The  patient  complains  of  a sudden  pain  which 
starts  in  the  lumbar  region  and  radiates  to  a 
corresponding  testicle  or  vulva.  With  this  pain 
he  becomes  extremely  restless  and  thrashes  about. 
It  is  important  to  recall  that  a patient  who  is 
experiencing  a colic  is  restless  and  moves,  but 
one  who  has  a peritonitis  lies  perfectly  quiet 
and  resents  being  moved.  Vomiting  is  a common 


symptom  as  is  a frequency  of  urination.  During 
the  act  of  micturition  the  colicky  pain  may  be 
altered. 

Physical  examination  rarely  reveals  any  ele- 
vation in  temperature,  but  extremely  character- 
istic of  the  condition  is  a bradycardia.  It  has 
oft  times  been  stated  that  when  a patient  with 
an  acute  abdomen  has  a “clean  tongue  and  a 
slow  pulse”  he  has  a renal  colic  until  proven 
otherwise.  Tenderness  is  most  marked  in  the 
region  of  the  twelfth  rib  on  the  involved  side, 
and  to  elicit  this  finding  it  is  unnecessary  and 
cruel  to  utilize  any  type  of  “punch"  test.  The 
tenderness  is  so  exquisite  that  mild  percussion 
will  demonstrate  it.  We  prefer  to  use  the  term 
“Murphy  tap”  to  “Murphy  punch.”  A zone 
of  hyperaesthesia  is  usually  found  posteriorly 
at  the  level  of  and  slightly  below  the  twelfth 
rib.  If  this  area  is  anaesthetized  with  novocaine 
the  hyperaesthesia  and  pain  disappear. 

A flat  x-ray  plate  may  reveal  a stone  if  such 
is  present  but  this  is  not  reliable,  since  non- 
opaque substances  produce  kidney  colic.  A 
catheterized  specimen  of  urine  usually  reveals 
pus,  blood  and  albumin.  The  presence  or  ab- 
sence of  pus  and  blood  in  the  urine  is  not  path- 
ognomonic, since  a stone  may  completely  block 
the  ureter  and  result  in  a normal  urine.  On 
the  other  hand,  an  inflamed  appendix  may  be 
attached  to  the  ureter,  kidney  or  bladder,  result- 
ing  in  a secondary  ureteritis,  nephritis  or  cyst- 
itis with  an  associated  hematuria.  In  such  in- 
stances the  laboratory  report  may  be  actually 
misleading. 

ACUTE  PANCREATITIS:-  The  etiology  of 
acute  pancreatitis  may  be  summarized  in  the 
four  “B’s”,  namely,  Bacteria,  Blood.  Bile  and 
Body  juices,  Any  of  these  may  convert  the  in- 
active enzymes  in  the  pancreas  into  the  active 
form.  It  is  important  to  recall  that  this  disease 
may  appear  in  one  of  two  forms,  either  acute 
edematous  pancreatitis  or  acne  hemorrhagic  pan- 
creatis.  The  former  presents  a mild  clinicial 
picture  but  the  latter  which  is  associated  with 
fat  necrosis  and  occasionally  a hemorrhagic  peri- 
tonitis produces  a fulminating  one.  The  acute 
edematous  form  usually  recovers  without  ther- 
apy but  the  hemorrhagic  pancreatitis  requires 
surgical  intervention.  It  is  the  hemorrhagic  type, 
therefore,  which  is  important  to  diagnose  and 
treat  promptly. 

The  patient  who  develops  acute  pancreatitis 
resembles  the  gall  bladder  patient,  hence,  the 
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condition  is  more  common  in  females,  rarely 
occurs  before  the  agp  of  forty  and  is  seen  in 
stout  people.  It  usually  follows  the  ingestion  of 
a heavy  meal.  The  attack  of  pain  is  dramatic, 
sudden  and  excruciating.  It  is  felt  in  the  epi- 
gastrium and  radiates  into  one  or  both  loins.  It 
is  relieved  when  the  patient  sits  up  or  lies  on 
his  abdomen  and  is  aggravated  when  he  is  on 
his  back.  Therefore,  in  most  pancreatic  condi- 
tions, elevated  or  on  his  abdomen.  Reflex  vomit- 
ing or  retching  almost  always  occur,  emesis 
which  is  truly  reflex  in  nature  is  never  feculent. 

Physical  examination  reveals  a patient  that 
presents  a shock-like  syndrome  with  cold  and 
clammy  extremities,  temperature  subnormal  and 
a rapid  thready  pulse.  Local  epigastric  tender- 
ness is  almost  always  present  and  associated 
with  a type  of  muscular  defense  which  is  local- 
ized to  the  same  area.  The  rigidity  is  not  truly 
board-like  in  nature  and  the  tenderness  is  most 
marked  midway  between  the  umbilicus  and  the 
xiphoid.  An  occasional  finding  is  ecchymosis  in 
one  or  both  loins  or  at  times  around  the  umbil- 
icus. This  is  due  to  extravasated  blood  which 
finds  its  way  around  the  retroperitoneal  space 
and  presents  itself  as  greenish  yellow  or  purplish 
discolorations.  This  finding,  however,  takes  two 
to  three  days  to  appear.  Mild  jaundice  is  found 
in  about  half  the  cases;  this  is  explained  by  the 
fact  that  the  common  duct  is  pressed  upon  by 
a swollen  head  of  hte  pancreas.  Abdominal  aus- 
culation  usually  reveals  a quiet  but  not  silent 
abdomen. 

Laboratory  findings  which  aid  are  an  increase 
in  blood  or  urinary  diastase  and  a glycosuria. 
Polowe  lias  emphasized  the  importance  of  deter- 
mining the  blood  amylase  activity  in  terms  of 
cuprous  oxide  precipitation.  He  has  shown  that 
moderate  to  marked  blood  amylase  activity  is 
almost  always  associated  with  diseases  of  the 
pancreas  and  normal  or  decreased  blood  amylase 
lmost  always  excludes  pancreatitis.  A flat  x-ray 
plate  of  the  abdomen  may  reveal  a separation  of 
the  upper  nd  lower  limbs  of  the  duodenum 
brought  about  by  an  edema  of  the  head  of  the 
pancreas.  This  latter  finding  is  unusual. 

CORONARY  OCCULSION :-  Although  this 
belongs  to  the  realm  of  the  internist,  the  gen- 
eral practitioner  as  well  as  the  surgeon  must 
be  on  his  guard  to  avoid  the  fatal  error  of  con- 
fusing an  acute  coronary  disease  with  an  acute 
abdominal  condition. 


Men  are  most  susceptible  to  this  condition  and 
usually  those  past  the  age  of  forty.  A previous 
history  of  dyspnea  or  pain  in  the  chest  during 
exertion  or  excitement  may  be  elicited.  The  at- 
tack is  sudden,  with  severe  pain  in  the  chest 
which  radiates  out  the  left  arm,  towards  the 
abdomen  or  both  shoulders.  There  is  a sense  of 
impending  death  with  severe  fright  which  usual- 
ly supercedes  the  complaint  of  pain.  The  radia- 
tion may  also  be  towards  the  epigastrium  so 
that  the  examiner’s  attention  is  directed  to  the 
abdomen  rather  than  the  chest.  A usual  com- 
plaint during  such  an  attack  is  one  of  “indi- 
gestion." Although  the  pain  of  acute  coronary 
disease  may  occur  in  the  abdomen  it  does  not 
become  localized,  hence,  no  area  of  local  abdom- 
inal tenderness  is  ever  found.  Marked  abdom- 
inal distention  may  be  present  in  coronary  path- 
ology but  muscle  defense  or  rectus  rigidity  are 
lacking.  In  abdominal  catastrophes  the  patient 
lies  perfectly  quiet,  but  the  coronary  resembles 
the  colic  in  that  he  is  restless  anil  tosses  about. 
The  acute  cardiac  patient  presents  veins  in  the 
neck  which  are  distended  and  full,  in  contrast 
to  the  patient  with  the  surgical  abdomen  that 
may  appear  pale  and  bloodless.  Signs  of  im- 
paired circulation  are  revealed  by  the  coronary, 
such  as,  dyspnea,  orthopnea  and  cyanosis.  Aus- 
culation  will  usually  reveal  rales  in  both  bases 
due  to  pulmonary  congestion.  Cardiac  enlarge- 
ment, feeble  heart  sound  and  occasionally  a 
pericardial  friction  rub  may  be  found.  During 
ausculation  of  the  abdomen  normal  intestinal 
sounds  will  be  heard  which  are  absent  in  cases 
of  peritonitis. 

Positive  electrocardiographic  findings  are 
pathognomonic,  but  one  is  not  always  fortunate 
enough  to  have  an  electrocardiogram  handy.  A 
leukocytosis  may  be  present  some  hours  after 
the  disease  takes  place,  and  the  urine  is  usually 
negative  unless  there  is  associated  renal  path- 
ology. 

We  realize  that  many  other  conditions  at 
times  require  differentiation  in  the  acute  abdo- 
men, among  them,  strangulated  herniae,  terminal 
ileitis,  mesenteric  lymphadinitis,  ruptured 
ectopic  pregnancy,  ruptured  graafian  follicle, 
ileocecal  tuberculosis,  vasitis,  torsion  of  the 
omentum,  volvulus,  intussusception,  etc.,  etc., 
“ad  infinitum."  However,  when  one  misses  one 
of  these  unusual  conditions  he  does  not  feel  quite 
as  responsible  or  guilty  as  he  would  having 
missed  one  of  the  forementioned  “Big  Six." 
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CRANIOCEREBRAL  TRAUMA 

JAMBS  GREENWOOD,  Jr..  M.  D„  P.  A.  0.  S. 
Houston,  Texas 


'-pHE  management  of  craniocerebral  injuries 

1 has  passed  through  two  extreme  phases  and 
at  the  present  time  has  reached  a seemingly 
happy  medium,  although  no  one  knows  what 
new  developments  may  cause  the  pendulum  to 
swing  one  way  or  the  other.  Twenty-five  years 
ago  subtemporal  decompressions  were  the  rule 
rather  than  the  exception.  Then  years  ago, 
partly  due  to  the  influence  of  Dandy1  and  partly 
due  to  the  high  mortality  of  surgery,  an  ultra- 
conservative “hands  off”  policy  became  pre- 
valent. The  views  of  Temple  Fay2,  particularly 
with  inspect  to  fluid  balance  and  the  effects  of 
dehydration,  while  not  generally  followed,  added 
much  to  our  knowledge  of  the  pathological  physi- 
ology of  brain  trauma.  The  first  really  complete 
text  on  head  injuries  was  contributed  by  Munro3, 
and  several  other  good  books  have  been  published 
since.  Out  of  the  war  has  come  a vast  experi- 
ence but  surprisingly  few  new  developments. 
The  use  of  tantalum  in  the  repair  of  large  skull 
defects  and  improved  chemotherapy,  however, 
are  notable  advances.  One  who  treats  many  of 
these  cases  cannot  help  observing  how  surpris- 
ingly well  many  of  the  severe  open  cases  get 
along  and  how  often  the  severe  closed  and  un- 
oper.ated  ones  come  to  a rapid  termination.  Just 
what  to  do  about  it  is  still  a problem. 

A simple  outline  of  the  types  of  head  injury 
will  be  useful  in  a discussion  of  diagnosis  and 
treatment : 

CRANIOCEREBRAL  TRAUMA— 
CLASSIFICATION 

A.  Brain  trauma 

1 . Concussion 

2.  Edema  ? 

3.  Contusion 

4.  Laceration 

5.  Hemorrhage 

a.  Extradural* 

b.  Subdural* 

c.  Subarachnoid 

d.  Intracerebral* 

B.  Skull  fracture 

1.  Linear 

2.  Basal 

3.  Stellate 

4.  Compound* 

5.  Depressed* 

Presented  before  the  Arizona  State  Medical  Association, 
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C.  Complications 

1 . Meningitis 

2.  Brain  abscess 

3.  Cerebrospinal  fluid  fistula  and 
pneumocephalus* 

4.  Skull  defect 

5.  Convulsions 

6.  Posttraumatic  syndrome — organic 

7.  Psychoneurosis 

* Indications  for  surgery 

EXAMINATION  OF  THE  PATIENT 

The  history  of  the  injury  should  be  obtained 
if  possible,  particularly  with  regard  to  the  state 
of  consciousness.  A careful  neurological  exami- 
nation is  done  at  the  time  of  admission  and  the 
results  recorded.  This  is  often  limited  and  brief 
because  of  the  condition  of  the  patient,  but  a 
few  significant  findings  are  often  the  clue  to 
what  is  happening  within  the  cranial  cavity. 
Even  in  the  most  severely  injured  patient  one 
can  determine  the  level  of  consciousness  by  his 
response  to  speech  and  other  stimuli,  the  state 
of  the  pupils,  rigidity  of  the  neck,  the  ability  to 
move  the  extremities,  and  the  status  of  the  re- 
flexes. An  observing  nurse  as  well  as  the  doctor 
will  notice  that  the  patient  uses  one  side  of  the 
body  less  than  the  other,  the  deepening  of  coma, 
and  other  signs  which  may  indicate  improvement 
or  loss  of  ground.  The  results  of  periodic  ex- 
amination should  be  placed  on  the  chart.  In- 
juries to  other  parts  of  the  body  should  be  looked 
for,  since  an  unconscious  patient  cannot  call  at- 
tention to  them. 

Of  all  observations,  the  state  of  consciousness 
is  perhaps  most  important.  This  may  vary  from 
time  to  time  and  a careful  record  should  be  kept. 
Confusion,  stupor,  semi-coma,  coma  with  re- 
sponse to  stimuli,  and  coma  without  response  are 
terms  useful  in  describing  the  situation.  One 
does  not  worry  about  a patient  with  a pulse  of 
50  who  is  conscious  and  without  headache,  but 
such  a pulse  is  cause  for  concern  in  a stuporous 
patient.  Pulse  and  respirations  should  be  re- 
corded every  15  to  30  minutes  and  blood  pres- 
sure and  rectal  temperature  every  half  hour. 
Typical  changes  of  these  vital  signs  with  in- 
creasing intracranial  pressure  are  illustrated  in 
the  accompanying  graph.  (Figure  1).  At  any 
point,  if  pressure  begins  to  improve  these  will 
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begin  to  return  to  normal.  X-rays  should  not  be 
taken  in  the  acutely  ill  patient  unless  informa- 
tion is  needed  which  may  have  some  bearing  on 
the  treatment  of  the  patient.  They  are  neces- 
sary in  compound  fractures,  suspected  foreign 
bodies,  and  suspected  middle  meningeal  hem- 
orrhage. X-rays  otherwise  should  be  taken  only 
when  the  patient  is  able  to  be  moved  to  the  x-ray 
department. 


Figure  1.  Vital  signs  with  increasing  pressure.  Death  may 
occur  at  either  "X”. 


Diagnosis.  The  differential  diagnosis  between 
concussion  and  contusion  cannot  be  made  with 
any  certainty.  If  coma  persists  longer  than  an 
hour,  contusion  is  probably  definite,  although 
hemorrhage  is  not  ruled  out.  Consciousness, 
however,  does  not  eliminate  contusion,  since  se- 
vere damage  may  occur  at  a distance  from  the 
hypothalamus  and  never  alter  the  sensorium. 
This  is  particularly  true  in  infants  who  have 
thin  skulls  and  ununited  sutures  which  separate 
under  pressure. 

Subarachnoid  hemorrhage  can  be  suspected 
from  a rigid  neck  and  verified  by  spinal  punc- 
ture. Extradural  and  subdural  hemorrhage  us- 
ually give  a history  of  a period  of  return  to  con- 
sciousness followed  by  coma — the  former  extend- 
ing over  hours,  the  latter  taking  days  or  weeks 
to  produce  severe  symptoms. 

TREATMENT  OF  CLOSED  CRANIO- 
CEEBRAL  INJURIES 
More  than  the  majority  of  cases  will  fall  in 
the  closed  or  non-operative  group.  Careful  watch 
must  be  kept  for  complications  which  may  call 
for  sugrical  interference.  Such  indications  will 
be  more  easily  thought  of  if  one  bears  in  mind 
the  sequence  of  events  which  takes  place  in  the 
usual  case.  As  a rule,  there  is  a certain  amount 
of  concussion  and  contusion  of  the  brain  which 
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increases  for  IS  to  72  hours  and  then  subsides. 
Subarachnoid  bleeding  may  also  be  present  in 
varying  degrees  and  can  be  ascertained  by  spinal 
puncture.  At  the  end  of  72  hours  the  swelling 
of  the  brain  should  begin  to  recede  and,  if  no 
great  amount  of  subsarachnoid  hemorrhage  is 
present,  the  level  of  consciousness,  as  well  as 
the  circulatory  and  respiratory  findings,  should 
begin  to  improve.  In  the  severe  case,  the  dam- 
age may  be  so  extensive  that  swelling  of  the 
brain  must  lead  to  death  in  48  hours  or  less. 

If  within  72  hours  the  vital  signs  reach  dan- 
gerous levels,  the  surgeon  must  decide  whether 
or  not  the  original  injury  explains  the  hopeless 
situation  or  whether  there  may  be  some  compli- 
cation which  can  be  relieved  by  surgery.  The 
signs  which  may  be  considered  as  critical  are: 

1.  Coma  without  response  to  painful  stimuli. 

2.  Dilated  and  fixed  pupils. 

3.  Temperature  over  102.6  rectally. 

4.  Respirations  under  12  or  over  35. 

5.  Pulse  under  60  or  over  120. 

6.  Systolic  blood  pressure  over  160  or  pulse 
pressure  under  25  mm. 

In  addition  to  close  observation  and  frequent 
checking,  treatment  should  be  directed  toward 
certain  signs  and  symptoms  and  with  respect  to 
the  need  of  certain  therapeutic  agents. 

Oxygen.  Since  unconsciousness  is  usually  due 
to  varying  degrees  of  anoxia,  all  unconscious 
patients  should  receive  2 to  5 liters  per  minute 
by  nasal  catheter  or  other  suitable  method. 
Marked  restlessness  may  make  this  difficult,  but 
in  such  cases  the  need  is  not  as  great.  Deep 
coma,  cyanosis,  or  respiratory  difficulty  make 
oxygen  imperative. 

Position  of  Patient.  The  patient's  head  should 
be  turned  to  the  side  so  that  the  tongue  will  not 
obstruct  respirations.  If  necessary,  the  patient 
should  be  placed  on  his  side  or  partly  over  on 
the  abdomen  so  that  the  tongue  falls  forward. 
If  a swallowing  reflex  is  present  (level  of  coma 
not  deep),  the  head  should  be  moderately  ele- 
vated, but  otherwise  the  head  should  be  level 
with  the  body.  A patient  can  drown  from  se- 
cretions of  the  mouth  and  throat  if  these  pass 
an  open  glottis  into  the  lungs.  This  gives  the 
findings  of  pulmonary  edema  or  “filling  up" 
and  is  a mechanical  rather  than  circulatory  ef- 
fect. Frequent  suction  in  the  throat  will  aid  in 
clearing  away  mucuous. 

Spinal  Puncture.  A diagnostic  puncture  is 
worth  while  to  determine  pressure  and  presence 
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of  blood.  A water  manometer  is  desirable,  but 
the  blood  pressure  sphygmomanometer  is  a satis- 
factory substitute.  Any  pressure  over  200  mm. 
of  IDO  (15V2  mm.  mercury)  may  be  considered 
as  elevated.  At  no  time  should  the  pressure  be 
reduced  more  than  half.  Some  patients  are  bene- 
fited by  drainage.  These  have  a sterile  men- 
ingitis from  irritation  of  blood,  exhibit  stiff 
necks,  and  have  excessive  fluid  as  demonstrated 
by  the  large  amount  which  must  be  removed  to 
reduce  the  pressure.  Improvement  following 
puncture  is  immediate.  Many  patients,  however, 
show  little  blood  in  the  spinal  fluid  and  if  there 
is  considerable  brain  swelling,  may  be  harmed 
by  spinal  puncture.  If  punctures  are  beneficial, 
they  may  be  repeated  every  12  to  24  hours. 

Dehydration.  The  use  of  prolonged  dehydra- 
tion has  been  disappointing,  and  in  warm  cli- 
mates is  definitely  harmful.  The  fluid  intake 
should  be  kept  at  1250  to  1050  cc.  in  24  hours, 
or  more  in  elderly  individuals  who,  because  of 
kidney  insufficiency,  may  lose  fluids.  This 
should  be  given  intravenously,  and  saline  solu- 
tions should  be  avoided  since  they  may  produce 
edema.  The  temporary  dehydrating  effect  of 
concentrated  glucose  or  sucrose  may  be  employed 
to  some  advantage  during  the  period  of  greatest 
pressure. 

Hyperthermia.  The  high  temperature  which 
may  accompany  head  injuries  is  usually  due  to 
disturbance  of  the  hypothalamus  anti  is  likely  to 
result  in  death  if  it  is  allowed  to  exceed  103  de- 
grees. If  it  occurs,  it  should  be  combatted  by 
sufficient  fluid  intake,  cool  sponging,  and,  if 
necessary,  as  many  as  half  a dozen  ice  caps  laid 
alongside  the  body  and  supplemented  with  ice 
water  enemas. 

Circulatory  Failure.  With  falling  blood  pres- 
sure anti  rapid  pulse,  first  attention  should  be 
directed  toward  the  control  of  intracranial  pres- 
sure. Adrenal  cortex  is  quite  effective,  but  the 
usual  stimulants  have  only  slight  effect.  Plasma 
or  whole  blood  may  be  used  for  true  shock. 

Sedatives.  Restlessness,  if  not  too  severe,  does 
little  harm  and  it  is  not  necessary  to  keep  the 
patient  completely  sedated.  Morphine  should 
never  be  used.  It  is  a respiratory  depressant  and, 
according  to  Gurdjian,  Webster  and.Sprunk4, 
definitely  increases  intracranial  pressure.  Sodi- 
um phenobarital  gr.  3 intramuscularly  every 
four  to  six  hours  is  usually  sufficient.  Paralde- 
hyde by  rectum  may  be  used.  If  there  is  real 


pain,  codeine  sulfate  in  V2  to  s/±  gr.  doses  may 
be  given. 

All  patients  not  mentally  clear  should  be  ad- 
mitted to  the  hospital.  If  the  patient  comes  to 
the  emergency  room  after,  a mild  head  injury  and 
the  examination  reveals  no  abnormal  findings, 
it  is  well  to  make  certain  that  some  relative  will 
stay  nearby  and  Avake  the  patient  once  or  twice 
during  the  night. 

INDICATIONS  FOR  SURGERY 

Extradural  Hematoma  usually  follows  an  in- 
jury to  the  middle  meningeal  artery.  The  pa- 
tient often  regans  consciousness  only  to  lapse 
into  coma  after  seA’eral  hours.  The  time  for  ac- 
tion is  limited.  Failure  to  recognize  the  condi- 
tion within  six  to  tAvelve  hours  usually  means 
that  the  opportunity  for  successful  surgery  has 
been  lost.  This  is  one  condition  in  which  the 
surgery  is  not  difficult  and  which  should  be  fa- 
miliar to  the  practitoner.  An  operation  by  a 
novice  is  far  more  likely  to  succeed  than  one  by 
a skilled  neurosurgeon  if  twenty-four  hours  is 
required  to  obtain  his  services.  The  presence  of 
a lucid  interval  followed  by  rapidly  deepening 
coma  should  make  one  suspect  the  diagnosis. 
Jacksonian  convulsions  and  unilateral  paralysis 
may  or  may  not  occur.  The  dilated,  fixed  pupil, 
while  useful  in  diagnosis,  is  often  a late  sign. 

Subdural  Hematoma  is  usually  subacute  or 
chronic  and  may  simulate  brain  tumor.  Signs 
of  increasing  pressure,  headache,  vomiting,  stu- 
por, etc.,  coming  on  from  days  to  even  months 
after  an  injury  should  make  one  suspicious. 

Compound-depressed  Fracture.  All  compound 
fractures  should  be  thoroughly  debrided  as  soon 
as  possible,  Avith  careful  washing  out  of  devital- 
ized brain  and  foreign  material  and  closure  of 
the  dura.  The  scalp  should  be  closed  in  tAvo 
layers.  With  the  use  of  penicillin  and  surfa- 
diazine  it  should  be  possible  to  replace  the  bone 
fragments  except  in  the  dirtiest  Avounds.  Sim- 
ple depressed  fractures  are  not  emergencies  as 
a rule  and  may  be  elevated  Avhen  the  condition 
of  the  patient  Avarrants  it. 

Skull  Defects.  Large  skull  defects  can  be  suc- 
cessfully closed  Avth  tantalum  or  acrylic;  but  in 
spite  of  the  great  advances  made  possible  by 
these  materials,  there  is  everything  to  be  gained 
by  replacing  bone,  even  at  slight  risk  of  infec- 
tion, and  the  use  of  osteoperiosteal  grafts  at 
least  in  the  small  defects. 

Cerebrospinal  Fluid  Fistulas  usually  occur 
from  the  ear  or  nose  and,  as  a rule,  Avill  stop 
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spontaneously  within  a week.  Sulfadiazine 
should  be  given  and  the  patient  should  be  pre- 
vented from  blowing  bis  nose.  The  naval  type 
may  persist,  necessitating  closure  from  above  by 
craniotomy. 

CONVALESCENCE 

it  is  felt  that  the  patient  should  be  allowed 
to  sit  up  in  bed  and  get  up  as  soon  as  lie  can  do 
so  comfortably.  Mild  activity  may  be  resumed 
within  three  to  six  weeks,  depending  upon  the 
severity  of  the  injury.  Much  can  be  accom- 
plished by  abolishing  the  air  of  mysticism  with 
regard  to  head  injuries  and  by  reassurance. 
Whenever  a patient  begins  to  worry  about  the 
seriousness  of  his  injury,  I quickly  tell  him  a 
story  of  a more  serious  case  who  made  a com- 
plete recovery.  It  is  well  for  these  people  to 
stay  out  of  the  hot  sun  for  several  months  and 
to  avoid  severe  exertion,  but  this  should  not  be 
carried  too  far.  The  majority  of  head  injuries, 
if  not  all,  recover  completely. 

COMPLICATIONS 

Meningitis  and  brain  abscess  are  much  more 
successfully  treated  with  the  advent  of  chemo- 
therapy. Sulfadiazine  should  be  used  in  prefer- 
ence to  sulfathiazole  which  is  not  secreted  in  the 
spinal  fluid.  Although  pencillin  does  not  ap- 
pear in  the  spinal  fluid,  it  should  be  used.  The 
use  of  these  drugs  does  not  cure  brain  abscess 
but  greatly  reduces  surgical  mortality. 

Convulsions  follow  less  than  seven  per  cent  of 
head  injuries.  The  incidence  is  higher  in  pene- 
trating wounds.  The  majority  appear  between 
two  and  five  years  after  the  trauma  and  may 
be  controlled  by  anticonvulsant  drugs  (pheno- 
barbital  and  dilantin). 


The  organic  posttraumatic  syndrome  and  post- 
traumatic  psychoneurosis  constitute  problems 
too  big  to  discuss  here,  but  it  is  believed  that 
much  can  be  accomplished  by  reassuring  the  pa- 
tient, getting  him  out  of  bed  as  soon  as  feasible, 
and  by  early  settlement  of  claims.  Differentia- 
tion between  malingering,  organic  headache,  and 
psychoneurotic  headache  may  be  difficult ; but, 
as  a rule,  the  malingerer  will  not  submit  to 
spinal  fluid  studies  and  pneumoencephalog- 
raphy. The  patient  with  organic  headache  is 
kept  awake  at  night ; and  the  psychoneurotic  is 
very  nervous,  suffers  terribly,  and  sleeps  com- 
fortably. 

CONCLUSIONS 

Craniocerebral  trauma  constitutes  one  of  the 
major  neurosurgical  problems.  In  recent  years, 
methods  of  diagnosis  and  treatment  have  become 
more  or  less  standardized  and  there  has  been 
considerable  improvement  in  results.  An  at- 
tempt has  been  made  to  outline  the  types  of  in- 
jury and  accepted  forms  of  management. 

When  treating  a head  injury  case,  it  is  well 
to  remember  that  the  majority  will  recover  on 
conservative  therapy,  and  it  is  well  to  make  sure 
that  each  procedure  we  do  has  some  definite 
reason  back  of  it.  When  considering  spinal  punc- 
ture, the  taking  of  x-rays,  the  administration  of 
fluids,  and  other  treatments,  we  might  stop  and 
ask  the  questions,  Will  it  harm  the  patient  ? Will 
the  patient  be  benefited? 
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BILATERAL  HYPOPLASIA  OF  KIDNEYS 
WITH  REPORT  OF  A CASE 


JOHN  KRUGLICK,  M.  D.  and  STEPHEN  MINNICK,  M.  1). 
Phoenix,  Arizona 


T TYPOPLAS1A  of  the  kidneys  is  an  anomaly 
of  infrequent  occurrence.1’  3 It  may  be 
unilateral  or  bilaterial.  If  the  former,  it  is  quite 
compatible  with  life  and  normal  development. 
It  may  be  discovered  as  an  accidental  finding  at 
postmortem,  or  in  the  course  of  investigation  of 
the  urogenital  system.  Marked  bilateral  hypo- 
plasia is  incompatible  with  normal  development 
of  the  infant  and  frequently  with  life  itself. 


Emerson  and  Lazarus2  review  18,460  urological 
admissions.  The  total  incidence  of  congenital 
anomalies  in  this  series  was  2.5%.  Bilaterial 
hypoplasia  constituted  a clinical  incidence  of 
one  in  3,692  cases,  or  .00027%. 

We  are  reporting  a case  of  bilateral  hypoplasia 
of  the  kidneys  in  a male  infant  who  survived  ap- 
proximately 10  weeks.  The  child  was  born  on 
May  21,  1946  and  weighed  5 pounds,  6 ounces 
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at  birth.  He  was  admitted  to  the  hospital  at  two 
months  of  age  and  weighed  5 pounds,  8 ounces. 
Tlie  history  prior  to  admission  indicated  the 
child  did  not  eat  well,  hut  there  had  been  no  nau- 
sea or  vomiting.  During  the  two  Aveeks  before 
admission  lie  had  several  convulsve  episodes.  A 
physician  Avas  finally  consulted  because  of  the 
onset  of  hyperpyrexia. 

Physical  examination  revealed  an  irritable, 
very  dehydrated  infant,  acutely  hut  not  critic- 
ally ill.  His  mucous  membranes  were  pale; 
there  Avas  a thick  muco-purulent  nasal  discharge 
and  both  eardrums  were  hyperemic  and  bulging. 
The  lungs  reATealed  crepitant  rales  in  both  bases. 
The  liver  and  spleen  Avere  palpable  but  not  re- 
markably enlarged.  Physical  findings  Avere 
otherwise  non-contributory.  Laboratory  find- 
ings revealed  Wassermann  negative,  stools  neg- 
ative, tuberculin  skin  test  negative.  The 
hemoglobin  Avas  7.5  grams  or  48%.  The  red 
count  Avas  2,590,000 ; the  color  index  Avas  1 . 
There  Avas  anisocytosis  and  slight  hyperchromia, 
the  white  count  Avas  14,950,  34%  lymphocytes, 
76%  polymorphonuclears.  The  bleeding  time 
Avas  3.5  minutes,  the  coagulation  time  4.0  min- 
utes. The  urine  Avas  straAv-coIored,  slightly 
cloudy,  pH  6.0.  There  Avas  a slight  trace  of 
albumen,  1-3  epithelial  cells,  15-20  pus  cells,  1-5 
red  blood  cells  per  high  power  field. 

The  child  Avas  treated  with  penicillin  following 
paracentesis  to  relieve  middle  ear  pressure.  The 
child  received  tAvo  transfusions  of  100  cc  each 
of  whole  blood  on  suceessrve  days  after  admis- 
sion. He  seemed  to  respond  quite  Avell  to  the 
above  therapy.  The  admission  temperature  of 
191  degrees  dropped  to  normal  the  next  day  and 
remained  normal  until  the  child’s  discharge  on 
7-18-46.  At  this  time  the  urine  revealed  only 
an  occasional  epithelial  cell,  a pH  of  7.5  and  Avas 
negative  for  albumen,  pus  or  blood.  The  spe- 
cific gravity  was  not  recorded  on  either  urine 
specimen.  The  red  count  at  the  time  of  discharge 
Avas  within  normal  limits.  The  Avhite  count 
A\ras  still  elevated,  being  17,600. 

The  child  Avas  readmitted  to  the  hospital  on 
7-25-46  in  extremis.  The  respirations  were 
rapid,  short  and  labored  and  the  anterior  fon- 
tanelle  was  bulging.  T h e child  Avas  in  semi- 
comatose  state  and  failed  to  respond  to  external 
stimulation.  The  child’s  temperature  Avas  103  de- 
grees Fahrenheit,  rectally.  X-ray  of  the  chest 
taken  at  this  time  was  negative.  The  diagnosis 
entertained  at  this  time  were:  (1)  Intracranial 
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hemorrhage,  (2)  Subdural  hematoma,  (3)  Men- 
ingitis, possibly  Avith  a subarachnoid  block. 

Subdural  puncture  failed  to  aspirate  fluid, 
and  spinal  puncture  revealed  an  essentially  nor- 
mal fluid  under  someAvhat  increased  pressure 
which  Avas  not  measured.  The  child  expired 
shortly  after  admission.  The  terminal  N.P.N. 
Avas  172.0. 

The  pathological  findings  were  as  follows: 

I.  Gross  Examination : Each  kidney  weighed 
3.0  grams  and  measured  1 x 1.5  x 5 mms. 
Fine  cortical  cysts  peppered  the  surface. 
On  Coronal  section  the  cortex  measured 
2-2.5  in  width ; the  pyramids  were  not 
discernible,  calyces  and  pelves  small  and 
contracted.  The  ureters  Avere  1 mm  in  di- 
ameter. the  lumena  not  grossly  discern- 
ible. 

II.  Microscopic  Examination:  The  capsule 
showed  focal  areas  of  connective  tissue 
proliferation.  Several  small  islands  of 
tissue  resembling  adrenal  rests  were 
found  in  the  cortex.  Most  of  the  tubules 
of  the  cortex  showed  marked  dilitation. 
The  larger  of  these  cystic  spaces  were 
lined  by  flattened  endothelial-like  cells. 
The  smaller  dilated  tubules  were  lined 
by  a 1 oav  cuboidal  cell.  The  glomeruli  were 
decreased  in  number,  varied  in  size,  but 
were  otherwise  histologically  normal. 
Some  of  the  Bowman’s  capsules  were  di- 
lated. The  collecting  tubules  also  showed 
a slight  to  moderate  dilitation.  The 
calices,  in  some  areas,  showed  papillary- 
like  projections,  the  stroma  of  Avhich  Avere 
fibroblastic.  The  papillae  were  covered 
by  multiple  layers  of  epithelial  cells.  The 
The  arteries  and  A^eins  showed  no  unusual 
histological  changes. 

The  lumena  of  the  ureters  appeared 
somewhat  narroAved  but  were  clearly  pat- 
ent throughout.  The  inner  lining  of  the 
ureters  Avas  comprised  of  5-6  layers  of 
transitional  epithelial  cells. 

III.  Pathological  Diagnosis : 

Renal  hypoplasia,  bilaterial. 

We  haATe  presented  a case  of  bilateral  hypo- 
plasia of  the  kidneys  in  which  the  infant  sur- 
Adved  ten  Aveeks. 

Of  particular  interest  is  the  normal  urinary 
findings  folloAving  the  recovery  from  an  otitic 
infection.  The  acute  breakdoAvn  almost  im- 
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mediately  afterward  may  have  been  precipi- 
tated by  the  infectious  process. 

While  the  condition  is  rare  it  should  he  kept 
in  mind  when  signs  of  increased  in  tracranial 
pressure  is  present  in  infants  — this  despite 
the  normal  urine. 

This  degree  of  pathology  is  incompatible  with 
life.  Of  greater  importance  is  to  make  the 
diagnosis  when  the  condition  is  unilateral  and 
there  is  pathology  in  the  normal  size  kidney  as 


hypoplastic  kidneys  are  incapable  of  undergoing 
compensatory  hypertrophy. 
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THE  EFFECT  OF  ALTERING  THE  IONIC  CONTENT  OR  SERA 
IN  VIVO  ON  SYPHILIS  SEROLOGY 

EDWARD  L.  BREAZEALE1,  L.  F.  PIERCE2 
and 

T.  R,  REUSSER3 


>-pHE  prevailing  concept  of  syphilis  serology 
A is  that  in  the  infected  person's  bloodstream 
there  exists  an  antibody-like  substance  to  which 
the  term  “reagin”  has  been  given.  This  reagin 
is  supposed  to  react  with  the  lyophile  colloid, 
the  antigen  or  indicator,  shifting  it  to  a lyophobe 
colloid  and  thereby  producing  a floe.  This  re- 
agin seems  to  he  present  in  syphilis  with  marked 
regularity,  and  also  it  seems  to  he  in  the  blood- 
stream of  non-siphilitic  individuals  to  an  alarm- 
ing degree  of  regularity.  Just  why  this  reagin 
or  syphilitic  antibody  should  appear  in  patients 
ill  with  diseases  other  than  syphilis  remains  un- 
explained. 

In  a series  of  recent  articles  by  Breazeale1, 
Breazeale,  Renss'er,  and  Pierce2,  Breazeale  and 
Pierce3  -4,  and  Pierce  and  Breazeale5,  the  mech- 
anism of  the  flocculation  tests  has  been  studied. 
These  investigators  have  been  able  to  shift  the 
reactivity  of  negative  and  positive  sera  by  simple 
mechanical  manipulation.  Breazeale1,  and 
Breazeale  and  Pierce1  have  shown  that  the  ser- 
ology of  human  and  animal  sera  may  he  shifted 
by  means  of  electromagnetic  radiations.  These 
investigators  were  able  to  reverse  the  serology  of 
positive  sera  (from  known  syphilitics)  by  expos- 
ing the  sera  to  ultraviolet  ray  light  for  60  to  90 
minutes.  However,  this  same  irradiated  sera 
return  to  its  original  reactivity  in  24  hours  after 
exposure  to  the  light,  which  would  indicate  that 
some  substance  was  shifted  in  solubility  or  ioni- 
zation. Later  Breazeale.  Reusser  and  Pierce2 

1 Arizona  State  Health  Department,  Division  of  Laboratories, 

Tucson. 

2.  L.  F.  Pierce  Laboratories,  Los  Angeles,  California. 

3.  Tucson  Medical  Laboratory,  Tucson. 


showed  that  by  treating  positive  sera  with  mono- 
valent base  zeolites  (hydrogen  zeolite  being  an 
exception)  they  could  be  made  sero-negative. 
Conversely  negative  sera  could  be  made  sero- 
positive by  treating  with  divalent  base  zeolites, 
hydrogen  zeolite  again  being  an  exception.  Pierce 
and  Breazeale5  have  shown  that  the  syphilitic 
antigens,  or  indicators,  as  we  know  them  today 
are  functioning  in  the  tests  purely  as  zeolites, 
and  that  the  production  of  a floe  in  any  of  these 
tests  was  due  to  the  divalent  cations  available 
in  the  sera.  Breazeale  and  Pierce3  have  applied 
this  phenomenon  to  a test  for  syphilis  using 
pure  zeolite  as  an  indicator. 

in  view  of  the  fact  that  the  serology  of  human 
and  animal  sera  could  he  shifted  in  vitro  by  the 
change  in  ionic  constituents  it  seemed  advisable 
to  determine  what  effect  changing  the  ionic  con- 
tent of  blood  sera  in  vivo  might  have  on  the 
serological  findings.  Therefore,  these  experi- 
ments were  undertaken. 

EXPERIMENTAL 

Rabbits  were  the  animals  used  in  the  prelim- 
inary experiments  because  they  were  readily 
available,  blood  samples  were  easy  to  obtain  and 
they  gave  uniformly  negative  seerological  re- 
sults. 

A series  of  three  adult  rabbits,  each  weighing 
three  kilograms,  was  injected  intravenously 
with  33  mg.  of  calcium  as  calcium  chloride,  or 
the  equivalent  of  11  mg.  per  kilo  of  body  weight. 
Blood  samples  were  obtained  from  the  ears  at  0, 
1%,  6,  10,  20,  and  24  hours.  Calcium  was  de- 
termined on  each  sample  using  the  method  of 
Clark  and  Col  lip0.  Standard  Kline,  Kahn  and 
Mazzini  determinations  were  performed  on  each 
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sample  of  sera.  The  results  are  given  in  Table  I. 


TABLE  I. 

The  effect  of  Injecting  33mg.  of  Ca  as  Ca  CU 
into  Adult  Rabbits 


Hours  after 
injection 

Mg.  Ca  per  Serological  Results 

100  cc.  sera  (Kahn,  Kline  and  Mazzini) 

0 

7.5 

negative 

iy2 

10.0 

3 + 

6 

11.0 

4+ 

10 

10.0 

3 + 

20 

7.5 

negative 

24 

7.5 

negative 

A second 

series  of  rabbits,  weighing  three 

kilograms  each,  was  given  33  1 

units  of  parathoid 

extract  into 

the  hip  muscle. 

Samples  of  blood 

were  drawn 

from  the  etr  vein 

at  0,  24,  72,  120, 

144,  and  168  hours.  Calcium  and  serological 

results  were 

determined  as  on 

the  previous  ani- 

mals.  The  results  are  given  in  Table  II. 

TABLE  II. 

The  Effect  of  Injecting  33  Units  of  Parathyroid 

Extract 

Intra-muscularly 

into  Rabbits 

Hours  after 

Calcium,  Mg.  per 

Serological  findings 

injection 

100  cc.  sera  (Kline,  Kahn  and  Mazzini) 

0 

7.5 

negative 

24 

12.5 

4+ 

48 

12.0 

3 + 

72 

n.o 

2+ 

120 

10.0 

2+ 

144 

9.0 

1 + 

168 

7.5 

negative 

These  two  experiments  were  performed  by  ac- 
tually injecting  calcium  or  a hormone  into  the 
animal.  In  order  to  avoid  actually  injecting 
the  animal  with  any  substance,  Ertron  (Vitamin 
D concentrate)  was  fed  to  the  animals  in  ground 
carrots.  A series  of  three  rabbits  was  used  and 
varying  amounts  of  Ertron  given  each  animal. 
One  received  100,000  units,  Two,  150,00  units 
and  Three,  200,00  units.  Blood  samples  were 
drawn  at  intervals  of  0,  24,  48,  96,  and  144  hours 
after  feeding.  Serum  calcium  and  serology 
were  run  on  each  sample  as  outlined  above. 

TABLE  III. 


The  Effect  of  Feeding  Massive  Amounts  of 
Vitamin  D on  Serum  Calcium  and  Serology 


R'abbit  No 

1 

2 

3 

1 

2 

3 

Hours  after 

Mg.  Calcium  per 

100  cc. 

feeding 

Sera 

Serological  findings 

0 

7.5 

7.5 

7.5 

neg. 

neg. 

neg. 

24 

11.0 

14.0 

16.0 

2+ 

3+ 

4+ 

48 

10.5 

13.0 

17.0 

1+ 

2+ 

44- 

96 

8.0 

9.0 

11.0 

neg. 

neg. 

4+ 

144 

7.5 

7.5 

7.5 

neg. 

neg. 

neg. 

168 

7.5 

7.5 , 

7.5 

neg. 

neg. 

neg. 

The  first  experiments  of  the  calcium  chloride 
were  repeated  using  calcium  glucinate  with  iden- 
tical results.  In  view  of  t he  fact  that  the  rabbits 


responded  to  the  calcium  when  injected  intra- 
venously, the  senior  author  received  1 gm.  of 
calcium  glucinate  intravenously  and  serum 
calcium  and  serology  were  run  at  intervals  of 
0,  8,  24,  48,  60,  and  72  hours.  The  results  are 
given  in  Table  IV. 

TABLE  IV. 


Effect  of  Injecting  a Human  with  1 gm.  of 
Calcium  Glucinate  Intravenously  on  Serum 
Calcium  and  Serological  Findings 


Hrs.  after  injection 

Serum  calcium  per  100  cc. 

Serology 

0 

10.0 

Neg, 

8 

11.5 

2+ 

24 

12.5 

3 + 

48 

11.0 

1 + 

60 

10.0 

Neg. 

72 

10.0 

Neg. 

Earlier  experiments2,  3>  5 have  shown  that 
when  theree  is  a relatively  high  concentration 
of  divalent  cations*  as  compared  to  the  mono- 
valent cations  floculation  of  the  indicator  will 
be  produced.  Therefore  it  seemed  probable  that 
the  above  experiments  could  be  repeated  and 
supress  the  effect  of  the  increaseed  calcium  by 
injecting  a strong  solution  of  sodium  chloride 
along  with  the  calcium  chloride.  Three  rabbits, 
each  weighing  approximately  4 kilograms,  were 
treated  as  follows: 

Rabbit  1 — given  50  mg.  Ca  as  CaCR. 

Rabbit  2 — given  50  mg.  Ca  as  CaCl2  and  150 

Rabbit  2 — given  50  mg.  Ca  as  CaCU  and  150 
mg.  Na  as  NaCl. 

Rabbit  3 — given  150  mg.  Na  as  NaCl. 

Blood  sample  were  drawn  at  intervals  of  0, 
3,  10,  16,  24,  36,  and  40  hours  afte^  treatment, 
and  serum  calcium  and  serology  run  on  each, 
using  methods  outlined  above.  The  results  are 
given  in  Table  5. 

TABLE  5 


The  Effect  of  Injecting  NaCl  with  CaCU  on 
the  serum  Calcium  and  Serology  of  Rabbits 


Hours  after  Serum  Calcium 

injection  mg.  per  100  cc. 

Serological  Findings 

Rabbit  No. 

1 

2 

3 

1 

2 

3 

0 

10.0 

10.0 

10.0 

Neg. 

Neg. 

Neg. 

3 

14.5 

14.0 

10.0 

i+ 

Neg. 

Neg. 

10 

14.75 

14.75 

10  0 

2+ 

Neg. 

Neg. 

16 

15.5 

15.5 

10.0 

4+ 

4+ 

Neg. 

24 

11.5 

11.5 

10.0 

4 + 

3 + 

Neg. 

36 

10.0 

10.0 

10.0 

Neg. 

Neg. 

Neg. 

40 

10.0 

10.0 

10.0 

Neg. 

Neg. 

Neg. 

In  view  of  tbe  fact  that  the  effect  of  the  CaCla 
could  be  temporarily  neutralized  by  injecting 
NaCL  could  be  temporarily  neutralized  by  in- 
jecting NaCl  simultaneously  with  the  calcium, 
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it  seemed  advisable  to  determine  it'  the  serology 
could  be  altered  once  the  calcium  level  had 
been  raised.  A series  of  three  rabbits,  each 
weighing  3 kilograms,  was  treated  as  follows: 

Rabbit  1 — 50  mg.  Ca  as  CaCla  intravenously 
18  hrs.  later  100  mg.  Na  as  Nad 
34  hrs.  later  100  mg.  Na  as  NaCl. 

Rabbit  2 — Same  as  Rabbit  1. 

Rabbit  3 — No  further  treatment.  Control.  50 
mg.  Ca  as  CaCL. 

Blood  samples  were  taken  at  0,  18,  20,  34,  36, 
42,  60,  70,  and  80  hours  after  the  initial  injec- 
tion. Serum  calcium  and  serology  were  run  on 
each  specimen.  The  results  are  given  in  Table  6. 

TABLE  6 

The  Effect  of  Injecting  NaCl  after  Injecting 
CaCD  on  the  Serum  Calcium  and 
Serology  of  Rabbits 


Hrs.  after  pri-  Serum  Calcium 
mary  Injection  mg.  per  100  cc. 

Serological  Findings 

Rabbit  No:  1 

2 

3 

1 

2 

3 

0 

10  0 

10.0 

10.0 

Neg 

Neg. 

Neg. 

18 

15.0 

15.0 

15.0 

3+ 

3+ 

3 + 

20 

15.0 

14.75 

14.5 

1 + 

Neg. 

4 + 

34 

14.0 

13.5 

13.5 

3+ 

3 + 

3 T" 

36 

14.0 

13.5 

13.5 

1 + 

Neg. 

3 + 

42 

13.5 

13.0 

13.0 

2+ 

2+ 

2 + 

60 

12.0 

11.0 

10  5 

1 + 

Neg. 

Neg. 

70 

10.0 

10.0 

10.0 

Neg 

Neg. 

Neg. 

80 

10.0 

10.0 

10.0 

Neg 

Neg. 

Neg. 

A series  of  six  human  volunteers  took  mas- 
sive doses  of  Vitamin  D in  the  form  of  Ertron. 
All  doses  were  divided  into  four  portions  and 
taken  over  a period  of  48  hours.  The  first  sample 
of  blood  was  taken  24  hours  after  the  last  dose 
of  vitamins  was  taken.  The  results  given  at  zero 
time  constitute  the  control  and  were  taken  be- 
fore any  treatment  was  started.  The  six  sub- 
jects received  the  following  amounts  of  Vita- 
min 1): 


Patient  Vitamin  D Units 

1  600,000 

2 650,000 

3 700,000 

4 800,000 

5 900,000 

6 1,000,000 


Blood  samples  were  drawn  at  intervals  of  24, 
48,  72,  and  96  hours  after  the  last  dose  of  vita- 
mins was  given.  The  calcium  content  and  sero- 
logical reactions  were  run  as  previously  de- 
scribed. The  results  are  given  in  table  7. 

TABLE  7 

The  Effect  of  Massive  Doses  of  Vitamin  I)  on 


Human  Subjects  as  Affecting  Their  Serum 
Calcium  and  Serological  Reactions 


Hrs.  after 

last  dose  Mg.  Ca  in  ICO  cc. 

Serum 

Serology 

Patient 

1 

2 

3 

4 

5 

6 

1 2 3 4 5 6 

0 

10.5 

10.0 

9.5 

10.0 

9.5 

9.5 

Neg.  Neg.  Neg.  Neg.  Neg.  Neg. 

24 

14.0 

14.0 

12.0 

11.0 

11.0 

11.0 

Neg.  Neg.  Neg.  Neg.  Neg.  Neg. 

48 

10.5 

12,0 

12.5 

12  0 

12.0 

12.5 

Neg.  Neg.  Neg.  Neg.  14-  Neg. 

72 

10.5 

10.0 

11.0 

10.5 

11.0 

9.5 

2+  2+  1+  1+  1+  1 + 

96 

10.5 

10.0 

9.5 

10.0 

9.5 

9.5 

Neg.  14-  1-f  14-  2-j-  24- 

CONCLUSIONS 

1.  Positive  serology  is  obtained  whenever  there 
an  increase  in  the  blood  calcium. 

2.  This  increase  may  be  brought  about  either 
by  injection  of  the  calcium  as  the  glucinate,  or 
by  the  use  of  parathyroid  extract  or  Vitamin  1) 
concentrate. 
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“NATIONAL  ENROLLMENT” 


MR.  J.  L.  REDHEFFER 
Assistant  Director,  Surgical  Care,  Inc., 
Kansas  City,  Missouri 


/CONTROVERSY,  confusion  and  wide  differ- 
ence  of  opinion  of  how  to  reach  the  same 
goal  is  always  part  of  the  evolution  of  any  great 
endeavor.  There  also  comes  a time  in  the  evolu- 
tion when  controversy  and  confusion  are  cleared 
away  and  opinions  come  closer  together,  result- 
ing in  a co-ordinated  and  unfied  effort  to  achieve 
the  same  purpose. 


We  have  the  problem  of  distributing  quickly 
to  the  majority  of  the  public  a way  of  prepay- 
ing the  costs  of  health  care. 

We  who  are  engaged  in  the  actual  selling  or 
educating  of  the  public  are  hampered  because 
of  the  stage  of  our  evolution.  Great  strides 
toward  the  goal  will  be  reached  during  the  next 
stage  if  it  is  reached  quickly. 
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The  public  has  come  to  think  of  medical  care 
as  the  broad  category  of  care  necessary  for  re- 
covery when  ill.  This  includes  hospitalization, 
surgery,  nursing  service,  x-ray,  anesthetic,  gen- 
eral medical  treatment,  home  calls,  office  calls, 
etc.  Development  of  plans  for  prepaid  surgery 
and  care  for  non-surgical  illnesses  when  hospital- 
ized is  another  step  toward  a well-rounded  pro- 
gram of  prepaid  health  care,  a program  to  cover 
the  cost  of  being  ill. 

The  public  thinks  of  and  wants  to  buy  a com- 
plete health  program  covering  all  the  costs  of 
being  ill.  They  want  to  buy  a product,  and  this 
is  logical  and  reasonable.  It's  the  easiest  way 
to  buy.  They  have  been  educated  to  buy  in 
this  way. 

Our  whole  history  of  distribution  of  goods  has 
followed  this  trend.  Compare  the  employer  with 
the  retailer  and  the  Plans  as  the  wholesaler,  since 
primarily  our  backbone  is  group  enrollment. 
Where  would  the  retailer  be  if  he  had  to  deal 
with  hundreds  of  manufacturers  in  order  to  ob- 
tain his  product  or  line?  We  are  the  middle  men, 
if  you  will,  and  we  must  present  to  the  retailer 
a line  or  a product  that  he  can  sell  the  public, 
his  employees. 

We  need  more  wholesalers  and  more  retailers 
badly.  There  are  blank  spots  for  national  dis- 
tribution, yet  what  we  need  first  of  all  is  a 
product. 

Selling  the  public  medical  plans  should  be 
easier,  and  medical  plans  should  grow  faster 
than  Blue  Cross  plans  because  much  public  ac- 
ceptance has  already  been  obtained,  much  of  the 
hard  groundwork  has  been  done  in  selling  Blue 
Cross.  This,  of  course,  is  true  only  if  medical 
plans  and  hospital  plans  are  sold  as  a co-ordi- 
nated program  of  prepayment  health  care.  Too 
much  importance  cannot  be  made  of  this.  To 
quote  current  figures  provided  by  the  Blue 
Cross  Commission,  enrollment  in  39  medical  and 
surgical  plans,  co-ordinated  with  Blue  Cross 
Hospital  Service  Plans,  reached  a total  member- 
ship of  3,026,466  on  July  1st  after  a second  quar- 
ter growth  of  384,395  members,  the  largest  in 
their  history.  To  compare  with  Blue  Cross  in 
the  same  area  it  is  significant  that  during  the 
first  6 months  of  1946  these  plans  grew  at  a rate 
of  43.9  per  cent  as  fast  as  Blue  Cross  in  the  35 
areas  reporting  figures  for  both  types  of  service. 
Total  medical-surgical  plan  memberships  in 
these  areas  Avas  22.7  per  cent  of  Blue  Cross  mem- 
berships on  July  1st,  1946. 


In  some  areas  the  co-ordination  of  the  hospital 
and  medical  plans  has  been  very  successful,  re- 
sulting in  one  sales  force  distributing  a package 
and  the  public  buying  it  as  such. 

In  other  areas  this  is  not  the  case.  Sometimes 
the  co-ordination  is  weak ; the  older  hospital  plan 
looks  upon  the  medical  plan  as  an  intruder  or  a 
nuisance.  Separate  literature  and  applications 
are  used.  The  medical-surgical  plan  is  sold  as  an 
afterthought,  or  if  people  ask  for  it.  It  is  only 
looked  upon  as  something  to  complicate  the 
routine. 

In  some  areas  one  sales  organization  sells  hos- 
pitalization, while  another  sells  the  medical- 
surgical  plan. 

Commercial  insurance  companies  have  for 
years  emphasized  the  package  plan  to  large  em- 
ployers as  the  easiest  and  most  convenient  Avay 
to  buy.  Can  we  dispute  this,  or  shouldn’t  Ave 
take  advantage  of  this  education  with  a better 
package  to  offer?  There  are  advantages  to  both 
Blue  Cross  and  medical  plans  in  selling  both  as 
one  health  care  program.  The  medical  care  plans 
gain,  in  most  cases,  good  reputation  and  free 
entry  into  hundreds  of  preferred  accounts.  Hos- 
pital plans  gain  memberships  by  obtaining 
groups  that  Avould  be  unobtainable  without  the 
additional  medical  care  coverage. 

The  advent  of  medical  care  plans  has  made 
the  program  more  appealing  to  big  business  man- 
agement and  national  employers,  who  are  con- 
stantly being  contacted  by  commercials  selling 
a program  or  package  plan. 

Selling  Blue  Cross  and  medical  plans  as  a com- 
bined program  makes  those  groups,  covered  by 
commercial  insurance,  the  best  prospects.  Due 
to  inflationary  trends,  minimum  coverage  and 
lack  of  or  downgrading  of  dependents  coverage 
offered  by  commercials,  evidence  of  dissatisfac- 
tion is  nearly  always  present. 

There  may  be  some  criticism  of  this  idea.  I 
have  heard  that  some  plans  will  not  contact  a 
business  already  coA'ered  by  a commercial. 

Isn’t  this  wrong?  Why  should  Ave  not  have 
these  prestige  groups?  Usually  they  are  large 
employers  having  national  and  local  reputation. 
Also,  the  risk  is  better  because  of  the  type  of 
employee  and  the  assured  high  percentage  of 
enrollment.  We  not  only  need  the  prestige  of 
these  groups,  but  Ave  need  their  better  experi- 
ence to  enable  us  to  keep  rates  at  the  loAvest  pos- 
sible level  for  our  Community. 
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We  must  continue  to  force  the  commercials 
to  improve  their  contracts  to  get  their  share  of 
the  business.  In  providing  standards  for  them, 
we  have  already  achieved  much  for  both  the  pub- 
lic and  the  profession.  Anyone  who  has  ob- 
served the  trend  of  the  last  10  years  can  see  a 
marked  difference  between  the  contract  offered 
10  years  ago  and  the  one  they  have  on  the 
streets  today. 

We  must  make  a bid  for  these  large  national 
accounts.  Some  progress  and  effort  is  being 
made,  but  it  is  bent  under  the  strain,  not  only 
of  obtaining  the  account  but  of  keeping  it. 

Medical  plans  should  use  their  resources  and 
experience  and  quickly  establish  a national  com- 
mission of  medical  plans  and  co-ordinate  their 
efforts  with  those  of  Blue  Cross.  Surely,  we 
should  not  make  their  mistakes,  but  take  ad- 
vantage of  them.  The  national  account  is  unap- 
proachable without  a well  co-ordinated  program. 
Many  of  us  have  enrolled  national  accounts,  but 
how  long  will  we  keep  them? 

We  know  of  the  problems  of  not  being  able 
to  speak  with  authority  for  another  area ; of  the 
correspondence  required  to  determine  what  the 
other  plan  will  do;  the  requests  for  supplies, 
which  usually  requires  a wire  or  a phone  call 
at  the  last  minute  to  obtain  them  in  time ; the 
assembling  of  from  15  to  50  different  sets  of 
literature  and  a like  number  of  applications. 
Where  the  medical  and  hospital  plans  use  dif- 
ferent literature  and  applications,  the  number 
is  doubled.  You  or  your  salesman  has  a pretty 
confused  anti  complicated  program  to  present  to 
the  prospect. 

Then  comes  the  problem  of  writing  a pro- 
cedure for  handling  the  group  and  getting  agree- 
ment from  all  plans  concerned — either  that  or 
asking  the  account  to  do  this  way  with  one  plan 
and  that  way  with  another,  to  remember  and 
keep  up  with  the  different  rules  and  regulations 
of  10,  20  or  30  different  organizations — some- 
thing you  can’t  do  yourself. 

We  heard  an  interesting  story  with  respect 
to  the  attempt  by  the  Blue  Cross  plan  in  Cin- 
cinnati to  sell  the  Kroger  Grocery  and  Baking 
Company,  having  some  45,000  employees,  on  a 
national  enrollment  in  Blue  Cross  and  Medical 
plans.  At  a meeting  of  the  executives  and  em- 
ployee representatives,  a blackboard  the  entire 
length  of  the  room  was  used  to  illustrate  the  dif- 
ferences in  the  hospital  and  medical  plans  in- 


volved. The  Kroger  Company  is  not  enrolled  at 
this  time. 

Shortly  after  the  establishment  of  the  national 
( nrollment  office,  we  wrote  requesting  a national 
proposal  for  enrolling  the  employees  of  the 
Western  Auto  Supply  Company  in  Blue  Cross 
and  medical  plans.  We  sent  them  all  the  loca- 
tions involved,  which  comprised  much  of  the 
Eastern  part  of  the  United  States,  and  after 
much  correspondence  and  delay  we  finally  re- 
ceived the  proposal,  and  we  understood  why 
the  delay. 

It  was  a legal  size  brochure  of  16  typewritten 
pages,  charts  showing  various  phases  of  the  bene- 
fits, all  the  different  rates,  and  each  page  care- 
fully footnoted  to  point  out  variances  of  bene- 
fits and  regulations.  Discouraged,  we  took  the 
proposal  to  the  account.  We  were  on  the  verge 
of  closing  the  account  just  on  the  merits  of  the 
local  plan.  Today  we  are  still  negotiating  with 
them. 

Recently  we  started  negotiating  with  TWA, 
Trans  World  Airlines.  The  Company  had  a com- 
bination Mutual  Benefit  and  commercial  insur- 
ance setup  with  which  the  company  and  em- 
ployees alike  were  very  dissatisfied.  They  were 
interested  in  non-profit  hospital  and  medical 
plans  if — the  non-profit  plans  could  provide 
them  with  a satisfactory  program  that  could  be 
administered. 

We  set  to  work,  and  after  making  our  own 
charts  on  benefits  and  rates  of  the  35  plans  in- 
volved, we  offered  TWA  this  proposal,  and  we 
believe  took  steps  to  eliminate  some  of  the  prob- 
lems of  presentation  to  a national  account.  First, 
we  took  the  minimum  benefits — not  maximum — 
only  those  benefits  listed  in  every  hospital  and 
medical  contract  and  listed  them  with  only  two 
qualifications.  Qualifying  the  hospital  benefits, 
we  stated  ‘‘Hospital  benefits  listed  are  as  fur- 
nished by  each  Blue  Cross  plan  to  the  extent 
and  limitations  of  its  contracts  with  local  hos- 
pitals.” Qualifying  the  surgical-medical  bene- 
fits, we  stated,  “Benefits  are  as  furnished  by 
local  medical  plans  to  the  extent  and  limitations 
of  its  contracts  as  approved  by  the  medical  pro- 
fession. 

We  dealt  with  problem  of  rates  as  follows: 
“Blue  Cross  and  affiliated  medical  surgical 
plans  are  offering  Trans  World  Airlines  a uni- 
form rates  for  all  employees  in  all  locations,  with 
the  provision  that  Trans  World  Airlines  will 
participate  in  the  cost  of  the  coverage.  This 
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rate  Avill  be  for  stated  intervals  and  raised  or 
lowered  depending  upon  the  concentration  of 
employees  or  a raise  of  rates  by  a plan  in  a con- 
centrated area.  Suggested  interval  would  be  six 
months.”  We  then  quoted  a uniform  rate  for 
each  classification. 

The  rate  was  arrived  at  in  this  manner : The 
number  of  employees  in  each  area  was  obtained 
from  TWA;  the  number  of  each  classification 
was  obtained  by  using  an  average  of  the  num- 
ber of  single,  man  and  wife,  or  full  family  con- 
tracts. Those  totals  were  averaged  among  all 
plans  participating  and  this  averge  rate  loaded 
slightly  to  provide  for  administrative  costs,  and 
was  quoted  to  TWA.  Each  plan  of  course  would 
be  paid  their  regular  rate  for  the  employees  in 
their  area. 

You  can  see  this  could  only  be  done  where  the 
company  is  willing  to  pay  a substantial  part  of 
the  cost  so  that  in  each  area  the  employee  is 
paying  less  than  the  local  plan  rates. 

We  further  agreed  that  the  administration  of 
the  plan  would  be  handled  by  one  plan  and  all 
contact  would  be  with  one  organization.  There 
would  be  uniform  applications  and  literature, 
centralized  billing,  a uniform  procedure  for  ac- 
cepting new  applications  and  handling  transfers, 
and  immediate  benefits  in  any  area  upon  trans- 
fer of  the  employee  to  that  area. 

Of  course,  this  proposal  was  made  with  the 
provision  that  all  plans  will  agree.  But  will 
the  plans  involved  agree?  This  remains  to  be 
seen.  Prom  the  contacts  we  have  had,  it  appears 
they  will.  TWA  is  not  a closed  account  yet, 
but  the  proposal  was  received  with  enthusiasm. 
Should  TWA  and  the  plans  concerned  agree, 
progress  has  been  made  toward  a solution  of 
handling  a national  account.  But  this  Avoid d 
be  just  a step  in  the  right  direction. 

The  immediate  needs  to  present  a program 
to  a national  employer  are : 

1.  A uniform  rate  for  employees  in  all  lo- 
cations. 

2.  Uniform  procedures,  rules  and  regulations. 

3.  Common  application  cards  and  literature. 

4.  Central  billing  and  collection. 

5.  Comparable  benefits. 

6.  Complete  reciprocity  of  benefits  (at  least 
for  national  accounts). 

7.  immediate  transfer  privileges. 

For  each  plan  to  have  uniform  rates  is  not 
necessary.  A weighted  average  can  be  used.  A 
uniform  contract  is  not  necessary,  but  we  must 


get  closer  together  on  the  basic  benefits,  our 
rules  and  regulations  and  our  mode  of  operation. 
Selling  the  national  employer  on  the  idea  that 
lie  should  enroll  his  employees  in  local  non-profit 
plans  because  they  receive  benefits  designed  par- 
ticularly for  people  residing  in  that  area  is  a 
good  sales  argument  and  is  successful.  Yet  we 
should  be  able  to  say  this  without  fear  of  being 
called  to  account  for  a misstatement. 

The  national  employer  is  reasonable  and  un- 
derstanding of  our  problem.  He  understands 
why  a baby  costs  $50  in  one  area  and  $75  in  an- 
other. He  understands  why  hospital  rooms  cost 
$6  in  one  area  and  $4  in  another.  He  deals  with 
these  problems  in  his  oaaui  business.  What  he 
can’t  understand  is  Avhy  it  takes  9 months  to 
have  a baby  in  one  area,  12  months  in  another 
and  10  months  in  another,  or  why  this  plan  pays 
for  surgery  only  in  a hospital,  while  this  one 
pays  for  it  wherever  it  may  occur.  Or  Avhy  if  he 
sends  one  of  his  employees  to  one  end  of  his  sys- 
tem and  the  employee  becomes  ill,  why  that  em- 
ployee does  not  get  at  least  the  benefits  avail- 
able to  his  employees  in  that  area. 

Reciprocity  for  national  account  employees  is 
a must.  To  illustrate,  Ave  have  a national  ac- 
count, a small  one  of  800  or  900  employees,  yet 
8 or  9 plans  are  involved  in  the  handling  of  this 
account.  The  company  is  expanding  and  trans- 
ferring key  employees  from  one  area  to  another. 
One  particular  employee  took  the  coverage  in 
Iowa,  stayed  there  for  a year  or  two,  was  trans- 
ferred to  Minnesota,  stayed  there  for  awhile  and 
was  sent  to  Nebraska  temporarily  to  go  later  to 
South  Dakota.  His  Avife  was  expecting,  so  he 
sent  her  home  to  loAva  to  have  the  baby  until 
he  had  a permanent  location  (a  perfectly  normal 
thing  to  do.)  Not  wanting  to  transfer  the  mem- 
bership to  Nebraska  and  then  to  South  Dakota, 
the  Company  left  his  membership  in  Minnesota. 
Then  his  wife  had  the  baby — Iowa  and  Minne- 
sota have  no  reciprocity,  so  the  plan  paid  out- 
of-town  emergency  benefits.  He  appealed  to  his 
employer  and  the  trouble  began ! Did  Ave  have 
logical  and  reasonable  explanation  to  make  to 
the  employer  or  to  his  employee  ? Of  course  not ! 

Obtaining  a national  accounnt  is  only  a small 
part  or  a start  of  the  problem.  The  diff iculities 
in  handling  one  would  fill  many  pages.  It  is  a 
fact  that  many  plan  executives  hate  to  see  a na- 
tional account  come  into  their  offices  because 
they  know  the  grief  it  will  bring. 
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We  understand  that  since  the  establishment  of 
a national  enrollment  office  by  the  Blue  Cross, 
the  people  employed  by  the  national  enrollment 
office  have  spent  the  great  majority  of  their  time 
not  in  front  of  the  national  employer,  but  in 
dealing  with  the  plans  around  the  country. 

The  larger  the  account  the  more  complicated 
and  costly  it  is  to  handle.  Yet  with  our  com- 
mercial competitors,  the  reverse  of  this  situation 
is  true. 

Recently  a special  committee  appointed  to 
study  problems  of  billing  and  to  suggest  ways  of 
co-ordinating  efforts  of  Blue  Cross  plans  in  con- 
nection with  national  enrollment,  reported  to 
the  Blue  Cross  Commission  many  suggestions  for 
improving  the  situation.  Most  of  these  were 
good.  We  would  like  to  quote  just  one: 

“Each  plan  will  designate  one  staff  member 
of  executive  capacity  to  be  responsible  for  inter- 
plan relations  with  national  accounts." 

To  carry  this  thought  a little  further,  we  have 
the  heart  of  the  whole  trouble.  We  have  been 
trying  to  do  a mail  order  business  from  a retail 
outlet. 

To  expect  a national  account  or  any  account 
where  more  than  one  plan  is  involved  to  fit  into 
or  be  superimposed  upon  a system  designed  to 
handle  local  accounts,  or  where  only  one  plan  is 
concerned,  is  rediculouse. 

The  two  operations  are  different  and  distinct 
and  national  enrollment  requires  different  meth- 
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ods  from  the  point  of  sale  through  the  whole  op- 
erating function  of  any  plan.  Each  plan  should 
not  only  have  an  executive  in  charge  of  national 
accounts,  but  a whole  division,  department  or  a 
person,  depending  upon  the  volume  of  this  type 
of  business  in  theih  particular  area,  to  handle 
the  entire  operation  of  national  accounts. 

The  smooth  handling  of  national  accounts  and 
co-ordination  of  effort  of  plans  in  this  regard 
can  be  accomplished.  Can't  we  be  provincial 
and  national  at  the  same  time? 

It  would  seem  that  a national  commission  of 
medical  care  plans,  working  closely  and  in  co- 
operation with  the  Blue  Cross  Commission,  could 
go  farther  towards  solving  this  problem.  By 
picking  key  men  in  strategic  areas  to  agree  on 
formulas  and  methods  of  solving  these  problems 
— each  man  to  spend  part  time  with  the  plans  in 
his  areas,  with  the  executives  and  Boards  of 
Trustees  of  those  plans — to  help  suggest  and  con- 
vince them  of  the  necessity  for  establishing  a 
program  for  preseentation  to  national  accounts. 
Certainly  the  talent  is  available.  Certainly  the 
time  would  be  well  spent. 

Now  we  all  wonder  why  we  are  enrolling  some 
national  accounts  and  why  we  keep  some  we 
have.  It  must  be  that  they  believe  in  the  future 
of  non-profit  prepaid  plans  for  health  care.  If 
this  is  true,  there  are  many  more  waiting  for  the 
time  when  we  can  present  an  acceptable  program 
to  them. 
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Professional  Courtesy 

No  professional  group  is  more  entitled  to  hold 
heads  high  in  pride  of  accomplishment  than  Doc- 
tors of  Medicine.  Probably  no  group  is  sub- 
jected to  more  criticism  by  the  laity,  nor  is  the 
object  of  more  sweeping  legislative  revolution. 
Only  by  unity  of  purpose,  highly  ethical  conduct, 
and  meticulous  attention  to  the  welfare  of  the 
patient,  regardless  of  his  economic  status,  can 
the  profession  hope  to  ride  out  the  storm  now 
raging. 

Unfortunately  a few  individual  physicians 
have  the  extremely  bad  taste  of  criticizing  the 
care  their  contemporaries  have  given  patients, 
openly  to  the  patients  and  to  their  relatives.  The 
prerogative  for  a patient  to  change  to  another 
physician  is  a sacred  one.  However,  it  is  in- 
deed unbecoming  for  the  new  physician  to  im- 
ply either  hv  word  or  insinuation  that  the  for- 
mer physician  was  incompetent.  Such  conduct 
is  unprofessional,  unethical  and  reprehensible 
and  serves  no  real  purpose  except  to  promote 
distrust  of  the  medical  profession  as  a whole. 
The  old  adage  “if  you  can’t  say  something  good 
about  a person,  say  nothing”  still  holds  good. 
The  Golden  Rule  will  never  become  obsolete. 


The  Southwestern  Medical 
Association 

The  Southwestern  Medical  Association  which 
suspended  activities  at  the  beginning  of  the  war 
held  its  first  post-war  meeting  in  El  Paso  Novem- 
ber 14,  15,  and  16.  The  program  was  presented 


by  the  following  guest  speakers:  Dr.  Nelson  W. 
Barker,  Rochester,  Minnesota  ; Dr.  Paul 
O’Leary,  Rochester,  Minnesota;  Dr.  Wm.  F. 
Mengert,  Dallas,  Texas;  Dr.  Palmer  E.  Wigby, 
Houston,  Texas;  Dr.  Michael  E.  De  Bakey,  New 
Orleans,  Louisiana ; Dr.  Charles  T.  Stone,  Dallas, 
Texas;  Dr.  William  C.  Deamer,  San  Francisco, 
California. 

An  unusually  large  and  enthusiastic  group  of 
members  was  in  attendance  and  definite  plans 
were  decided  upon  to  carry  on  the  scientific 
activities  of  the  association.  The  next  meeting 
will  be  held  in  Phoenix  in  October  of  this  year. 
The  newly  elected  officers  are : 

President,  Dr.  J.  W.  Hannett,  Albuquerque, 
New  Mexico;  President-elect,  Dr.  Leslie  M. 
Smith,  El  Paso,  Texas;  First  Vice-President, 
Dr.  Thomas  Bate,  Phoenix,  Arizona ; Second 
Vice-President,  Dr.  L.  J.  Marshall,  Roswell,  New 
Mexico;  Secretary-Treasurer,  Li-.  Louis  W. 
Breck,  El  Paso,  Texas. 


The  Annual  Conference  of  State 
Secretaries  and  Editors 

The  Annual  Conference  of  State  Secretaries 
and  Editors  was  held  at  the  Home  Office  of 
the  American  Medical  Association  in  Chicago, 
Illinois,  December  7 and  8,  1946.  High-lighting 
the  sessions  was  an  address  by  the  Honorable 
A.  L.  Miller,  member  of  Congress,  Representa- 
tive, Fourth  District,  Nebraska.  Congressman 
Miller,  himself  a Doctor  of  Medicine,  has  been 
seated  during  the  past  several  years.  As  a result 
he  is  fully  familiar  with  the  efforts  that  have 
been  made  in  behalf  of  the  Wagner-Dingel-Mur- 
rav  proposals.  While  the  Congressman  expressed 
his  belief  that  immediate  danger  of  government 
interference  in  the  practice  of  medicine  was 
swept  aside  by  the  Republican  victory  in  the 
November  election,  and  that  the  present  Con- 
gress will  be  sympathetic  to  the  doctors  of  the 
United  States,  yet  he  warned  that  the  proponents 
of  State  Medicine  have  been  only  temporarily 
restrained.  Continued  effort  on  the  part  of 
Organized  Medicine  to  educate  the  public,  and 
to  take  continued  action  to  serve  the  low  income 
and  indigent  groups  is  a burning  necessity.  Dr. 
Miller  is  the  father  of  the  proposal  to  create 
the  office  of  Secretary  of  Health  and  Welfare 
with  cabinet  rank.  While  he  has  in  the  past  met 
little  success  in  obtaining  adequate  support  for 
his  hill,  he  intends  to  reintroduce  it  in  the  80th 
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Congress.  In  regard  to  tax  reductions  Dr.  Miller 
advanced  the  opinion  that  the  first  action  of 
Congress  will  be  to  cut  down  the  cost  of  Govern- 
ment ; second,  to  attempt  to  balance  the  budget ; 
and  third,  to  reduce  taxes.  lie  suggested  that 
8-10%  tax  reduction  would  be  the  maximum. 

The  N.B.C.  network  is  currently  presenting 
an  American  Medical  Association  sponsored 
series  titled  “Doctors — Then  and  Now."  The 
series  will  cover  a twenty-five  week  period  be- 
ginning Saturday,  December  7,  1946.  The  time 
of  the  broadcast  is  2-2  :30  P.M.,  Mountain  Stand- 
ard Time  each  Saturday.  The  programs  are 
well  worked  up  and  contain  many  human  in- 
terest stories  about  doctors  who  have  made  out- 
standing contributions  to  medicine  and  to  their 
communities. 

In  the  discussions  on  medical  economies  it 
was  pointed  out  that  the  practice  of  medicine 
involves  the  sum  of  approximately  4 billions  of 
dollars  each  year.  In  its  rapid  scientific  growth 
the  practice  of  medicine  must  necessarily  have 
both  the  indispensable  general  practitioner,  and 
specialists.  The  question  has  been  heard  many 
times  “what  has  become  of  the  old-fashioned 
doctor.”  One  speaker  agreed  to  produce  an 
“old-fashioned  doctor”  if  some  critic  would  pro- 
duce an  “old-fashioned  family.” 

Encouragement  must  be  given  to  the  doctors 
in  rural  communities.  This  can  be  done  by  edu- 
cating the  people  to  seek  medical  aid  from  the 
local  Doctors  of  Medicine,  and  to  travel  to  Med- 
ical Centers  only  if  necessary  on  the  advice  of 
the  local  physician.  The  health  of  the  people 
must  be  the  uppermost  consideration.  The  con- 
fidence usually  vested  in  the  family  doctor  of 
days  gone  by  must  be  recaptured  and  retained 
bv  education  of  the  patients  to  the  new  economic 
era  in  medicine. 

State  Medical  Journals  must  serve  a three- 
fold purpose.  They  must  be  the  house  organs 
of  the  State  Medical  Associations,  and  thus  keep 
their  members  informed  as  to  activities  and 
policies.  They  must  also  act  in  an  educational 
capacity  and  pass  on  to  their  readers  tbe  best 
in  Medical  teaching  and  advantages.  Finally 
they  must  function  as  histories  of  State  Societies 
and  their  members.  Surveys  to  determine  reader 
interest  in  the  Journals  was  suggested  as  a 
means  of  improving  the  various  publications.  The 
Editors  of  Arizona  Medicine  welcome  your  sug- 
gestions and  criticisms. 


Radioactive  Phosphorus  As  a 
Therapeutic  Agent 

Radioactive  phosphorus  has  now  been  used 
therapeutically  for  several  years,  chiefly  in  the 
treatment  of  leukemia  and  polycythemia.  Al- 
though the  number  of  cases  treated  and  the 
period  of  observation  are  still  small,  enough  has 
been  learned  to  warrant  some  tentative  conclu- 
sions as  to  the  value  and  limitations  of  this  drug. 

When  ordinary  phosphorus  (P31)  is  bom- 
barded with  deuterons  (nuclei  of  heavy  hydro- 
gen) emitted  at  high  speed  by  a cyclotron,  an 
additional  neutron  is  forced  into  the  nucleus 
of  some  of  the  phosphorus  atoms.  This  increases 
the  mass  of  the  atom  (P32),  which  now  contains 
15  protons  and  17  neutrons.  The  number  of 
electrons  in  the  atom,  which  is  identical  with 
the  number  of  protons  present,  is  not  changed, 
however,  and  therefore  the  new  radioactive  atom 
(P32)  is  identical  in  its  chemical  reactions  with 
the  original  atom  (P:il)  and  can  replace  the 
latter  in  any  inorganic  or  organic  compounds 
into  which  phosphorus  enters. 

P32  is  unstable,  and  one  of  the  neutrons  tends 
to  change  into  a proton  with  simultaneous  emis- 
sion if  an  electron  (beta  ray),  which  exerts 
radio-activity  on  tissue  cells  or  other  material 
which  it  may  reach.  The  mass  of  the  new  atom 
is  not  changed,  but  as  it  contains  16  neutrons 
and  1 G protons  and  therefore  16  electrons,  it 
is  quite  different  chemically — it  has  become 
sulfur.  The  rate  of  this  change  is  constant  and 
is  such  that  half  of  the  radioactive  phosphorus 
is  converted  into  sulfur  in  14.3  days  (the  “half- 
life”  of  P32). 

The  radioactivity  of  a preparation  can  be 
measured  with  fair  precision  by  means  of  a 
suitable  electroscope  or  a Geiger  counter.  The 
unit  is  the  millicurie,  the  amount  of  radioactivity 
produced  by  the  disintegration  of  37,000,000 
atoms  per  second.  No  alpha  or  gamma  rays, 
only  beta  rays  are  produced. 

The  amount  of  phosphorus  converted  into  the 
radioactive  form  by  the . cyclotron  varies  with 
the  exact  conditions  of  the  experiment  but  is 
relatively  minute — ordinarily  in  the  range  of 
one  part  in  one  or  two  millions. 

Phosphorus  so  treated  can  be  used  in  making 
dibasic  sodium  phosphate  or  other  preparations 
which  can  be  administered  to  patients  orally  or 
intravenously.  Isotonic  solutions  from  freshly 
prepared  material  ordinarily  contain  about  0.2 
to  0.4  millicuries  per  c.c. 

The  absorption,  excretion  and  distribution  of 
P32  in  the  tissues  have  been  extensively  studied 
by  measurement  of  their  radioactivity.  Appar- 
ently the  bodvtissues  utilize  P31  and  P32  indif- 
ferently, the  relative  amount  of  each  taken  up 
depending  soellv  upon  their  proportion  of  each 
type  in  the  plasma  and  fluid  tissues.  Other 
factors  being  constant,  therefore,  the  higher  the 
concentration  of  P32  in  the  solution  administered 
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and  the  smaller  the  quantity  of  P31  ingested  in 
the  food  and  from  other  sources,  the  greater 
will  be  the  absolute  amount  of  P32  taken  up  by 
any  given  tissue. 

Following  oral  administration,  about  75  per 
cent  of  the  P32  is  absorbed.  Following  intra- 
venous administration,  in  normal  individuals 
from  25  to  50  per  cent  is  excreted  in  the  urine 
and  feces  during  the  first  fourto  six  days.  After 
this,  the  rate  of  excretion  falls  to  about  1 per 
cent  per  day.  In  leukemia  a larger  proportion 
of  P32  is  retained. 

The  relative  amount  of  P32  taken  up  by  the 
various  tissues  after  the  administration  of  a 
single  dose  varies  greatly,  depending  upon  the 
amount  of  phosphorus  in  the  tissue  and  par- 
ticularly upon  its  metabolic  activity  and  the 
rate  of  cell  multiplication.  At  first  high  con- 
centrations are  found  in  the  bone  marrow,  liver, 
spleen,  and  lymph  nodes  and  somewhat  lower 
in  kidney  and  muscle.  Later  high  concentrations 
are  found  in  bone.  Neoplastic  and  leukemic 
tissue  takes  up  much  more  P32  than  normal 
tissue. 

The  effect  exerted  onu  the  tissues  by  P32  de- 
pends entirely  upon  the  beta  ray  emitted  when 
the  atom  disintegrates,  and  in  general  is  similar 
to  that  of  roentgen  radiation.  Although  the  beta 
ray  is  emitted  with  enough  energy  to  penetrate 
about  7 mm.  of  tissue  or  flue,  its  effect  is  largely 
exerted  in  situ  and  is  relatively  concentrated 
on  those  cells  which  absorb  it  in  largest  amount. 
Radiation  applied  externally  must  reach  normal 
and  pathological  cells  in  equal  concentration, 
and  any  specific  effect  it  may  exert  on  the  latter 
must  depend  simply  upon  a greater  inherent 
susceptibility  of  the  pathological  cells  to  its 
action.  Furthermore  the  length  of  life  of  P32 
is  sufficient  to  maintain  a substantial  activity 
continuously  for  some  days,  whereas  roentgen 
radiation  can  be  applied  only  for  brief  inter- 
mittent periods.  It  would  be  possible,  therefore, 
that  these  differences  in  the  application  of  the 
energy  might  give  P32  an  advantage  over  roent- 
gen radiation  as  a therapeutic  agent. 

Lawrence  et  al.1  in  1939  were  the  first  to 
report  the  treatment  of  chronic  myelogenous 
leukemia  (two  cases)  with  radioactive  phos- 
phorus. Since  then  several  reports  have  ap- 
peared, of  which  only  two  will  he  discussed. 
Erf,  Tuttle  and  Lawrence2  in  1941  reported  a 
series  of  46  cases  of  myelogenous  leukemia 
treated  with  P32.  The  eight  cases  of  acute  leu- 
kemia were  not  benefitted.  Of  the  38  cases  of 
chronic  leukemia,  partial  remissions  were  ob- 
tained in  11  and  complete  remissions  in  five, 
whereas  21  had  died.  Many  of  these  patients 
had  previously  received  other  types  of  treat- 
ment, were  in  advanced  stages  of  the  disease 
and  were  unfavorable  subjects  for  any  thera- 
peutic experiment.  Those  who  had  had  roentgen 
radiation  previously  responded  poorly  as  a rule. 
Those  who  did  respond  favorably  showed  a pro- 


gressive fall  in  the  leukocyte  count  to  normal 
or  approximately  normal  values,  with  a reduc- 
tion or  even  a virtual  disappeance  of  primitive 
leukocytes  from  the  peripheral  blood.  With  this 
there  was  a rise  in  the  erythrocyte  count  and 
hemoglobin,  usually  to  normal  values.  There 
was  a corresponding  improvement  in  subjective 
symptoms.  The  spleen  and  liver  usually  dimin- 
ished in  size,  and  in  a few  cases  they  could  no 
longer  be  felt.  Two  patients  had  maintained 
“essentially  complete  remissions”  for  nearly  two 
years. 

Reinhard  et  al.3  have  recently  reviewed  the 
subject  and  reported  their  own  results  in  39 
cases  of  myelogenous  leukemia  treated  with  P32. 
No  benefit  was  obtained  in  any  of  the  nine  acute 
cases.  Of  the  30  cases  of  chronic  myelogenous 
leukemia,  12  had  died  and  18  were  living  at  the 
time  of  the  report.  Many  were  unfavorable  cases 
in  an  advanced  stage  of  the  disease.  Eleven 
cases  had  been  followed  for  a year  or  more,  and 
all  but  one  had  had  a recurrence  which  required 
further  treatment  during  the  first  year.  Four 
had  been  followed  for  more  than  two  years  and 
two  for  more  than  three  years,  all  of  whom  had 
required  additional  treatment.  Three  cases  had 
‘fairly  complete’  remissions  maintained  for  a 
year  or  more  without  treatment.  Many  cases, 
after  a more  or  less  satisfactory  remission  re- 
lapsed and  died  in  spite  of  further  treatment. 
In  the  patients  who  responded  favorably,  the 
remissions  were  quite  comparable  to  those  de- 
scribed by  Erf  et  al.  The  spleen  was  reduced  in 
size  in  23  cases  and  became  no  longer  palpable 
in  10. 

From  the  results  thus  far  reported  the  con- 
clusion seems  warranted  that  P32  will  bring 
about  a clinical  and  hematological  remission  in 
chronic  myelogenous  leukemia  which  is  fully 
equal  to  that  obtained  by  roentgen  radiation  and 
with  about  the  same  certainty.  It  does  not  cure 
the  disease.  It  is  not  yet  certain  whether  the 
remissions  obtaned  with  P32  are  longer  or 
whether  the  duration  of  life  is  greater,  but  if 
there  is  any  difference  it  is  relatively  slight. 
The  chief  advantage  of  P32  is  that  it  does  not 
cause  radiation  sickness  nor  the  disagreeable 
symptoms  or  toxic  manifestations  that  often  ac- 
company the  administration  of  arsenic.  In  over- 
dosage, however,  either  in  leukemia  or  in  other 
conditions,  P32  may  cause  severe  injury  to  the 
normal  marrow  cells,  resulting  in  extreme  leuko- 
penia, thrombocytopenia  or  aplastic  anemia. 

Since  there  is  a marked  individual  difference 
in  susceptibility  to  this  drug,  great  care  must 
be  taken  in  adjusting  hte  dose  to  the  needs  of 
each  patient.  It  has  been  customary  to  give  3 
to  6 millicuries  of  radiation  in  five  or  six  divided 
doses  during  the  first  two  weeks  and  continue 
at  less  frequent  intervals  until  a hematological 
remission  is  well  under  way  or  signs  of  injury 
to  the  marrow  appear.  Treatment  is  then 
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stopped,  to  be  resumed  only  when  a relapse 
begins. 

The  results  reported  in  cases  of  lmphatic  leu- 
kemia are  somewhat  less  favorable.  Erf  et  al.2 
treated  41  cases  with  P32.  No  effect  was  ob- 
tained in  lb  acute  cases  (with  one  exception). 
Of  25  chronic  cases,  eight  showed  a partial  and 
one  a complete  remission.  In  these  cases  there 
was  a substantial  reduction  in  the  total  leuko- 
cyte count,  but  only  a slight  alteration  in  the 
differential  count  was  observed.  There  was 
temporary  relief  of  symptoms,  and  in  most  a 
reduction  in  the  size  of  the  slpeen  and  lymph 
nodes. 

Reinhard  et  al.3  reported  slightly  better  results 
i na  series  of  45  cases  of  lymphatic  leukkemia, 
15  acute  and  30  chronic.  At  the  time  of  the 
report,  however,  all  of  the  acute  cases  and  16 
of  the  chronic  cases  had  died.  In  20  of  24  cases 
with  a high  initial  leukocyte  count,  the  latter 
fell  to  normal  levels,  and  24  of  30  cases  the 
percentage  of  lymphocytes  was  more  or  less  re- 
duced. There  was  relatively  little  improvement 
in  the  anemia.  Symptoms  were  relieved  in  vary- 
ing degree,  and  there  was  usually  some  reduction 
in  size  of  the  spleen  and  lymph  nodes.  In  some 
cases,  however,  the  latter  were  little  affected, 
and  much  greater  reduction  was  secured  by  local 
roentgen  radiation.  The  authors  concluded  that 
their  results  were  no  better  than  those  obtained 
by  roentgen  radiation,  the  chief  advantage  be- 
ing freedom  from  radiation  sickness. 

Reinhard  et  al.  also  obtained  no  benefit  from 
the  administration  of  P32  in  cases  of  moncytic 
leukemia,  lymphosarcoma,  Hodgkin’s  disease, 
multiple  myeloma  and  in  a miscelllaneous  group 
having  malignant  neoplasms  of  various  sorts.  In 
the  lmphoblastomata  roentgen  radiation  seems  to 
be  much  more  effective  in  reducing  the  size  of 
the  lymph  nodes  than  P32,  as  the  latter  has  here- 
tofore been  employed,  even  though  in  some  cases 
the  dose  was  large  enough  to  cause  serious  injury 
to  the  marrow. 

Cases  of  polycythemia  vera  have  responded 
more  satisfactorily  to  radioactive  phosphorus. 
Lawrence4  in  1940  first  reported  the  successful 
treatment  of  two  cases.  Since  then  a number 
of  confirmatory  reports  have  appeared,  includ- 
ing Erf  and  Lawrence5  in  1941  (6  cases),  Erf 
and  Jones0  in  1943  (11  additional  cases),  and 
Hall  et  al.7  in  1945  (12  cases).  More  recently 
Reinhard  et  al.3  reported  a series  of  30  cases 
treated  with  P32  over  a four  year  period.  The 
results  obtained  are  essentially  in  agreement 
and  will  be  summarized  as  a whole. 

Heinhard  et  al.  gave  3.5  to  4 millicuries  as  a 
single  intravenous  injection.  If  the  red  blood 
cell  count  was  over  6 million  90  days  later,  a 
second  dose  of  1 to  3 millicuries  was  given,  and 
rarely  repeated  after  a second  90  day  interval. 
The  total  amount  needed  varied  greatly,  how- 
ever, and  must  adjusted  for  each  individual 
patient.  No  more  is  given  until  a relapse  occurs. 


In  most  cases  there  was  no  appreciable  change 
in  the  blood  until  after  six  to  eight  weeks.  There 
was  then  a progressive  fall  in  red  cell  count, 
hemoglobin  and  hematocrit  reading  to  normal 
or  subnormal  levels.  In  11  of  30  cases  the  count 
fell  below  four  million  cells.  The  leukocyte  and 
platelet  counts  also  fell,  sometimes  to  subnormal 
levels.  The  delayed  response  is  explained  by  the 
assumption  that  P32  does  not  injure  the  circu- 
lating red  cells  but  merely  depresses  the  forma- 
tion of  new  cells7  by  the  marrow.  No  fall  is  to 
be  expected,  therefore,  until  the  circulating  red 
cells  wear  out  with  age  and  are  removed  from 
the  circulation.  With  the  fall  in  red  cell  count 
there  was  usually  substantial  subjective  improve- 
ment although  often  not  complete  relief  of  all 
the  symptoms.  The  spleen  became  smaller  in 
virtually  all,  and  could  no  longer  be  felt  in  about 
about  two-third  of  the  cases.  The  other  objec- 
tive abnormalities,  particularly  the  red  color, 
also  largely  disappeared,  but  hypertension  if 
present  was  less  affected. 

The  average  duration  of  the  remissions  has 
not  yet  been  accurately  determined.  In  Rein- 
hard's  series,  this  varied  from  five  to  more  than 
33  months.  In  17  cases  the  remission  had  lasted 
more  than  nine  months;  in  11,  more  than  one 
year;  and  in  five,  more  than  two  years,  and 
many  were  still  continuing  In  only  eight  had 
a second  course  of  treatment  been  required.  In 
two  reported  cases  3>  7 following  a remission, 
death  occurred  with  the  hematological  features 
of  a subacute  myelogenous  leukemia,  an  outcome 
fairly  common  under  previous  methods  of  treat- 
ment. A long  period  of  observation  will  be  re- 
quired to  compare  the  results  of  treatment  with 
P32  with  those  obtained  by  other  methods,  par- 
ticularly with  spray  radiation,  and  to  determine 
to  what  extent  if  at  all  life  is  prolonged. 

The  chief  drawbacks  to  the  use  of  P32  are  the 
cost  and  difficulty  in  obtaining  the  material ; 
the  risk  of  granulocytopenia  and  thrombocyto- 
penia if  the  dose  is  excessive — which  is  equally 
a risk  with  roentgen  radiation ; and  the  slow 
initial  response  to  treatment.  In  many  patients 
with  excessively  high  counts  and  severe  symp- 
toms, in  whom  there  is  a risk  of  thromboses,  it 
seems  advisable  to  carry  out  venesections  for 
temporary  relief  during  the  initial  period  of 
treatment. 

In  conclusion,  radioactive  phosphorus  provides 
a highly  effective,  convenient  form  of  treatment 
for  polycythemia  vera,  which  is  comfortable  for 
the  patient  and  which  seems  to  compare  favor- 
ably with  the  procedures  commonly  used.  In 
chronic  leukemia  in  the  earlier  stages  of  the 
disease  it  brings  about  remissions  which  are 
similar  o those  obtained  by  roentgen  radiation, 
but  are  not  significantly  if  at  all  superior.  The 
chief  advantage  is  freedom  from  radiation  sick- 
ness. It  does  not  cure  the  disease,  and  there  is 
no  proof  as  yet  that  it  prolongs  life.  It  is  use- 
less in  acute  leukemia.  In  such  conditons  as 
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Hodgkins  disease,  lymphsarcoma  and  those 
malignant  neoplasms  in  which  its  use  had  been 
reported,  it  seems  to  be  much  inferior  to  roent- 
gen radiation.  Whenever  P32  is  used,  the  same 
precautions  to  avoid  overdosage  must  be  ob- 
served as  are  employed  in  giving  external  roent- 
gen radiation. 

P.  W.  C. 


Reprinted  from  Annals  of  Intrenal  Medicine,  October,  1946. 
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DOCTOR  JOHN  W.  PENNINGTON 

1903  - 1946 

The  medical  profession  of  Phoenix  sustained 
a great  and  tragic ' loss  on  October  12,  1946, 
when  Doctor  John  W.  Pennington  was  accident- 
ally killed  by  the  discharge  of  a hunting  rifle 
which  lie  was  inspecting. 


Doctor  Pennington  had  been  located  in 
Phoenix  since  1932.  Originally  associated  with 
Doctor  David  M.  Davis,  he  had  carried  on  the 
practice  of  the  former  and  expanded  and  de- 
veloped it,  meanwhile  building  for  himself  a 
reputation  for  splendid  urological  work. 

Doctor  Pennington  was  born  in  Sigourney, 
Iowa,  March  30,  1903.  He  attended  the  public 
schools  of  Iowa  and  graduated  from  the  Uni- 
versity of  Iowa  in  1929  with  a Doctor  of  Med- 
icine Degree.  He  then  interned  in  the  University 
of  Oklahoma  Hospital  for  one  year  and  then 
the  Henry  Ford  Hospital  in  Detroit  two  years, 
following  which  he  located  in  Phoenix.  He  be- 
came a Diplomate  of  the  American  Board  of 
Urology  and  a Member  of  the  American  Urolog- 
ical and  the  Western  Branch  of  the  American 
Urological  Association. 

Doctor  Pennington  was  active  in  local  medical 
affairs,  participating  in  the  meetings  of  the 
County  and  hospital  groups,  and  in  1945  was 
suitably  honored  by  being  elected  President  of 
the  Maricopa  County  Society.  During  his  term 
of  office,  he  initiated  a number  of  programs 
which  will  bear  fruit  for  years  to  come.  At  va- 
rious times  and  in  various  capacities,  he  was  a 
member  of  the  Council  of  the  Arizona  State  Asso- 
ciation. In  addition,  he  was  active  in  various 
civic  projects,  particularly  the  Boy  Scouts.  In 
all  of  these  activities,  his  constant  interest,  en- 
thusiastic work  and  uncompromisng  insistence 
upon  the  very  best  work  gained  for  him  a respect 
and  esteem  from  all  who  knew  him. 

He  was  always  interested  in  sports,  and  par- 
ticipated actively  in  hunting,  fishing,  in  golf 
and  in  bowling. 

Throughout  his  medical  career,  his  outstand- 
ing characteristic  ivas  his  constant  insistence  up- 
on the  very  best  work  gained  for  him  a respect 
and  esteem  from  all  who  knew  him. 

He  was  always  interested  in  sports,  and  par- 
ticipated actively  in  hunting,  fishing,  in  golf 
and  in  bowling. 

Throughout  his  medical  career,  his  outstand- 
ing characteristic  was  his  constant  insistence  on 
perfection  in  his  own  work  and  in  that  of  those 
who  were  associated  with  him,  to  the  end  that 
each  patient  received  the  very  best  that  was 
possible  to  provide. 

Doctor  Pennington  is  survived  by  his  wife, 
Anne  Davis  Pennington,  and  sons,  Jack  and 
Dick. 


Preston  Brown,  M.  D. 
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PAUL  D.  SPRANKLE,  M.  D. 

Again  the  Association  has  lost  a devoted  mem- 
ber through  the  recent  and  sudden  death  of  Dr. 
Paul  I).  Sprankle  of  Winslow,  Arizona.  Dr. 
Sprankle  entered  practice  in  the  state  in  1908 
and,  in  his  quiet  way,  gave  consistent  support 
to  his  medical  organization.  The  following  tri- 
bute was  paid  the  doctor  by  Ids  home-town 
press;  we  bow  in  concurrence: 

Dr.  Paul  D.  Sprankle,  67,  well  known  and 
highly  respected  citizen  of  Winslow  for  the  past 
40  years,  succumbed  to  a heart  attack  at  the 
Winslow  General  Hospital  Sunday,  Sept.  22 
at  midnight. 

Paul  Darling  Sprankle  was  born  at  Frost- 
burg,  Pa.,  June  15,  1879,  but  was  brought  up 
and  spent  most  of  his  youth  at  Chase  City,  Va. 
The  medical  profession  was  his  chosen  life’s 
work  and  he  studied  at  and  graduated  from  Jef- 
ferson Medical  College,  Philadelphia,  Pa.,  in  the 
year  1904. 

Dr.  Sprankle  came  to  Winslow  in  1906  and 
after  passing  the  state  medical  examinations 
started  the  practice  of  medicine  here.  On  De- 
cember 28,  19908,  he  was  united  in  marriage  to 
Miss  Ruth  Rand,  whom  he  wet  in  Winslow.  Four 
children  were  born  of  the  union,  Pauline,  now 
Mrs.  1.  G.  Beall  of  Phoenix,  Paid  Darling,  Rand 
Fair  and  Burton  Frederick,  all  of  whom  sur- 
vive their  father. 

Other  surviving  members  of  the  family  are 
a brother  and  sister,  Daniel  Sprankle  of  Pitts- 
burgh, Pa.,  and  Mrs.  John  C.  William  of  Chase 
City,  Pa.,  and  his  wife,  Ruth. 

Dr.  Sprankle  was  a member  of  the  Ameri- 
can Medical  Association  and  vice  president  of 
the  Jefferson  Alumni  Association  of  Arizona,  he 
belonged  to  the  Free  & Accepted  Masons,  Lodge 
No.  13,  the  Scottish  Rite  Masonic  Lodge  of 
Tucson,  and  the  El  Zaribah  Shrine  of  Phoenix. 
He  performed  outstanding  service  to  bis  coun- 
try during  World  War  I and  II  and  received 
two  certificates  of  merit  from  President  Roose- 
velt and  one  from  President  Truman  for  meri- 
torius  services  performed.  These  were  valued 
very  highly  by  the  doctor  as  he  was  truly  pat- 
riotic and  always  ready  to  be  of  service  to  his 
country.  All  three  of  his  sons  volunteered  and 
gave  their  services  during  World  War  II,  Paul 
Jr.  in  the  United  States  and  Rand  and  Burton 
overseas. 

One  of  the  contributions  given  by  Dr.  Spran- 
kle during  all  the  years  of  his  practice  in  Wins- 
low was  his  untiring  and  charitable  work  among 
among  the  Spanish  residents,  who  deeply  mourn 
the  passing  of  a good  and  kind  man.  He  loved 
the  country  and  the  western  people  and  one  of 
his  deepest  regrets  during  the  past  several 
months  was  that  he  was  unable,  because  of  his 
failing  heart,  to  get  out  in  the  high  and  wide 
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open  spaces  and  enjoy  to  the  full  the  mountain 
heights  which  he  loved  so  well. 

His  loss  will  be  deeply  felt  in  Winslow  by 
people  of  all  ranks  and  heartfelt  sympathy  pours 
out  to  the  bereaved  family. 

F.  A.  C.  S. 

The  following  Arizona  surgeons  were  received 
into  fellowship  in  the  American  College  of 
Surgeons  at  the  Convocation  held  Dec.  20,  dur- 
ing the  Clinical  Congress  in  Cleveland: 

L.  I).  Beck,  Phoenix;  Robert  E.  Hastings, 
Tucson;  E.  Payne  Palmer,  Jr.,  Phoenix;  Naugle 
K.  Thomas,  Tucson;  George  A.  Williamson, 
Phoenix. 


Recruitment  Drive  for  Nurses 

During  the  years  our  country  was  at  war,  our 
hospitals  were  affected  simultaneously  by  an  in- 
crease in  average  numbers  of  patients  and  by 
a shortage  of  nurses.  The  government  realizing 
the  need  for  civilian  nurses  to  replace  those 
entering  the  Army  and  Navy,  set  in  motion  its 
extensive  Recruitment  Program.  With  modern 
publicity,  nursing  became  the  “profession  with 
a future"  and  nursing  schools  received  increased 
numbers  of  Cadet  Nurses. 

Today  the  story  is  a very  different  one.  The 
war  over,  the  Cadet  Nurse  Corps  no  longer 
exists  and,  while  schools  of  nursing  are  still 
graduating  large  classes  of  Cadets,  very  few 
schools  have  beginning  classes  which  equal  even 
pre-war  numbers.  It  would  seem  that  our  pres- 
ent high  school  graduates  have  lost  interest  in 
the  “profession  with  a future”.  At  the  same 
time  conditions  in  our  civilian  hospitals  have 
not  changed. 

Release  of  nurses  from  miltiarv  service  has 
not.  materially  changed  the  nursing  picture. 
When  offset  by  those  nurses  who  retired  from 
active  duty  when  the  war  emergency  was  past, 
these  small  numbers  of  released  nurses  have  not 
relieved  the  shortag.  Large  numbers  of  students 
are  needed  if  present  standards  are  to  be  main- 
tained, and  yet  enrollments  are  decreasing.  Per- 
haps the  military  attributes  have  been  removed 
from  nursing,  but  there  are  still  retained  a 
dignity  and  a charm  that  no  other  profession 
for  women  holds.  Nursing  is  still  definitely  a 
“profession  with  a future".  In  a strictly  prac- 
tical manner,  nursing  is  an  open  field  with  so 
many  differing  developments  in  which  almost 
anyone  can  find  satisfaction. 
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Here  in  Arizona  the  situation  is  critical.  Be- 
cause of  the  vast  program  of  Public  Health 
alone,  which  is  being  planned  for  this  state  in 
the  immediate  future,  it  is  imperative  to  educate 
nurses  now  who  will  be  able  to  carry  out  this 
program. 

During  the  month  of  January,  St.  Joseph’s 
Hospital  School  of  Nursing  in  Phoenix  sponsored 
a recruitment  drive  for  student  nurses.  Appli- 
cations are  now  being  accepted  for  the  class 
beginning  February  24.  Another  class  wil  1 be 
enrolled  in  September. 

St.  Joseph’s  Hospital  School  of  Nursing  in 
Phoenix  is  the  oldest  School  of  Nursing  in  the 
State  of  Arizona.  It  is  fully  accredited  by  the 
Arizona  State  Board  of  Nurse  Examiners  and 
has  always  kept  pace  with  the  advance  of  science 
and  Nursing  Education.  The  Hospital  and 
School  of  Nursing  are  operated  by  the  Sisters 
of  Mercy  who  have  a long  and  enviable  record 
of  successful  hospital  administration.  The  Sisters 
are  thoroughly  trained  for  their  work  and  special 
attention  is  given  to  their  proper  formation  and 
education,  at  the  Motherhouse  and  Novitiate 
which  is  located  in  Burlingame,  California.  The 
Sisters  of  Mercy  are  also  well  known  for  their 
work  in  education  and  they  conduct  several 
schools  of  outstanding  reputation. 

St.  Joseph’s  Hospital  School  of  Nursing  offers 
a thorough  educational  program  to  young  women 
imbued  with  those  personal  attributes  so  neces- 
sary for  a successful  nurse  — the  desire  to  serve 
others,  devotion  to  task,  and  discipline  of  mind 
and  spirit.  The  Hospital  is  not  only  deeply  con- 
cerned with  the  best  in  patient  care  but  is  equal- 
ly concerned  with  the  education  of  its  students. 
When  their  course  is  completed  the  students  are 
prepared  to  maintain  the  high  standards  which 
they  have  achieved  during  their  years  in  the 
Hospital  and  School,  and  are  ready  to  meet  the 
challenge  of  ever  increasing  opportunities  in 
serving  the  health  needs  of  the  community. 

During  the  Recruitment  of  applicants  for  the 
February  class,  St.  Joseph’s  is  appealing  to  all 
single  young  women  throughout  the  state  who 
are  high  school  graduates  between  the  ages  of 
17  and  35,  and  who  wish  to  receive  a higher 
education  at  a minimum  cost.  The  profession 
offers  a splendid,  useful,  and  extremely  interest- 
ing career.  For  full  information  write  immedi- 
ately to  the  Director,  School  of  Nursing,  St. 
Joseph’s  Hospital,  Phoenix,  Arizona. 


Arizona  Blue  Shield  Medical 
Service  Progress  Report 

Since  the  Arizona  Blue  Shield  Medical  Service 
was  voted  by  the  official  bodies  of  the  Arizona 
State  Medical  Association  last  June  22,  the 
tedious  details  of  the  mechanics  of  legal  opera- 
tion have  been  executed  and  the  plan  prepared 
for  activation.  Following  are  the  steps  cleared 
to  date : 

1 . The  Incorporators  met  and  incorporated 
with  BLUE  SHIELD  as  its  registered  emblem. 

2.  The  officers,  board  of  directors,  and  pro- 
fessional committee,  as  voted  at  the  June  22nd 
meeting,  were  formally  declared  elected  by  the 
Incorporators  as  required.  This  constituted  the 
first  official  meeting  of  the  Arizona  Blue  Shield 
Medical  Service. 

3.  The  Board  of  Directors  held  their  first 
official  meeting  on  January  25.  This  was  an 
organizational  meeting  with  the  following  major 
items  of  business  transacted:  (1)  Election  of 
permanent  chairman  for  the  Board.  Dr.  Carlos 
C.  Craig  of  Phoenix  was  so  elected.  (2)  Filling 
the  vacancy  on  the  board  occasioned  by  one  lay 
member  being  unable  to  serve.  Mr.  Richard 
Simis  of  Phoenix  was  voted  to  fill  this  vacancy. 
(3)  Action  on  resignation  of  Dr.  W.  Paul  Hol- 
brook of  Tucson  as  President  of  Arizona  Blue 
Shield,  his  resignation  being  due  to  his  illness. 
Dr.  E.  Payne  Palmer  of  Phoenix  was  voted  to 
fill  this  vacancy.  (4)  The  Arizona  Blue  Cross 
Hospital  Service  was  voted  to  administer  the 
Blue  Shield  Medical  Ser  vice.  Arizona  Blue  Cross 
and  Arizona  Blue  Shield  will  therefore  lie  under 
joint  administration.  (5)  An  executive  commit- 
tee of  the  Board  was  voted  to  expedite  the  busi- 
ness of  the  directors.  This  Committee  consists 
of  Drs.  Carlos  C.  Craig,  E.  Payne  Palmer  and 
Richard  Simis.  The  committee  was  empowered 
to  proceed  with  the  final  draft  of  the  Rules  and 
Regulations,  Subscription  Agreement,  Fee 
Schedule,  and  the  like  with  the  Professional 
Committee  to  dispatch  its  responsibilities  in  re- 
lation to  the  Subscription  Agreement,  Fee 
Schedule  and  the  like.  (6)  The  Arizona  Blue 
Shield  Medical  Service,  in  annual  meeting  next 
May  will  take  the  final  steps  for  ratification 
of  those  phases  of  the  service  on  which  licensure 
for  operation  depend.  Immediately  after  such 
ratification  the  Service  will  go  into  effect.  It 
will  render  surgical  and  obstetrical  services  to 
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employed  groups  with  as  few  as  five  employees 
in  a group. 

In  summary,  the  Officers  for  the  Arizona  Blue 
Shield  are : 

Dr.  E.  Payne  Palmer,  Phoenix President 

Dr.  1).  W.  Kittredge,  Jr.,  Flagstaff 

Vice  President 

Dr.  Paul  II.  Case,  Phoenix Secretary 

The  Board  of  Directors  (consisting  of  10 
physicians  and  five  lay  members  by  By-law  pro- 
vision) are: 

Ph  ysician  Members 

Dr.  Meade  Clyne,  Tucson 

Dr.  Walter  Brazie,  Kingman 

Dr.  W.  Paul  Holbrook,  Tucson 

Dr.  A.  I.  Podolsky,  Yuma 

Dr.  Hal  W.  Rice,  Bisbee 

Dr.  0.  E.  Utzinger,  Ray 

Dr.  E.  C.  Houle,  Nogales 

Dr.  C.  C.  Craig,  Phoenix,  Chairman 

Dr.  Ernest  A.  Born,  Prescott 

Dr.  E.  Payne  Palmer,  Phoenix 

Lay  Members 

Sister  Ann  Lucy,  Tucson 
Mr.  Richard  Simis,  Phoenix 
Mr.  Steve  Spear,  Phoenix 
Mr.  John  Durkin,  Tucson 
Mr.  Hugh  C.  Gruwell,  Phoenix 

The  Professional  Committee  (consisting  of  5 
physicians  by  By-law  provision)  : 

Dr.  H.  D.  Ketcherside,  Phoenix, Chairman 
Dr.  Edward  M.  Hayden,  Tucson 
Dr.  C.  E.  Yount,  Jr.,  Prescott 
Dr.  Joseph  M.  Greer,  Phoenix 
Dr.  James  R.  Moore,  Phoenix 


ABSTRACTS 

Prepared  by  the  Staff  of  the 
CARRIE  TINGLEY  HOSPITAL 
Hot  Springs,  New  Mexico 
Journal  of  Bone  and  Joint  Surgery , Vol. 
No.  3,  Page  544,  July  1946 


28, 


METATARSAL  FRACTURE 
E.  J.  MORRISSEY,  M.D. 
Bethlehem,  Pa. 


The  author  presents  a simplified  method  for 
treatment  of  simple  fracture  of  the  metatarsal 
which  consists  of  applying  a simple  molded 
leather  arch  with  or  without  a metatarsal  pad  of 
sponge  rubber.  The  arches  were  of  stock  variety 
and  applied  with  adhesive  strapping.  These  ad- 
hesive strappings  did  not  extend  above  the  mal- 
leoli and  were  used  primarily  to  approximate 
the  leather  arch  to  the  foot.  The  strappings  Avere 
changed  weekly  for  four  weeks  and  then  the 
leather  arches  were  worn  in  the  shoes  as  simple 
arch  supports  for  a period  of  one  month. 

The  cases  Aarie.d  from  fracture  of  one  meta- 
tarsal to  four  metatarsals  with  varying  amounts 
of  soft  tissue  damaged.  78.7%  of  the  G.  1.  cases 
reported  began  weight  bearing  before  ten  days 
and  the  remainder  of  212%  began  weight  bear- 
ing on  an  average  of  14  days  after  injury.  The 
majority  of  the  patients  so  treated  were  able 
to  return  to  regular  employment  from  21  to  40 
days  after  injury.  The  largest  interval  betAveen 
injury  and  return  to  normal  employment  Avas 
60  days. 

This  method  of  treatment  is  recommended  for 
treatment  of  simple  fracture  of  the  metatarsals 
and  according  to  the  author,  by  this  treatment 
the  number  of  man  days  lost  in  the  61  cases 
presented  Avas  reduced  from  2,722  man  days  to 
132  man  days. 

L.  S.  Stovall,  M.D. 


Journal  of  Bone  and  Joint  Surgery,  Vol.  28, 
No.  3,  Old  Series,  Vol.  44,  Pagt  551,  July  1946 


Attention  Medical  Officers 

The  Committee  on  National  Emergency  Med- 
ical Service  have  mailed  out  50,000  question- 
naires to  the  medical  officers  who  served  in 
World  War  II.  This  is  a critical  study  to  deter- 
mine Iioav  medical  personnel  may  best  be  utilized 
for  the  care  of  both  the  military  and  civilian 
population  in  case  of  another  national  emer- 
gency. 

Have  you  filled  out  YOUR  questionnaire?  By 
complying  with  this  request  you  will  be  coop- 
erating with  the  long  range  planners  of  both 
our  medical  organizations  and  our  government. 


THE  TREATMENT  OF  CONGENITAL 
DISLOCATION  OF  THE  HIP 
E.  L.  COMPERE,  M.D.,  and 
WM.  J.  SCI! NUT E,  M.D. 
Chicago,  111. 


The  authors  attribute  the  failure  of  treatment 
of  congenital  dislocation  of  the  hip  in  children 
under  four  years  of  age  to  discontinuance  of 
immobilization  before  an  adequate  acetabulum 
has  been  formed  by  the  pressure  and  function 
of  a reduced  and  articulating  femoral  head. 
They  recommend  that  the  head  of  the  femur  be 
held  securely  in  the  acetabulum  until  an  ade- 
quate acetabulum  has  been  formed.  To  avoid 
rigid  immobilization  by  plaster  spica  they  are 
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using  Denis  Browne  splints  with  a long  cross 
bar  as  a convalescent  splint.  This  affords  wide 
abduction,  at  the  same  time  holding  the  head 
securely  in  the  acetabulum  but  allowing  some 
motion  at  the  hip  joint*  The  formation  of  an 
adequate  acetabulum  is  based  upon  Wolff's  Law. 

The  plan  of  treatment  which  is  recommended 
is  as  follows : 

1.  The  lower  extremities  are  held  in  “frog- 
leg"  position,  with  90  degrees  abduction,  for  two 
months  by  means  of  a plaster  spica. 

2.  An  abduction  spica  cast  is  applied  for  two 
months. 

3.  (a)  Bilateral  long  leg  casts  are  applied  to 
the  lower  extremities,  held  widely  apart  by 
means  by  a plaster  strut  to  maintain  abduction 
and  slight  internal  rotation  for  two  months. 

(b)  Denis-Browne  splint  is  applied  with  a 
long  spreader  and  maintained  for  two  months. 

(c)  The  spreader  is  left  off  one  hour  each 
morning  and  evening  to  begin  with.  This  time 
is  increased  one  hour  per  day  each  week  until 
it  is  finally  left  off  all  day  and  used  only  at 
night.  Night  splints  are  continued  as  long  as 
is  necessary  to  obtain  a satisfactory  hip  joint. 

L.  S.  Stovall,  M.D. 


Surgery,  Gyneocology  and  Obstetrics, 
83  :205-209,  August  1946 


DEFORMATIONS  OF  THE  SKULL  IN 
HEAD  INJURY,  STUDIED  BY  THE 
‘ ‘ STRESSED  AT  ’ ’ TECHNIQUE, 
QUANTITATIVE  DETERMINATIONS 


E.  S.  GURDJIAN,  M.I).,  and  II.  R.  LISSNER 
Detroit,  Mich. 


The  so-called  “stresscoat"  technique  records 
tensile  deformations  when  they  are  of  sufficient 
magnitude  to  cause  cracks  in  a strain-sensitive 
brittle  coating  previously  applied — in  this  case 
to  the  skull.  “Stresscoat"  is  the  trade  name  of 
a brittle  lacquer  method  of  strain  determination 
in  any  material  subjected  to  static  and  dynamic 
loads.  Previously,  dogs  and  monkeys  were  used 
in  order  to  establish  a co-relation  between  the 
stran  patterns  obtained  in  the  skull  of  the  liv- 
ing animal.  It  was  found  that  the  patterns  in 
direction  and  general  distribution  of  the  strain 
paths  were  the  same  in  all  three  classes,  although 
less  extensive  in  the  drj^  skull.  These  experiments 
were  conducted  under  direct  hammer  blows. 
Strain  patterns  were  studied  also  in  the  human 
dry  and  cadaver  skulls  (with  the  intracranial 
tissues  intact),  also  with  hammer  blows.  It  was 
found  that  the  human  and  lower  forms  differed 
materially  in  their  strain  patterns,  being  more 
localized  in  the  human. 

In  the  present  experiments  certain  quantita- 
tive data  are  given  in  regard  to  the  effects  of  a 
given  amount  of  absorbed  energy  in  various  por- 


tions of  the  skull  and  the  deformations  resulting 
from  blows  of  varying  energy.  Six  freshly  pre- 
pared human  skulls  were  used,  five  were  kept 
in  normal  saline  and  one  dry.  The  former  were 
allowed  to  dry,  then  successively  sprayed  with 
“stresscoat"  until  it  met  with  proper  requisites 
of  colibration,  room  temperature  and  humidity. 
The  skulls  were  then  dropped  on  a polished  steel 
block,  the  amount  of  energy  absorbed  by  each 
skull  being  the  weight  x the  distance  through 
which  it  was  dropped,  under  known  velocities 
at  the  instant  of  impact.  Test  blows  were  de- 
livered to  the  mid  frontal,  mid  occipital,  lateral 
frontal,  lateral  posterior  parietal  and  anterior 
vertex  (mid  line)  regions.  It  should  be  remem- 
bered that  this  method  shows  only  tensile  strain ; 
compression  strain  cannot  be  visualized — and 
that  only  the  external  surface  of  the  skull  has 
been  studied  thus  far,  nor  is  anything  known 
of  energies  of  high  velocity. 

Threshold  deformities  differ  in  various  parts 
of  the  skull,  less  absorbable  energy  to  produce 
them  being  required  for  instance  in  the  mid 
occipital  than  in  the  mid  frontal  areas.  The 
theory  of  contrecoup  fractures  is  supported  in 
their  experimental  findings  in  certain  cases.  The 
distribution  and  direction  of  deformation  pat- 
terns generally  parallel  clinical  fracture  lines. 
Absorbable  energy  not  of  sufficient  magnitude 
to  cause  adequate  pressure  waves  in  the  cranial 
cavity  may  not  result  in  post-traumatic  uncon- 
sciousness, even  when  deformation  and  fracture 
are  present. 

J.  Kulowski,  M.D. 


Surgery,  Gyneocology  and  Obstetrics, 
83  :205-209,  August  1946 


ONE  STAGE  TUBED  ABDOMINAL 
FLAPS 

SINGLE  PEDICLE  TUBES 


DARREL  T.  SHAW,  M.D.,  Cleveland,  Ohio 
ROBERT  L.  PAYNE,  JR.,  M.D.,  Norfolk,  Va. 


The  authors  present  their  method  of  prepar- 
ing single  pedicle  tube  grafts  for  early  coverage 
of  wounds  of  the  upper  extremity  which  fre- 
quently require  replacement  of  skin  and  sub- 
cutaneous tissues.  They  raise  long  oblique  or 
vertical  mobile  flaps  from  the  lower  abdomen 
which  are  based  interiorly  so  as  to  include  the 
superficial  epigastric  and  superficial  circumflex 
iliac  veins  and  accompanying  arteries,  thereby 
assuring  an  excellent  flap  blood  supply.  Their 
raised  flaps  have  measured  from  5-18  cms.  in 
length  and  from  3-7  cms.  in  width.  The  super- 
ficial veins  serve  as  a guide  in  cutting  the  flaps 
when  they  are  visible,  otherwise  their  location 
is  approximately  defined.  The  flap  may  include 
Scarpa’s  fascia.  The  donnor  area  is  closed  with 
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continuous  subcuticular  stainless  steel  wire, 
which  begins  formation  of  the  tube.  Staggering 
of  the  inferior  margins  of  the  flap  permits  and 
facilitates  axial  rotation  of  the  tube  through 
180°.  The  tube  is  formed  by  simple  interrupted 
sutures  and  is  applied  to  the  recipient  defect  by 
subcuticular  sutures  of  fine  white  twisted  nylon 
and  interrupted  skin  sutures  of  fine  stainless 
steel  wire  or  fine  silkk.  Ordinarily  the  tube  is 
divided  in  three  weeks.  This  one  stage  single 
pedicle  abdominal  tube  seems  practical  and  ad- 
vantageous since  it  combines  the  speed  of  the 
abdominal  flap  with  the  cleanliness  of  the  tube. 

J.  Kulowski,  M.D. 


HEALTH  EDUCATION  PROGRAM  ON 
' CARE  OF  THE  HEART 

Interest  in  the  control  of  heart  disease  is  cur- 
rently being  enhanced  by  the  efforts  of  many 
professional  and  lay  groups.  This  attention  to 
heart  ailments  has  long  been  warranted.  The 
public  is  becoming  more  acutely  aware  of  cardiac 
hygiene  than  ever  before,  a growing  interest  that 
should  be  cultivated  and  guided  with  judgment 
as  well  as  vigor. 

During  the  past  third  of  a century,  the  im- 
provement in  mortality  from  heart  disease  was 
most  pronounced  in  the  younger  age  groups  and 
decreased  progressively  with  advance  in  age. 
The  death  rate  from  disease  of  the  heart  and 
arteries,  corrected  for  the  ageing  of  the  popu- 
lation, dropped  virtually  30  percent  between 
1911-15  and  1940-44,  according  to  experience 
among  the  Industrial  policyholders  of  the  Met- 
ropolitan Life  Insurance  Company.  This  reduc- 
tion in  mortality  from  the  principal  cardio- 
vascular-renal diseases  has  been  particularly 
marked  among  white  females — 37  percent  in  the 
above-mentioned  period.  Among  the  males,  the 
decrease  in  mortality,  while  not  as  marked  as 
among  the  females,  was  25  percent,  still  a quite 
substantial  reduction.  This  still  leaves  much  to 
be  desired  in  the  field  of  early  diagnosis  and 
immediate  initiation  of  adequate  cardiac  regimes 
in  order  to  reduce  to  a minimum  in  capacity 
and  mortality  from  these  conditions.  Concentra- 
tion of  effort  must  now  be  placed  on  teaching 
the  public  what  is  known  about  prevention,  early 
recognition,  and  care  of  cardiac  lesions. 

In  order  to  assist  in  the  attainment  of  this 
goal,  the  Metropolitan  Life  Insurance  Company 
is  conducting  a special  campaign  on  heart  dis- 
ease during  the  fall  and  winter  months.  At  that 
time,  the  Company’s  more  than  20,000  Field 


Representatives,  in  cooperation  with  official  and 
voluntary  agencies,  will  reach  the  homes  of  mil- 
lions of  policyholders  with  a recently  published 
pamphlet,  ‘‘Your  Heart,”  developed  in  coopera- 
tion with  the  American  Heart  Association.  A 
lay  educational  film  on  heart  disease  is  also  be- 
ing prepared.  Distribution  will  be  made  to  phy- 
sicians of  a packet  in  which  will  be  included 
material  of  special  interest  to  doctors,  and  a 
scientific  exhibit  on  heart  disease,  first  shown 
at  the  A.  M.  A.  meeting  in  San  Francisco,  is 
available  for  state  and  local  professional  meet- 
ings. 


UROLOGY  AWARD— The  American  Urologi- 
cal Association  offers  an  annual  award  ‘not  to 
exceed  $500’  for  an  essay  (or  essays)  on  the 
result  of  some  clinical  or  laboratory  research  in 
Urology.  Competition  shall  be  limited  to  urolog- 
ists who  have  been  in  such  specific  practice  for 
not  more  than  five  years  and  to  residents  in 
urology  in  recognized  hospitals. 

For  full  particulars  write  the  Secretary,  Dr. 
Thomas  D.  Moore,  899  Madison  Avenue,  Mem- 
phis, Tennessee.  Essays  must  he  in  his  hands 
before  May  1,  1947. 

The  selected  essay  (or  essays)  will  appear  on 
the  program  of  the  forthcoming  meeting  of  the 
American  Urological  Association,  to  be  held  at 
the  Hotel  Statler,  Buffalo,  New  York,  June  30- 
Julv  3,  1947. 


NOTICE 

The  American  Medical  Association  is  going  to 
celebrate  its  centennial  in  Atlantic  City,  June 
9-13,  1947.  Elaborate  plans  are  being  made  for 
this  celebration. 

Only  Fellows  and  Invited  Guests  are  eligible 
to  attend.  Membership  in  your  state  society  is 
the  primary  qualification  for  Fellowship  in  the 
A.  M.  A.  Fellowship  dues  and  subscription  to 
The  Journal  A.  M.  A.  are  both  included  in  one 
annual  payment  of  $8.00,  which  is  the  cost  of 
The  Journal  to  subscribers  who  are  not  Fellows. 

If  you  are  not  a Fellow  and  plan  to  attend 
the  Atlantic  City  session,  which  will  be  a mile- 
stone in  medical  history,  you  can  save  yourself 
considerable  time  and  confusion  when  register- 
ing, if  you  will  write  now  to  the  American  Medi- 
cal Association,  535  North  Dearborn  Street,  Chi- 
cago 10,  and  ask  if  you  are  eligible  to  become 
a Fellow. 
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when 

results  from 


overstimulation 


“Smoothage" — the  term  coined  to  describe  the 
action  of  Searle  Metamucil — seeks  to  avoid  further 
irritation,  to  soothe  and  to  protect  the 
overstimulated  intestinal  mucosa,  and  to  reestablish  the 
normal  reflexes  of  elimination. 

Metamucil  softens  the  fecal  residue,  affords  bland  bulk 
and  exerts  a gentle,  stimulating,  physiologic  peristalsis. 


is  the  highly  refined  mucilloid  of  Plantago  ovata  (50%), 
a seed  of  the  psyllium  group,  combined 
with  dextrose  (50%),  as  a dispersing  agent. 

Metamucil  is  the  registered  trademark  of 
G.  D.  Searle  & Co.,  Chicago  80,  Illinois. 


RESEARCH  IN  THE  SERVICE  OF  MEDICINE 
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TUCSON,  ARIZONA 
MAY  7-8-9-10,  1947 

HOTEL  PIONEER  — HEADQUARTERS 


zSaLzntijic 

EMINENT  GUEST  AND  LOCAL  SPEAKERS 

Thursday:  Forenoon  and  Afternoon,  May  8 
Friday:  Forenoon  Afternoon,  Evening,  May  9 

Complete  Program  to  be  printed  in  March  Issue 

BZntz’itaLnmznt 

President's  Dinner  and  Dance,  Hotel  Pioneer 
Thursday,  May  8,  8:00'  P.M. 

IB  U±'J2£±± 

COUNCIL  — WEDNESDAY,  MAY  7 at  2:00  P.M. 

HOUSE  OF  DELEGATES  — WEDNESDAY,  MAY  7 at  7:30  P.M. 
Additional  called  sessions  for  both  groups  on  Saturday,  May  10 

SPECIAL  SECTIONS  TO  BE  HELD  IN  ADVANCE  OF  SCIENTIFIC  SESSIONS 


MAKE  YOUR  HOTEL  RESERVATiONS  NOV/ 
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SUBJECT:  "YOUR  DOCTOR" 

AUDIENCE:  23  MILLION  PEOPLE 


This  is  the  200th  message  published  by  Parke,  Davis 
& Company  in  the  interest  of  the  medical  profession. 
It  appears  this  month  in  full  color  in  LIFE  and  other 
leading  national  magazines. 
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The  Lois  Grunow  Memorial  Clinic 

The  Lois  Grunow  Memorial  Clinic  is  inviting 
the  members  of  the  Arizona  State  Medical  Society 
to  attend  the  Lectures  in  Medical  Science  at  the 
Lois  Grunow  Memorial  Clinic,  926  East  McDowell 
Road  on  February  20,  21  and  22,  1947. 

The  guest  speakers  for  the  lecture  series  are: 

Dr.  Claud  F.  Dixon,  Surgeon,  Mayor  Clinic, 
Rochester,  Minnesota. 

Dr.  Bernard  J.  Hanley,  Professor  of  Obstetrics 
and  Gynecology,  University  of  Southern  Cali- 
fornia. 

Dr.  Ferdinand  C.  Helwig,  Associate  Professor  of 
Pathology,  University  of  Kansas. 

Dr.  Milan  E.  Knapp,  Assistant  Professor  of 
Physical  Medicine,  University  of  Minnesota. 
Dr.  John  Martin,  Associate  Professor  of  Neuro- 
surgery, Northwestern  University. 

Dr.  Ovid  0.  Meyer,  Chairman  of  Department  of 
Medicine,  University  of  Wisconsin. 

Program 

Thursday,  Februay  20 

Dr.  H.  G.  Williams,  Chairman 

1:00  P.M.  “Relationship  of  Trauma  to  Coronary 
Artery  Disease,  Experimental  and  Clinical 
Studies.” 

Dr.  Ferdinand  C.  Helwig 
1:40  P.M.  “Recent  Advances  in  Poliomyelitis.” 
Dr.  Milan  E.  Knapp 
2:20  P.M.  “Breach  Delivery.” 

Dr.  Bernard  J.  Hanley 
3:00  P.M.  to  3:20  P.M.  Intermission 
3:20  P.M.  “The  Treatment  of  Craniocerebral 
Injuries.” 

Dr.  John  Martin 

4:00  P.M.  “The  Peptic  Ulcer  Problem.” 

Dr.  Claud  F.  Dixon 

4:40  P.M.  “Recent  Advances  in  Hematology.” 
Dr.  Ovid  O.  Meyer 

Friday,  February  21 

Dr.  T.  A.  Hartgraves,  Chairman 

10:00  A.M.  “The  Treatment  of  Spinal  Cord 
Injuries.” 

10:40  A.M.  “Infantile  Eczema.” 

Dr.  George  Rogers 
11:20  - 11:30  A.M.  Intermission 
11:30  A.M.  “Management  of  Persistent  Occipito- 
posterior  and  Deep  Transverse  Arrests.” 

Dr.  Bernard  Hanley 
Dr.  H.  J.  McKeown,  Chairman 
2:00  P.M.  “The  Pathology  of  Poliomyelitis.” 

Dr.  Milan  E.  Knapp 

2:40  P.M.  “Treatment  of  Subacute  Bacterial 
Endocarditis  with  Antibiotics.” 

Dr.  Ovid  O.  Meyer 

3:20  P.M.  “Common  Disease  of  the  Ear.” 

Dr.  D.  E.  Brinkerhoff 
4:00  - 4:20  P.M.  Intermission 
4:20  P.M.  “Interstitital  Myocarditis:  A Clinical 
Entity?  with  Experimental  Studies  in 
Etiology.” 

Dr.  Ferdinand  C.  Helwig 
5:00  P.M.  Intestinal  Obstruction.” 

Dr.  Claud  F.  Dixon 

7:30  P.M.  “Information  Please  Dinner” 
Reservations  necessary. 


Saturday,  February  22 

Dr.  C.  Selby  Mills,  Chairman 

9:30  A.M.  “Thrombosis  and  the 
Anticoagulants.” 

10:10  A.M.  Treatment  of  Poliomyelitis.” 

Dr.  Milan  E.  Knapp 
10:50  - 11:00  A.M.  Intermission 
11:00  A.M.  “Early  Ambulation-Postpartum.” 

Dr.  C.  B.  Warrenburg 
11:40  A.M.  “Infectious  Mononucleosis,  A 

Systemic  Disease  with  an  Analysis  of  Three 
Hundred  Cases.” 

Dr.  Ferdinand  C.  Helwig 
Dr.  James  Lytton-Smith,  Chairman 
2:00  P.M.  “Practical  Aspects  of  the  RH  Factor” 
Dr.  Bernard  J.  Hanley 
2:40  P.M.  “Transcondylar  Fractures  of  the 
Humerus  of  Childhood” 

Department  of  Orthopedic  Surgery, 

Lois  Grunow  Memorial  Clinic 
3:20  - 3:30  P.M.  Intermission 
3:30  P.M.  “The  Diagnosis  and  Treatment  of 
Herniated  Intervertebral  Discs.” 

Dr.  John  Martin 

4:10  P.M.  “Progress  in  the  Management  of 
Colonic  and  Rectal  Cancer.” 

Dr.  Claud  F.  Dixon 
4:50  P.M.  “Meningococcemia  and  Its 
Manifestations.” 

Dr.  Leslie  B.  Smith 

Lecture  period  30  minutes,  discussion  periods 
10  minutes 

-'St  - . --  II6V 

REPORT  OF  MID-WINTER  SESSION  OF 
HOUSE  OF  DELEGATES  AMERICAN 
MEDICAL  ASSOCIATION 

CHICAGO,  DEC.  9,  10,  11,  1946 
The  Mid-winter  session  of  the  American  Med- 
ical Association  House  of  Delegates  was  held  in 
file  auditorium  of  the  AMA  Building  in  Chicago 
on  December  9,  10,  11,  last. 

The  meeting  was  conducted  largely  in  execu- 
tive session  because  many  matters  were  brought 
before  it  relating  to  the  intimate  affairs  of  the 
Association.  Such  information  as  deemed  ad- 
visable for  publication  in  the  AMA  Journal  was 
released  in  condensed  form  in  suceeding  issues. 
It  is  hoped  that  all  members  of  our  Society  will 
read  these  minutes  carefully. 

A resume  of  the  procedures  can  be  stated  brief- 
ly as  follows: 

1.  Voted  to  invite  the  Veterans  Administra- 
tion to  send  a delegate  representing  its  group  to 
the  House  of  Delegates,  along  with  the  Army, 
Navy,  and  Public  Health  Service,  such  repre- 
sentation to  begin  after  adoption  of  a new  AMA 
Constitution  and  By-laws  next  June  meeting. 

2.  The  Veterans  Administration  will  be  asked 
not  to  include  anesthesiology,  pathology,  radio- 

(Continued  on  Page  58) 
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Benzedrine  Inhaler 

A fotfeo  />*£atL4 


Russell,  H.G.B.,  abstracted,  Proc.  Roy.  Soc.  Med.  36:401. 


To  relieve  the  discomfort  of  sinusitis 


The  vasoconstrictive  vapor  of  Benzedrine  Inhaler,  N.N.R.,  diffuses  evenly 
throughout  the  upper  respiratory  tract,  opening  sinal  ostia  and 
ducts  which  are  frequently  inaccessible  to  liquid  vasoconstrictors.  The 
sinuses  drain.  Headache,  pressure  pain,  “stuffiness”  and  other 
unpleasant  sinusitis  symptoms  are  relieved. 

Each  Benzedrine  Inhaler  is  packed  with  racemic  amphetamine,  S.  K.  F. , 250  mg. ; menthol,  12.5  mg. ; and  aromatics. 
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<V0 
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French 


Philadelphia 


Smith 


Kline 
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REPORT  OF  MID-WINTER  SESSION  OF' 
HOUSE  OF  DELEGATES 
(Continued  from  Page  56) 
logy  and  physical  theapv  in  its  contracts  with 
hospitals. 

3.  The  delegates  considered  resolutions  relat- 
ing to  general  practitioners’  services  in  hospitals. 
Hospitals  are  urged  to  establish  general  practi- 
tioner services,  and  adopted  a policy  of  member- 
ship on  a hospital  staff  as  not  being  contingent 
upon  “certification  of  a specialty  board  or  upon 
membership  in  a special  society." 

4.  Acted  upon  a resolution  dealing  with  pay- 
ment of  salaries  to  internes  and  residents  in  hos- 
pitals, wherein  monetary  value  should  not  he  the 
deciding  factor  in  the  selection  of  recent  grad- 
uates. 

5.  Passed  a resolution  condemning  nurses 
who,  trained  in  anesthesiology,  start  and  operate 
a professional  business  of  their  own  without  med- 
ical supervision. 

6.  Two  states,  by  resolution,  sought  to  dis- 
courage tlie  Speaker  of  the  House  from  referring 
matters  of  business  to  the  Board  of  Trustees  who 
would  then  sit  as  a reference  committee.  By  im- 
plication, the  warning  was  evident  since,  at  this 


session,  the  Board  of  Trustees  did  not  as  a ref- 
erence committee  to  pass  judgment  on  their  own 
recommendations. 

7.  The  delegates  heard  a lengthy  address  by 
Admiral  Boone,  M.C.U.S.N.  on  the  survey  now 
being  conducted  in  the  coal  mining  districts.  The 
Admiral  also  discussed  the  necessity  of  organ- 
ized medicine  to  lie  prepared  to  faster  continued, 
rational  solutions  oo  ehe  problems  of:  (1)  more 
equitable  distribution  of  medical  care;  (2)  rapid 
transfer  of  laboratory  and  clinical  research  for 
the  patient’s  benefit;  (3)  rising  costs  of  medical 
care;  (4)  dissemination  of  application  of  tech- 
nology of  public  health,  industrial  medicine  and 
preventive  medicine  on  a greater  scale. 

8.  In  the  field  of  Public  Relations,  the  dele- 
gates learned  that  several  of  the  suggestions 
made  in  the  Rich  report  were  already  in  opera- 
tion through  action  of  the  Board  of  Trustees. 
The  full  Rich  report  was  made  available  to  the 
House,  together  with  a copy  of  the  report  of 
recommendations  of  the  Special  Reference  Com- 
mittee on  the  Rich  report.  It  was  a long,  tedious 
grind  for  the  delegates  in  executive  session,  and 
by  the  time  the  Reference  Committee  had  fin- 

( Continued  on  Page  60) 


Pathological  Laboratory 

507  Professional  Building  Phoenix,  Arizona 

X-RAY  and  RADIUM  THERAPY 
DIAGNOSTIC  X-RAY 
CLINICAL  PATHOLOGY 

W.  Warner  Watkins,  M.  D.,  Director 
R.  Lee  Poster,  M.  D.,  Radiologist 
Thomas  T.  Frost,  M.  D.  Pathologist 
Douglas  D.  Gain,  M.  D. 

HOURS  9:00  to  5:00 

SATURDAY  AFTERNOONS  AND  SUNDAYS  EXCEPTED 
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...  to  keep  always  in 
mind  ouroriginal  purpose 
—to  produce  milk  that 
meets,  first  of  all,  the 
health  needs  of  tiny  chil- 
dren. By  so  doing,  to  offer 
to  people  of  all  ages  milk 
that  fulfills  these  highest 
standards  of  wholesome- 
ness, richness  and  purity, 

“To  maintain  Borden 
leadership  in  scientific 
and  sanitary  requirements, 
to  deliver  this  vital  food 
to  you  when  you  need  it, 
regardless  of  difficulties. 
Finally,  to  bring  Borden’s 
to  you  at  a price  that  will 
enable  millions  to  enjoy 
milk  that  can  be  depended 
upon  . . . always.” 


1858-1947 


FINE  DAIRY  PRODUCTS 
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WAYLAND’S 


Prescription  Pharmacy 

"Prescription  Specialists ” 


Biological  Products  Always  Ready 
for  Instant  Delivery 


Parke-Davis  Biological  Depot 


Mail  and  Long  Distance  Phone  Orders 
Receive  Immediate  Attention 


Phone  4-4171 

Professional  Bui  ding  Phoenix 


Oxygen  Therapy 

In  order  to  make  the  administration  of 
oxygen  for  therapeutic  purposes  most  ef- 
fective and  most  economical,  four  require- 
ments must  be  met. 

The  first  requirement  is  a supply  of 
U.S.P.  oxygen. 

The  second  is  a safe  and  dependable 
regulator. 

Third,  proper  administering  apparatus 
that  is  efficient  in  operation  and  sturdy 
in  construction. 

Fourth,  and  most  important,  all  persons 
concerned  must  have  a thorough  knowl- 
edge of  the  handling  and  operation  of 
oxygen  cylinders,  regulators,  and  oxygen 
administering  apparatus. 

All  the  above  are  as  near  to  you  as  your 
telephone,  call  3-2149. 

AlcCrary  i ^bruy  Co. 

Central  Ave.  at  McDowell 


REPORT  OF  MID-WINTER  SESSION  OF 
HOUSE  OF  DELEGATES 
(Continued  from  Page  58) 
ished  it  was  found  that  out  of  the  thirty  four 
recommendations  of  the  Rich  report  thirty  one 
ltad  been  adopted.  Excerpts  of  these  proceed- 
ings. approved  for  publication,  will  he  found  in 
the  AMA  Jounal.  Suffice  it  to  say,  at  the  AMA 
Headquarters,  a division  of  public  relations  has 
been  created  with  a trained  executive  assistant 
to  the  general  manager  in  charge.  This  division 
will  manage  all  public  relation  activities  of  all 
the  Councils,  bureaus,  publications  and  other 
association  agencies. 

!).  Inasmuch  as  there  was  considerable  dis- 
agreement among  some  members  on  the  Rich 
report  in  its  dealing  with  the  N.P.C.,  the  dele- 
gates finally  wound  up  this  portion  of  the  report 
by  agreeing  to  set  up  a committee  for  studying 
AAIA  and  NPC  relations,  and  concluded  to  call 
for  a further  report  at  the  next  meeting  of  the 
House.  Another  point  upon  which  the  House 
felt  that  Air.  Rich  had  overstepped  hounds  of 
propriety  was  in  reference  to  AMA  legislative 
activity.  Air.  Rich’s  hold  suggestion  was  not 
adopted,  instead  his  ideas  were  tempered  with 
the  thought  that  the  Bureau  of  Legal  Aledicine 
and  Legislation  should  he  in  position  to  prepare 
and  assist  in  developing  legislation  based  on  for- 
mulated AAIA  principles.  A Resolution  directing 
further  study  of  this  matter  was  adopted. 

10.  During  this  session  of  the  House  a com- 
mittee of  five  was  provided  who  are  to  work  with 
a committee  from  the  American  Dental  Society, 
especially  in  legislative  activity. 

11.  The  House  adopted  a resolution  con- 

( Continued  on  Page  62) 
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PRESCRIPTIONS 

Van  Buren  at  Fourth  Street  Phoenix 


Phone  3-3470  FREE  DELIVERY 

PROFESSIONAL  PHARMACY 

PRESCRIPTIONS 

6 Doors  East  of  39  EAST  MONROE  STREET 
Professional  Bldg.  PHOENIX 
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We  are  distributors  for  all  these  ethical  drug  firms 


Abbott 

Ayerst 

Becton  Dickenson 

Breon 

Ciba 

Frederick  Stearns 


Lederle 

Parke-Davis 

Roche  Organon 

Sandoz 

Schering 

Searle 


Sharp  & Dohme 

Squibb 

Upjohn 

Winthrop 

Wyeth 


* £ VAi\l  3 


DRUG 


10th  St.  & McDowell 
1536  West  Van  Buren 

Casa  Grande  - Florence  - 


IN  PHOENIX 


OTHER  STORES 
Globe  - Miami 


3rd  Ave.  & Roosevelt 
1 6th  St.  & Thomas  Road 

Superior  - Wiekenburg 


HAREISHCLM 

A Rest  Home  for  the  Care  of  Acute,  Chronic 
or  Convalescent  Patients 

• 

e 

Under  Medical  Supervision  Medical  Staff  Open 

No  Communicable  Diseases  Accepted 
Alcoholics  Admitted  On  Duty  24  Hours 

• 

367  North  Twenty-first  Avenue 
Phone  3-4751  PHOENIX 
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MERCUROCHROME 

(H.  W.  & D.  brand  of  merbromin, 
dibromoxymercurifluorescein-sodium) 

Extensive  use  of  the  Surgical 
Solution  of  Mercurochrome 
has  demonstrated  its  value  in 
preoperative  skin  disinfec- 
tion. Among  the  many  advan- 
tages of  this  solution  are: 

Solvents  which  permit  the 
antiseptic  to  reach  bacteria 
protected  by  fatty  secretions 
or  epithelial  debris. 

Clear  definition  of  treated 
areas.  Rapid  drying. 

Ease  and  economy  of  pre- 
paring stock  solutions. 

Solutions  keep  indefinitely. 

The  Surgical  Solution  may 
be  prepared  in  the  hospital  or 
purchased  ready  to  use. 

Mercurochrome  is  also  sup- 
plied in  Aqueous  Solution, 
Powder  and  Tablets. 

HYNSON,  WESTCOTT 
& DUNNING,  INC. 


Baltimore  1,  Maryland 
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REPORT  OF  MID-WINTER  SESSION  OF 
HOUSE  OF  DELEGATES 
(Continued  from  Page  60) 
derailing  the  Surgeon  General  and  other  mem- 
bers of  t h e Public  Health  Service  for  their 
“political  and  partisan  activites”.  The  Resolu- 
tion was  suggested  because  of  the  year  old  letter 
sent  out  to  all  public  Health  Medical  Officers  by 
Dr.  Parran  directing  PHS  personnel  to  hack 
compulsory  health  insurance. 

12.  Other  House  actions  consisted  of: 

(a)  Rescinded  previous  action  for  the  crea- 
tion of  a National  Health  Congress. 

(b)  Urged  close  cooperation  between  coal 
mine  pi  ysicians  and  the  AMA  in  o-der  t > 
maintain  high  standards  of  medical  prac- 
tice. 

(c)  Requested  medical  representation  on 
boards  who  handle  union  health  and  med- 
ical funds. 

(d)  The  Board  of  Trustees  was  asked  to 
wet  up  standards  which  should  be  met  by 
the  89  operatives  and  consumer-controlled 
groups  now  providing  group  medical  serv- 
ice. 

13.  Another  action  taken  by  the  House  will, 
in  the  future,  permit  election  of  House  delegate 
members  to  the  office  of  President  or  other  gen- 
eral office  of  the  AMA. 

14.  The  House  adopted  a resolution  recom- 
mending the  extension  of  the  developement  of 
the  Woman’s  Auxiliary,  and  that  the  Board  of 
Trustees  provide  the  Auxiliary  with  a definite 
program. 

15.  The  House  adjourned  without  adoption 
of  the  special  committee  on  Constitution  and 
By-laws.  The  work  of  this  committee  was  not 
complete  so  this  matter  will  be  of  major  interest 
at  tbe  June  meeting  this  year. 

Respectfully  submitted, 
JESSE  D.  HAMER,  M.  1). 

Delegate 


The  University  of  California  Medical  School, 
with  the  cooperative  administration  of  Univer- 
sity Extension,  University  of  California,  will 
shortly  announce  a program  of  postgraduate 
instruction  to  be  offered  at  the  Medical  Center, 
San  Francisco.  A variety  of  courses  will  be 
given  which  will  encompass  the  fields  of  Internal 
Medicine,  General  Surgery,  Obstetrics  and 
Gynecology,  Otorhinolaryngology,  Ophthalmol- 
( Continued  on  Page  66) 
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[is  vertical  fluoroscope  is,  more  often  than  not,  the 
.first  piece  of  X-ray  equipment  in  which  the  physician  invests. 
The  right  decision  here  is  important;  in  selecting  one  hearing  the 
Picker  mark,  he  follows  in  the  footsteps  of  many  whose  initial 


judgment  has  heen  gratifyingly  rewarded  by  long  years  of  dependable  service. 


For  the  Picker  Vertical  Fluoroscope,  like  all  other  Picker  x-ray  apparatus,  is  built  to  the  highest 
standards,  although  its  cost  is  no  strain  on  even  the  modest  budget. 


! 


One-piece  welded  design 
Shockproof;  rayproof 
Effortless  screen  movement 

PICKER  X-RAY  CORPORATION 

300  FOURTH  AVE.  • NEW  YORK  10,  N.  Y. 
WAITE  M'F'G  DIVISION  • CLEVELAND,  OHIO 


Eye  level  controls 
Orthodiagraph  — optional 
Built-in  room  light 


Let  your  local  Picker  representative  tell  you  about  the  many 


advantages  this  new  model  offers. 


built  like  a line  watch  ...to  give 
years  off  dependable  service 


Completely  enclosed  Wide  travel  range 


SINCE  1879  PIONEERS  IN  THE  MANUFACTURE  OF  ELECTRO-MEDICAL  APPARATUS 


BLAIR  SURGICAL  SUPPLY 

24-28  East  Broadway,  Tucson,  Arizona  20  East  Monroe,  Phoenix,  Arizona 


64 


Arizona  Medicine 


January , 1947 


CAUGHT  in  the 
storm  center  of  the  meno- 
pause— bewildered  by 
vasomotor  disturbances, 
mental  depression,  pain 
and  tension  — many  pa- 
tients may  be  restored  to 
comparative  tranquillity 
by  well  timed  estrogenic 
therapy. 

When  you  base  your 
treatment  on  an  estrogenic 
product  of  unquestioned 
purity  and  potency,  you  can  feel  certain  you  have 
given  your  patient  the  best  assistance  possible 
throuah  medication. 


Physicians  using  Solution  of  Estrogenic  Sub- 
stances, Dorsey,  may  rest  upon  that  certainty. ..for 
this  product  is  manufactured  under  rigidly  regu- 
lated conditions  ...  to  meet  the  highest  standards 
of  the  industry. 


ANNUAL 

DUES 

ANNUAL  DUES  FOR  1 947  are  now  due 
and  payable  to  the 

ARIZONA  MEDICAL  ASSOCIATION, 
423  Heard  Building,  Phoenix 

THE  AMOUNT  OF  STATE  ASSOCIATION  DUES 

$30.00  per  each  active  member;  $15.00  per  each 
associate  member. 

EACH  COUNTY  MEDICAL  SOCIETY 

Collects  the  state  association  dues  from  each 
county  member  and  remits  same  to  the  associa- 
tion as  per  above. 

MEMBERS  IN  SERVICE 

Were  carried  on  the  state  roster  without  payment 
of  dues  while  in  the  service  provided  they  were 
members  in  good  standing  at  the  time  they 
entered  service.  On  returning  to  practice,  dues 
are  again  payable. 

MEMBERSHIP  WITH  THE  AMERICAN  MEDICAL 
ASSOCIATION 


A reliable  product . . . judiciously  ad- 
ministered . . . receding  menstrual  “storm” 
symptoms. 


S 0 LtiTl  ON  Of 

d 


D O R S E If 


‘Supplied  in  I cc.  ampul* i and 
10  cc.  ampul  vials  represent- 
ing potencies  of  5*000,  10,000 
and  20.000  international 
units  per  cc. 


THE  SMITH-DORSEY  COMPANY 


An  active  member  of  the  state  association  auto- 
matically becomes  a member  of  the  American 
Medical  Association  without  remittance  of  dues 
to  that  organization. 

FELLOWSHIP  WITH  THE  AMERICAN  MEDICAL 
ASSOCIATION 

A member  of  the  American  Medical  Association 
wishing  to  become  a Fellow  of  the  same  organ- 
ization, makes  direct  application  to  the 
American  Medical  Association  and  upon  accep- 
tance by  that  organization  and  the  payment  of 
Fellowship  dues,  direct  to  the  American  Med- 
ical Association,  receives  fellowship  credentials. 

NOTE:  An  Active  Member  of  the  Arizona  Medical  Asso- 

ciation is  licensed  in  the  state  and  engaged  in 
private  practice.  An  Associate  Member  is  one 
not  licensed  to  practice  in  the  state  and  is  en- 
gaged in  some  branch  of  the  federal  service  — 
Indian  Service,  Veterans’  Administration,  re- 
searchist, teacher,  public  health  or  the  like. 


LINCOLN,  NEBRASKA  • DALLAS  . LOS  ANGELES 
Manufacturer  j of  Pharmaceuticals  to  the  Medical  Profession  Since  1903 


Vol.  4,  No.  1 


Arizona  Medicine 


65 


PER  CAPSULE 

Vitamin  A 2500  U.S.P.Unih  I 'A  <*.( 
Vitamin  D 200  U.S.P  Unit*  ( 'A  <*c 
Thiamin*  ...  1.  Mg.  i l »*! 

Riboflavin  . . . 1.5  Mg.  i*  mi 
Atcorbic  Acid  . . 37.  Mg. 

Niacinamid*  . . 10.  Mg.  * 


VITAMIN  PRODUCTSJNC. 


CONFIDENCE 

The  hallmark  of  Walker  manu- 
facture is  its  uncompromising 
emphasis  on  quality.  Rigid  con- 
trols at  every  stage  of  produc- 
tion, from  raw  materials  to  the 
finished  products,  insure  their 
dependability.  Physicians  know 
that  Walker  vitamin  products  can 
be  prescribed  with  confidence. 


DAILY  DOSAGE 
Each  GRAM  conti 
VITAMIN  A (f.»h  in 
62.500  U. 
VITAMIN 


».  UNITS 
».  UNITS 


I Above  douge  juppl*?  following 
400%  400%  400% 

| 250%  500%  600% 


WALKER 


NIACINAMIDE 

(NICOTINAMIDE) 


50  MG. 


Ii(i 
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(Continued  from  Page  62) 
ogy,  Psychiatry,  and  the  Basic  Sciences,  as  well 
as  a course  specially  designed  to  meet  the  needs 
of  general  practitioners,  notice  of  which  appears 
below.  Announcements  of  this  general  program 
will  be  mailed  to  all  physicians  in  California 
and  to  large  groups  in  the  neighboring  states. 

Fees  for  all  these  courses  will  be  covered  by 
the  provisions  of  the  (f.  I.  Bill  of  Rights. 

Refresher  course  in  internal  medicine  and 
general  surgery,  February  ID  to  14.  inclusive, 
1947. 


ACCIDENT  - HOSPITAL  - SICKNESS 

INSURANCE 


This  course  which  is  primarily  designed  for 
General  Practitioners  will  include  the  recent  ad- 
vances in  diagnosis  and  treatment  in  Internal 
Medicine  and  General  Surgery.  It  is  open  only 
to  graduates  of  approved  Medical  Schools.  It 
is  to  be  given  at  University  of  California  Hos- 
pital, Medical  Center,  San  Francisco.  The  fee 
for  this  course  will  be  announced  in  a detailed 
notice  mailed  upon  request. 

For  further  information  with  regard  to  these 
various  programs  of  postgraduate  instruction 
kindly  communicate  with  Stacy  R.  Mettier, 
M.  I)..  Head  of  Postgraduate  Instruction  Medi- 
cal Extension,  University  of  California  Medical 
Center,  San  Francisco  22,  California. 


FOR  PHYSICIANS,  SURGEONS,  DENTISTS  EXCLUSIVELY 


$5,000.00  accidental  death  $8.00 

$25.00  weekly  indemnity,  accident  and  sickness  Quarterly 

$10,000.00  accidental  death  $16.00 

$5 0.00  weekly  indemnity,  accident  and  sickness  Quarterly 

$15,000.00  accidental  death  $24.00 

$75.00  weekly  indemnity,  accident  and  sickness  Quarterly 

$20,000.00  accidental  death  $32.00 

$100.00  weekly  indemnity,  accident  and  sickness  Quarterly 

ALSO  HOSPITAL  EXPENSE  FOR  MEMBERS, 
WIVES  AND  CHILDREN 


86c  out  of  each  $1.00  gross  income 
used  for  members’  benefit 


$3,000,000.00  $14,000,000.00 

INVESTED  ASSETS  PAID  FOR  CLAIMS 

S200.000  deposited  with  State  of  Nebraska  for  protection  of  our  members. 

Disability  need  not  be  incurred  in  line  of  duty — benefits 
from  the  beginning  day  of  disability. 

PHSICIANS  CASUALTY  ASSOCIATION 
PHYSICANS  HEALTH  ASSOCATON 

45  years  under  the  same  management 
400  First  National  Bank  Building  Omaha  2,  Nebraska 


Results  of  the  oral  and  written  examinations 
for  Fellowship  conducted  by  the  American  Col- 
lege of  Chest  Physicians,  at  San  Francisco,  on 
•I une  29,  1946. 

The  following  physicians  passed  both  the  oral 
and  written  examinations  for  Fellowship: 

Herbert  Bauer,  San  Luis  Obispo,  California. 

John  J.  Brosnan,  M.D.,  Chicago,  Illinois. 

Charles  J.  Caul,  M.D.,  Kearney,  Nebraska. 

Charles  B.  Craft,  Major,  M.C.,  Denver,  Colo- 
rado. 

Samuel  D.  Daniels,  M.D.,  Los  Angeles,  Cali- 
fornia. 

Isaac  Epstein,  M.D.,  Alexandria,  Louisiana. 

Louis  L.  Friedman,  M.D.,  Birmingham,  Ala- 
bama. 

Y.  Fred  Fujikawa,  M.D.,  Mt.  Vernon,  Mis- 
souri. 

Morton  Gibbons,  M.D.,  San  Francisco,  Cali- 
fornia. 

Robert  Glass,  M.D.,  Staten  Island,  New  York. 

Leon  II.  Gorfinkel,  Los  Angeles,  California. 

George  R.  Hodell,  M.D.,  Houston,  Texas. 

Francis  T.  Johnson,  Monrovia,  California. 

Robert  E.  Joseph,  M.D.,  Salem,  Oregon. 

Martin  Kettler,  M.D.,  Glenn  Dale,  Maryland. 

(Continued  on  Page  67) 


MINERAL  HOT  SPRINGS 

Located  in  eastern  part  of  state.  Fully  equipped  with  bath  houses,  etc.  Priced 
at  $20,000.00.  W.  L Sparkman,  2525  N.  Central  Ave.  Phones  4-2539,  3-2206. 


FREE  SAMPLE 


DR. 


ADDRESS 

CITY  

STATE  „ 


AR-EX  COSMETICS,  INC., 


ROUGH  HANDS 

FROM  TOO  MUCH  SCRUBBING? 

Soften  dry  skin  with  AR-EX  CHAP  CREAM! 
Contains  carbonyl  diamide,  shown  in  hos- 
pital test  to  make  skin  softer,  smoother, 
and  even  whiter!  Archives  of  Derm,  and 
S.,  July , 1943.  FREE  SAMPLE. 


1036  W.  VAN  BUREN  ST.,  CHICAGO  7,  ILL. 


Go 


Vol.  4,  No.  1 


6 


Arizona  Medicine 


(Coninued  from  Page  66) 

Frankk  Lamberta,  M.D.,  Jamaica,  L.  I.,  New 
York. 

E.  E.  Lundegaard,  M.D.,  Santa  Ana,  Cali- 
fornia. 

Bernard  McGovern,  M.  I).,  Los  Angeles,  Cali- 
fornia. 

Leonard  Munson,  M.D.,  Sanford,  Florida. 

Arnaldo  Neves,  M.D.,  Mt.  Vernon,  Missouri. 

S.  Barre  Paul,  M.D.,  San  Francisco,  Cali- 
fornia. 

Paid  E.  Pifer,  M.D.,  Kenosha,  Wisconsin. 

Charles  W.  Rudolph,  M.D.,  Tucson,  Arizona. 

Jewell  Mae  Sanders,  M.D.,  Berkeley,  Cali- 
fornia. 

Maurice  Shoor,  M.D.,  Los  Angeles,  California. 

Paul  Smith,  M.D.,  Olive  View,  California. 

M.  M.  Szucs,  M.D.,  Youngstown,  Ohio. 

Paul  G.  Thode,  M.D.,  Fort  Defiance,  Arizona. 

Lewis  S.  Trostler,  M.D.,  Albuquerque,  New 
Mexico. 

William  C.  Wenkle,  M.D.,  Olive  View,  Cali- 
fornia. 

Julius  Zelman,  M.D.,  San  Bernardino,  Cali- 
fornia. 


PRINTERS 

for  the  MEDICAL  PROFESSION 

Everything  from  a Prescription  Blank 
to  a Medical  Journal 

Bower  Printing  & Stationery  Co. 

(Formely  A.  C.  Taylor  Printing  Co.) 

Telephone  3-6300 

142  S.  Central  Ave.  - Phoenix,  Arizona 


E.  A.  GATTERDAM,  M.  D. 
Allergy 

910  Professional  Bldg.  Phoenix 


Phone  Wheel  Chairs,  Crutches 

4-4621  For  Sale  or  Rent 

Aunger’s  Arizona  Brace  Shop 

Manufacturers  Artificial  Limbs,  Braces.  Trusses 
Individual  Attention  Given  to  Doctors  Prescriptions 
Camp  Surgical  Belts 
CLYDE  A.  AUNGER,  Manager 
145  E.  Van  Buren  Phoenix,  Arizona 


THE  CLINICAL  LABORATORY 

428  North  .Central  Phoenix,  Arizona 
Telephone  4-7326 

Diagnostic  X-Ray  Clinical  Pathology 

EDWARD  G.  BREGMAN.  M.D. 

GENEVIEVE  A.  ARNESON,  B.S. 

HELEN  E.  BALMER,  B.S.,  A.S.,  C.P. 


URINE-SUGAR  TESTING 
made 

SIMPLE  • SPEEDY  • CONVENIENT 
with 

CLIN  ITEST 

The  Tablet,  No  Heating  Method 

Simply  drop  one  Clinitest  Tablet  into  test  tube  con- 
taining proper  amount  of  diluted  urine.  Allow  time  for 
reaction — compare  with  color  scale 

NOTE  — NEW  ATTACHMENT 
FOR  ADDED  CONVENIENCE 

The  test  tube  clip  now  supplied  with  each  pocket-size 
case  enables  the  test  tube  to  be  hooked  on  to  the  out- 
side of  case,  as  shown  in  illustration. 

This  simple  device  provides  an  added  convenience  for 
the  user — tube  is  maintained  in  an  upright  position, 
tube  is  held  motionless  during  reaction. 

FOR  OFFICE  USE: 

Clinitest  Laboratory  Outfit  (No.  2108) 

FOR  PATIENT  USE: 

Clinitest  Plastic  Pocket-Size  Set  (No.  2106) 

Complete  information  upon  request. 

AMES  COMPANY,  Inc. 

ELKHART,  INDIANA 
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KOROMEX  JELLY 


ACTIVE  INGREDIENTS:  Boric  acid  2.0%,  oxyquinolin  benzoate 
0.02%  and  phenylmercuric  acetate  0.02%  in  a base  of  glycerin, 
gum  tragacanth,  gum  acacia,  perfume  and  de-ionized  water. 


• Fastest  Spermicidal  Time 

measurable  under  Brown  and  Gamble  technique 

• Proper  Viscosity 

for  cervical  occlusion 

• Stable  Over  Long  Period  of  Time 

pH  consistent  with  that  of  the  normal  vagina 


• and  in  addition 

time-tested  clinical  record 


Prescribe  Koromex  Jelly  with  Confidence 
. . . send  for  literature 


HOLLAND-RANTOS  COMPANY,  INC.,  551  FIFTH  AVENUE,  NEW  YORK  17,  N.  Y. 
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^Penicillin  in  Sesame  Oil  and  Beeswax 


Not  any  need  to  struggle  with  this  penicillin 
suspension!  Cutter  P.  0.  B.  flows  freely  at 
room  temperature! 

Result — it’s  easy  to  draw  into  your  syringe! 
Easy  to  inject  in  accurately  measured  doses. 

Advantages  of  sesame  oil  have  also  been 
demonstrated.  Not  only  is  it  less  allergenic 
than  other  animal  or  vegetable  oils.  It  is  less 
antigenic,  as  well — a contributing  factor  in 
the  preference  of  many  physicians. 

Cutter  P.O.B.  cuts  injections  to  one  in  8-12 
hours.  It  is  available  in  either  100, 000  units 


per  cc. , to  maintain  8-hour  levels ; or  200, 000 
units  per  cc.,  for  12-hour  levels.  Both  are 
supplied  in  5 cc.  bottles. 

If  you’ve  been  battling  with  recalcitrant 
penicillin  suspensions,  we  suggest  you  try 
Cutter  — it’s  liquid! 

CUTTER  LABORATORIES 
Berkeley,  California 
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LAS  ENCINAS 

PASADENA,  CALIFORNIA 

Internal  Medicine 
Including  Nervous  Diseases 


All  types  of  general  medical  and  neurological  cases  are  received  for 
diagnosis  and  treatment. 

Special  facilities  for  care  and  treatment  of  gastro-intestinal,  metabolic, 
cardio-vesicular-renal  diseases  and  the  psychoneuroses. 

Dietetic  department  featuring  metabolic  and  all  special  diets. 

All  forms  of  Physio-  and  Occupational  Therapy. 


BOARD  OF  DIRECTORS 

George  Dock,  M.  D.  Charles  W.  Thompson,  M.  D 

Stephen  Smith,  M.  D James  Robert  Sanford,  M.  D. 


Write  for  illustrated  booklet 

Stephen  Smith,  M.D.,  F.A.C.P.  Charles  W.  Thompson,  M.D.,  F.A.C.P. 

MEDICAL  DIRECTORS 

LAS  ENCINAS,  PASADENA,  CALIF 
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Old  Way... 

CURING  RICKETS  in  the 
CLEFT  of  an  ASH  TREE 

I ['OR  many  centuries, — and  apparently  down 

to  the  present  time,  even  in  this  country — 
ricketic  children  have  been  passed  through  a 
cleft  ash  tree  to  cure  them  of  their  rickets,  and 
thenceforth  a sympathetic  relationship  was 
supposed  to  exist  between  them  and  the  tree. 

Frazer*  states  that  the  ordinary  mode  of  effec- 
ting the  cure  is  to  split  a young  ash  sapling 
longitudinally  for  a few  feet  and  pass  the  child, 
naked,  either  three  times  or  three  times  three 
through  the  fissure  at  sunrise.  In  the  West  cf 
England,  it  is  said  the  passage  must  be  "against 
the  sun.”  As  soon  as  the  ceremony  is  performed, 
the  tree  is  bound  tightly  up  and  the  fissure 
plastered  over  with  mud  or  clay.  The  belief  is 
that  just  as  the  cleft  in  the  tree  will  be  healed,  so 
the  child’s  body  will  be  healed,  but  that  if  the 
rift  in  the  tree  remains  open,  the  deformity  in 
the  child  will  remain,  too,  and  if  the  tree  were  to 
die,  the  death  of  the  child  would  surely  follow. 

•Frazer,  J . G.:  The  Golden  Boogh,  vol.  1,  New  York,  Macmillan  & Go.,  1928 

New  Way... 


It  is  ironical  that  the  practice  of  attempting  to 
cure  rickets  by  holding  the  child  in  the  cleft  of 
an  ash  tree  was  associated  with  the  rising  of  the 
sun,  the  light  of  which  we  now  know  is  in  itself 
one  of  Nature’s  specifics. 


Preventing  and  Curing  Rickets  with 

OLEUM  PERCOMORPHUM 


"T^TOWADAYS,  the  physician  has  at  his 
-*■  ' command,  Mead’s  Oleum  Percomor- 
phum,  a Council-Accepted  vitamin  D product 
which  actually  prevents  and  cures  rickets,  when 
given  in  proper  dosage. 

Like  other  specifics  for  other  diseases,  larger 
dosage  may  be  required  for  extreme  cases.  It  is 
safe  to  say  that  when  used  in  the  indicated  dos- 
age, Mead’s  Oleum  Percomorphum  is  a specific 
in  almost  all  cases  of  rickets,  regardless  of 


degree  and  duration.  Mead’s  Oleum  Percomor- 
phum because  of  its  high  vitamins  A and  D 
content  is  also  useful  in  deficiency  conditions 
such  as  tetany,  osteomalacia  and  xerophthalmia. 

H=  * * 

COUNCIL-ACCEPTED 

Oleum  Percomorphum  With  Other  Fish-Liver  Oils  and  Viosterol. 
Contains  60,000  vitamin  A units  and  8,500  vitamin  D units  per 
gram  and  is  supplied  in  10  c.c.  and  50  c.c.  bottles;  and  in  bottles 
containing  50  and  2 50  capsules. 


MEAD  JOHNSON  & COMPANY,  Evansville,  Indiana,  U.  S.  A. 

Please  enCl0Se  Pr°lessional  "hen  requesting  samples  of  Mead  Johnson  products  to  co-operate  in  preventing  their  reaching  unauthorized  person* 


LOS  ANGELES  OFFICE,  737  TERMINAL  ST.,  TELEPHONE  VANDIKE  4309 
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ADDRESS  CORRESPONDENCE 
GARDEN  GROVE  SANITARIUM 
GARDEN  GROVE,  CALIFORNIA 


Garden  Grove  Sanitarium 

'A  '••  v,  1,1 

is  noted  for  its  Hospitality. 
The  superb  accommodations 
combined  with  complete  medical 
and  diagnostic  service  make  the 
sanitarium  one  of  choice  to  the  discriminating. 

Internal  Medicine 
Nervous  Disorders 
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IZONA  STATE  MEDICAL  ASSOCIATION 


V'OL.  4,  No.  2 


MARCH,  1947 


SCIENTIFIC  SECTION 

NEWER  ASPECTS  OF  PANCREATIC  DISEASE 97 

MODERN  MANAGEMENT  OF  OEDEMA 105 

THROMBOCYTOPENIA  WITH  SPLENECTOMY 114 

THE  PEPTIC  ULCER  PROBLEM 117 

THROMBOSIS  AND  THE  ANTICOAGULANTS - 120 

H.  INFLUENZA  MENINGITIS 125 

PRECANCEROUS  DERMATOSES 1 27 

STUDIES  ON  THE  EFFECT  OF  DILUTING  FLUIDS  ON  SEROLOGICAL  TITRES 1 29 

■ 

EDITORIALS 

VOLUNTARY  MEDICAL  PREPAYMENT  PLANS  AS  THEY  APPLY  TO  RURAL 

COMMUNITIES 133 

INDUSTRIAL  HEALTH  MEETINGS 138 

OFFICE  OF  THE  SURGEON  GENERAL 138 

NEW  WATER  PURIFYING  TABLET  DEVELOPED  BY  ARMY .140 

SURGEON  CATALOGUES  NERVOUS  REACTIONS 140 

MANY  AMERICANS  IMMUNE  TO  MUMPS 141 

AMERICAN  CONGRESS  ON  OBSTETRICS  AND  GYNECOLOGY 141 

ANNUAL  MEETING,  AMERICAN  COLLEGE  OF  CHEST  PHYSICIANS.  142 

AMERICAN,  ACADEMY  OF  ALLERGY 142 

ABSTRACTS,  JOURNAL,  AMERICAN  MEDICAL  ASSOCIATION 142 

JOURNAL  OF  BONES  AND  JOINT  SURGERY 143 

SURGERY,  GYNECOLOGY  AND  OBSTETRICS 143 

ORGANIZATION  SECTION H4 

STAFF  MEETINGS '46 

CLINICAL  PATHOLOGICAL  CONFERENCES 147 

CHICAGO  CONFERENCES '53 

MEDICO-LEGAL  SECTION '60 


ANOTHER  SPRATT  SERVICE 


REDUCE  REFLECTION 


with 


“LESTRA-LITE 


n 


. . . the  scientific  process  of  coating  ophthalmic  lenses  . . . 
perfected  during  the  war. 


Eliminates  up  to  75%  of  Lens  Reflection 
. . . Cuts  Eye  Strain 


SANTA  BARBARA 
1432  State  Street 
Phone  23928 

SAN  DIEGO 
1224  Third  Avenue 
Franklin  5041 

SANTA  ANA 
715  North  Main  Street 
Phone  1 504 

LONG  BEACH 
757  Pine  Avenue 
Phone  629-5  1 


DISTRICT  OFFICES 


BEVERLY  HILLS 
9730  Wilshire  Boulevard 
BRadshaw  2- 1 336 
CRrestview  1 -93  1 8 

WESTLAKE 

2001  Wi'shire  Boulevard 
Los  Angeles 
FEderal  4321 


HUNTINGTON  PARK 
7205  Seville  Street 
LAfayette  6387 

WESTWOOD  VILLAGE 
1059  Gayley  Avenue 
ARizona  9-6786 

INGLEWOOD 
337  East  Queen  Street 

LONG  BEACH 
801  Security  Building 
First  and  Pine  Streets 
Phone  624-28 


GEORGE  W.  SPRATT  OPTICAL  COMPANY 


21  West  Monroe  Street 


Phoenix,  Arizona 


Phone:  43230 
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PIONEER  HOTEL 

J.  M.  PROCTOR,  Mgr. 

i Medical  Profession 

oAlways  Welcome 

Modern  - Air  Cooled  Tucson,  Arizona 


New  Therapy  of  Migraine 

Dihydroergotamine  "Sandoz” 

(D.  H.  E.  45) 

HORTON,  PETERS  and  BLUMENTHAL  (Proc.  of  the  Staff  Meetings  Mayo  Clinic,  July  11,  1945) 
state,  "Our  clinical  experience  with  use  of  the  new  drug  D.H.E.45  in  treatment  of  120  patients  who  had 
migraine,  indicates  that  it  is  a safe  and  efficient  preparation  to  use  in  aborting  acute  attcks  of  hedche." 
HARTMAN  (Annals  of  Allergy,  Nov. -Dec.  1945),  "Complete  or  very  marked  relef  of  the  headache 
and  associatd  symptoms  were  obtained  within  eighty  minutes  in  seventeen  (85%)  of  the  twenty  cases." 
CLEIN  (Annals  of  Allergy,  March-April,  1946),  "It  relieves  allergic  migraine  headaches  in  one  to  three 
hours  and  the  incidence  of  toxic  effects  is  negligible." 

DANNENBERG  (Permanente  Foundation  Med.  Bull.,  July,  1946),  "We  found  lihydroergotamine  tar- 
trate was  completely  free  from  toxic  or  side-reactions  in  the  series  of  patients  treated." 

FRIEDMAN  and  FRIEDMAN  (Ohio  State  Med.  J.  Dec.,  1945),  /In  favorable  cases,  Iramatic  relief  from 
the  migraine  symptoms  can  be  obtained  within  20  to  30  minutes  following  intramuscular  administration 
of  1.0  mg.  of  D.H.E.45." 

Supplied  in  Ampuls  of  1 cc.  Boxes  of  6,  12,  50  and  100 

SANDOZ  CHEMICAL  WORKS,  INC.,  NEW  YORK 

Pharmaceuutical  Division 

West  Coast  Office,  450  Sutter  Street,  San  Francisco  8,  Calif. 


Jj/ie  C^'Uy  //ie  ^€l//y  the  champing  teeth,  the  tonic  and 
:lonic  contractures,  the  incontinence  — all  may  yield  to 
DILANTIN  SODIUM.  The  E.E.G.  can  trace  the  pathologic  brain  wave, 
?et  the  epileptic  may  be  spared  his  terrifying  episodes. 

Powerfully  anti-convulsant  rather  than  dullingly  hypnotic, 

DILANTIN  SODIUM  KAPSEALS*  offer  to  the  epileptic  a sense  of 
ecurity  and  an  opportunity  to  lead  a more  normal  and  useful  life. 
DILANTIN  SODIUM  KAPSEALS  — another  product  of  revolutionary 

v 

mportance  in  the  treatment  of  a specific  disease;  another  of  a 
ong  line  of  Parke-Davis  preparations  whose  service  to  the 
)rofession  created  a dependable  symbol  of  significance  in  medical 
herapeutics— meuicamenta  vera. 


)ILANTIN  SODIUM  KAPSEALS  ( diphenylhydantoin 
odium),  containing  0.03  Gm.  (14  grain)  and  0-1  Gm. 

I14  grains),  are  supplied  in  bottles  of  100,  500  and  1000. 
ndividual  dosage  is  determined  by  the  severity  of  the  condition. 

Trademark  Reg.  U.S.  Pat.  Off. 


’ARKE,  DAVIS  & COMPANY  • DETROIT  32.  MICHIGAN 
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Furunculosis  ...  . second  in  the  series:  "FACIAL  EXPRESSIONS  OF  SICKNESS" 


From  a practical  standpoint,  the  use  of  penicillin  orally  should  be  limited  to  infections  in  which  low  doses  of 


parenteral  penicillin  have  proved  adequate,  for  prophylaxis,  and  for  the  convalescent  stages  of  such  acute  infections 


as  furunculosis.  Here,  when  the  crisis  is  past  and  the  fever  receded,  the  administration  of  100,000  units  of  penicillin 


orally  at  two  or  three  hour  intervals,  day  and  night,  for  48  hours  is  a tested  safeguard  against  relapse.  For  such 


prophylaxis,  tablets  of  calcium  penicillin,  50,000  units  each,  are  available  in  bottles  of  12. 


PENICILLIN  T A II  L L T S II  It  A L li  j 
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“don’t 

smoke” . . 

is  advice  hard  for  patients 
to  swallow.  May  we  sug- 
gest, instead,  SMOKE 

“Philip  Morris  ”? 

Tests  showed  3 out  of 
every  4 cases  of  smokers’ 
cough  cleared  on  changing 
to  Philip  Morris.  Why 
not  observe  the  results 
for  yourself? 
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ood  aEerries  are  more  common  in 

liirants  andyounj  children  than 
in  later  life  ” * 


And  first  in  the  list  of 
offending  foods  is  milk  . . . 
milk,  that  most  vital 
constituent  in  all  infants’ 
and  children’s  diets! 

• Fortunately,  milk  can  be 
replaced  with  MULL-SOY, 
a hypoallergenic  soy  food 
possessing  the  essential 
nutritional  values  of 
cow’s  milk,  but  free  from 
offending  animal  proteins. 

• MULL-SOY  is  a biologically 
complete  vegetable  source 
of  all  essential  amino  acids, 
and  approximates  cow’s  milk 
in  its  percentages  of  protein, 
carbohydrate,  fat  and  mineral 
content  when  mixed  with 
water  in  standard  dilution 
(1:1).  Infants  (as  well  as 
children  and  adults)  find 
MULL  SOY  palatable,  easy  to 
digest,  and  well  tolerated. 

It  is  simple  to  prepare. 

•Levine,  S Z -.  J A M A.  128  283, 

May  26,  1945 

BORDEN’S  PRESCRIPTION  PRODUCTS  DIVISION 

350  MADISON  AVENUE,  NEW  YORK  17,  N.  Y. 


efore 

Mull-Soy 


l 

3 


fier 

Mull-Soy 


In  Canada  write  The  Borden  Company,  Limited 
Spadina  Crescent,  Toronto 


MULL-SOY 

WHFN  Mil  K RFHflMFS  “FDRRinnFN  Ffinn’* 


MULL-SOY  is  a liquid  emulsified  food 
prepared  from  water,  soy  flour,  soy  oil, 
dextrose,  sucrose,  calcium  phosphate,  calcium 
carbonate,  salt,  and  soy  lecithin, - 
homogenized  and  sterilized.  Available  in 
15’/2  fl  oc.  cans  at  all  drug  stores. 
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Clinical  results  — not  laboratory  units  — are  the  true  measure  of 
estrogen  therapy.  And  Squibb  Amniotin,  a truly  natural  estrogen 
of  known  safety  and  effectiveness,  is  backed  by  more  than  seven- 
teen years  of  extensive  clinical  use.  Amniotin  is  well  tolerated 
and  rarely  causes  distressing  side  effects. 

Available  in  a wide  range  of  potencies  and  dosage  forms, 
Amniotin  is  excellently  adapted  to  precision  dosage. 


Squibb 


TRADEMARK 


MANUFACTURING  CHEMISTS  TO  THE  MEDICAL  PROFESSION  SINCE  1858 
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depression  characterized  by 

"chronic  fatigue" 


Depressed  patients  . . suffering  from  psychomotor  inhibition  com- 
plain of  feeling  tired,  of  not  being  able  to  get  started  on  their  daily  tasks, 
and  of  an  abnormal  inclination  to  procrastinate.  They  make  up  their 
minds  that  they  are  going  to  do  a certain  thing  but  they  never  seem  to 
get  to  it.  Everything  seems  too  big  for  them  . . 

In  the  above  quotation,  Kamman  emphasizes  "chronic  fatigue”  as  a 
dominant  symptom  in  the  type  of  depression  most  frequently  en- 
countered in  daily  practice. 


Benzedrine  Sulfate  is  particularly  valuable  in  the  presence  of  "chronic 
fatigue”.  It  will,  in  most  cases,  help  to  overcome  the  depression  and 
thus  enable  the  patient  to  make  a sincere  and  constructive  effort  to 
surmount  his  flifliculties. 

♦Kamman,  G.  R.:  Fatigue  as  a Symptom  in  Depressed  Patients,  Journal-Lancet  65:238  (July)  1945. 


Tablets  and  Elixir 

benzedrine  sulfate 


( racemic  amphetamine  sulfate , S.K.F.) 


Smith,  Kline  & French  Laboratories,  Philadelphia , Pa. 
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Three  points  . . . 


. orally  active 


. . . 

“9tk 


relatively  free  from  side  reactions 


fsvma/v/i'  . . . highly  potent 


To  these  advantages  may  be  added  the  emotional  uplift  or  feeling  of  well-being  which  is  so  often 
encountered  in  the  patient  following  therapy  with  "Premarin."  This  aspect  is  being  favorably 
commented  upon  by  an  increasing  number  of  clinicians. 


To  permit  flexibility  of  dosage  and  enable  the  physician  to  fit  estrogenic  therapy  to  the  particular 
needs  of  the  patient,  "Premarin"  is  supplied  in  two  potencies: 


Tablets  of  1.25  mg.  — bottles  of  20,  100  and  1000. 
Tablets  of  0.625  mg.  — bottles  of  100  and  1000. 
Liquid,  containing  0.625  mg.  in  each  4 cc. 

(one  teaspoonful)  — bottles  of  120  cc. 


CONJUGATED  ESTROGENS 

(equine) 


Ayerst,  McKenna  & Harrison  Limited 


22  EAST  40TH  STREET,  NEW  YORK  16,  N.Y, 
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WRITE  FOR  DETAILED 
LITERATURE 


Narcotic  blank  required 


SMOOTH  LABOR 

Demerol,  the  potent,  synthetic  analgesic, 
spasmolytic  and  sedative,  relieves  labor  pains 
promptly  and  effectively  without  danger  to 
mother  and  child.  There  is  no  weakening  of 
uterine  contractions,  lengthening  of  labor,  or 
postpartum  complication  due  to  the  drug. 
Bad  effects  on  the  newborn  are  practically 
nil:  no  respiratory  depression  or  asphyxia 
from  too  much  analgesia  of  the  mother. 
Simplicity  of  administration  is  another  com- 
mendable feature. 

Available  in  ampuls  (2  cc.,  100  mg.);  vials 
(30  cc.,  50  mg.  / cc.). 


HYDROCHLORIDE 

Brand  of  meperidine  hydrochloride  (isonipecaine) 


CHEMICAL 
COMPANY, 

INC. 

New  York  13,  N.  Y.  • Windsor,  Ont. 


DEMEROL/  trademark  Reg.  U.  S.  Pat.  Off.  & Canada 
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Both  systemic  and  topical  penicillin  administrations  have  been 
found  valuable  in  the  treatment  of  infections  of  the  mouth,  nose  and 
sinuses,  pharynx,  tonsils,  larynx,  and  tracheobronchial  system.1- 2 
Since  respiratory  infections  often  show  a tendency  to  relapse, 
it  is  all-important  to  adhere  to  the  principle  established 
by  clinicians  widely  experienced  in  penicillijr  therapy: 

give  enough-soon  enough-long  enough 

(1)  Menefee,  E.  E„  Jr.,  and  Atwell,  R.  J.'  South.  M.  J.  39:726  (Sept.)  1946. 

(2)  Woodward,  F.  0.,  and  Holt,  T^JRTm.A.  129-589  (Oct.  27)  1945. 

PENICILLIN  SCHENLEY.  Suggested  dosage:  Intra- 
muscular, 20,000  to  40,000  units  every  three  hours, 
continued  until  the  patient  has  been  symptom-free 
for  forty-eight  to  seventy-two  hours.  Topical, 
instillation  of  3 to  5 cc.  of  a solution  containing 
5,000  to  10,000  units  percc.,  repeated  as  frequently 
as  indicated  in  the  judgment  of  the  physician. 


PENICILLIN  TABLETS  SCHENLEY.  Suggested  dosage: 
2 tablets  (50,000  units  each)  every  two  or  three 
hours  day  and  night  until  all  signs  of  infection 
have  been  absent  for  at  least  forty-eight  hours. 
This  treatment  is  suitably  employed  after 
initial  parenteral  therapy,  and  as  an  adjunct  to 
topical  administration. 

Specialized  skills  devoted  to  the  control  of 
bioculture  processes  insure  the  dependability  of 
all  penicillin  products  bearing  our  label. 


EXECUTIVE  OFFICES:  350  FIFTH  AVE„  NEW  YORK  CITY 


SCHENLEY  LABORATORIES,  INC. 


(c)  SchenTey  Laboratories,  tne. 
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Zmuma  and  Nitrogen  Equilibrium 

Recent  recognition  of  the  direct  relationship  between  trauma  and 
protein  loss  has  greatly  improved  the  prognosis  in  postsurgical 
and  post-trauma  patients. 

Striking  and  hitherto  unsuspected  protein  loss  has  been  ob- 
served  in  patients  with  fractures.  Excessive  urinary  nitrogen  ex- 
cretion reaches  its  maximal  point  about  a week  after  the  injury  is 
sustained,  and  thereafter  slowly  diminishes  in  extent,  so  that 
nitrogen  balance  is  restored  in  approximately  four  weeks.1 

In  patients  sustaining  severe  burns,  the  daily  protein  loss  may 
be  equivalent  to  qoo  cc.  of  plasma.2 

In  a study  embracing  23  burned  patients,  nitrogen  balance 
determinations  revealed  excessive  urinary  nitrogen  excretion. 
Nearly  all  patients  were  in  negative  nitrogen  balance  which  was 
most  marked  during  the  first  ten  days.3 

It  thus  appears  that  protein  destruction  and  loss  are  prominent 
and  potentially  detrimental  sequelae  of  trauma,  and  that  every 
effort  must  be  made  to  restore  nitrogen  equilibrium  as  quickly  as 
possible  to  prevent  the  many  deleterious  consequences  of  protein 
depletion.  The  recommendation  has  been  voiced  that  “whenever 
possible,  protein  losses  or  deficiencies  should  be  corrected  by  oral 
feeding.”4 

Among  the  protein  foods  of  man,  meat  ranks  high  not  only  be- 
cause of  the  generous  supply  of  protein  it  provides,  but  also  be- 
cause its  protein  supplies  all  the  essential  amino  acids,  making  it 
applicable  for  every  protein  need  — growth,  tissue  maintenance, 
and  tissue  repair. 

1 Howard,  J.  E.:  Bull.  Johns  Hopkins  Hosp.,  74:313  (May)  1944. 

2 Co  Tui,  C.;  Wright,  A.  M.;  Mulholland,  J.  H.;  Barcham,  T.,  and  Breed, 

E.  S..  Ann.  Surg.  219:815-823  (June)  1944. 

3 Hirshfeld,  J.  W.;  Abbott,  W.  E.;  Pilling,  M.  A.;  Heller,  C.  G.;  Meyer,  F.; 

Williams,  H.  H.;  Richards,  A.  J.,  and  Obi,  R.:  Arch.  Surg.  50:194  (Apr.)  1945. 

•4  Lund,  Chas.  C,  and  Levenson,  S.  M.:  J.  A.  M.  A.  128: 95  (May  12)  1945. 

The  Seal  of  Acceptance  denotes  that  the  nutri- 
tional statements  made  in  this  advertisement 
are  acceptable  to  the  Council  on  Foods  and 
Nutrition  of  the  American  Medical  Association. 


AMERICAN  MEAT  INSTITUTE 

MAIN  OFFICE,  CHICAGO  . . . MEMBERS  THROUGHOUT  THE  UNITED  STATES 
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Still  the  fatal  first  month 


Despite  the  gratifying  dramatic  decline  in  infant  mortality,  there  is  still 
only  slight  reduction  in  the  number  of  deaths  of  infants  wider  one  month.  During 
these  critical  30  days,  among  the  important  precautions  to  be  exercised 
is  the  right  start  on  the  right  foods. 

'Dexin'  has  proved  an  excellent  "first  carbohydrate".  Because  of  its  high 
dextrin  content,  it  resists  fermentation  by  the  usual  intestinal  organisms, 
tends  to  hold  gas  formation,  distention  and  diarrhea  to  a minimum,  and 
promotes  the  formation  of  soft,  flocculent  curds  facilitating  digestion  of 
milk  proteins. 

Easily  prepared  in  hot  or  cold  milk,  'Dexin'  brand  High  Dextrin  Carbo- 
hydrate is  palatable  but  not  too  sweet.  'Dexin'  does  make  a difference. 

‘Dexin’  Reg.  Trademark 


f 

HIGH  DEXTRIN  CARBOHYDRATE 


BRAND 

Composition — Dextrins  75%  • Maltose  24%  • Mineral  Ash  0.25%  • Moisture 
0.75%  • Available  carbohydrate  99%  • 115  calories  per  ounce  • 6 level  packed 
tablespoonfuls  equal  1 ounce  • Containers  of  twelve  ounces  and  three  pounds  • 
Accepted  by  the  Council  on  Foods  and  Nutrition,  American  Medical  Association. 


Literature  on  request 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  9 & 11  East  41st  St.,  New  York  17,  N.  Y. 
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According  to  a recent 

Nationwide  survey-. 

More  Doctors 
smoke  Camels 

than  any  other  cigarette 


Doctors  too  smoke 
for  pleasure.  Their 
taste  recognizes  and 
appreciates  full, rich 
flavor  and  cool  mild- 
ness just  as  yours 
does.  And  when 
three  independent 
research  organiza- 
tions asked  113,597  doctors  — What  cig- 
arette do  you  smoke,  Doctor? — the  brand 
named  most  was  Camel! 


t 
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EXPERIENCE 
TAUGHT  MILLIONS 

the  Differences  in  Cigarette  Quality 


...and  now  the  demand  for  Camels  — 
always  great — is  greater  than  ever  in  history. 


r Your' T- ZONE'  u 
will  fell  you... 

T FOR  TASTE... 

T FOR  THROAT... 

Thats  your  proving  ground 
■for  any  cigarette.  See 
if  Camels  dorrt  ( 
W Suit  your'T’ZONE' 


DURING  the  war  shortage  of  cigarettes 
...that’s  when  your  “T-Zone”  was 
really  working  overtime. 

That’s  when  your  Taste  said,  “I  like  this 
brand”. . . or  . . .“That  brand  doesn’t  suit 
me.”  That’s  when  your  Throat  said,  “This 


cigarette  agrees  with  me”. . . or . . .“That  one 
doesn’t.” 

That’s  when  millions  of  people  found  that 
their  “T-Zone”  gave  a happy  okay  to  the 
rich,  full  flavor  and  the  cool  mildness  of 
Camel’s  superb  blend  of  choice  tobaccos. 

And  today  more  people  are  asking  for 
Camels  than  ever  before  in  history.  But, 
no  matter  how  great  the  demand: 


We  do  not  tamper  with  Camel  quality.  We  use 
only  choice  tobaccos , properly  aged , and 
blended  in  the  time-honored  Camel  way! 


R.  J.  Reynolds  Tobacco  Company 
Winston-Salem,  North  Carolina 
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Body  Mechanics  of  Pregnancy 


• STUDIES  FROM  LIFE  MODELS  DURING  PREGNANCY  • Illustration  by  Charlotte  S.  Holt 


4 LUNAR 


10  LUNAR  MONTHS 


MONTHS 


7 LUNAR  MONTHS 


rKe  postural  changes  during  pregnancy  are  due 

to  the  compensatory  backward  shift  of  the  center  of 
gravity  caused  by  forward  pull  of  the  load  of  the 
pregnant  uterus. 


Note  the  retracted  shoulders,  carriage  of  head 
(pride  of  pregnancy),  and  the  accentuation  of  the  natu- 
ral 1 umbar  lordosis  which  relieves  abnormal  tension  on 
back  and  leg  muscles. 

Camp  Supports  aid  in  reducing  this  forward  trac- 
tion and  assist  the  mother  in  maintaining  better  balance. 


c/yyvp 


8 . H . CAMP  &•  COMPANY 

World' s Large  st  Manufacturers  of  Scientific  Supports 
Jackson,  Michigan  • Offices  in  Chicago  • New 
^ ork  • Windsor,  Ontario  • London,  Fngland 
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DO 

YOU 

KNOW 

WHAT 

THESE 

SYMBOLS 

STAND 

FOR? 


DRUGS 

REXALL  FOR  RELIABILITY 


From  man's  earliest  ages,  the  serpent  is  found 
in  religious,  medical  and  art  symbolism.  It  en- 
joys many  and  varied  connotations,  some  good, 
some  evil.  This  particular  serpent,  with  its  tail 
in  its  mouth,  symbolizes  Eternity— time  without 
beginning  and  without  end. 

The  modern  symbol  of  superior  pharmacal 
service  is  the  familiar  Rexall  sign.  More  than 
10,000  independent,  reliable  drug  stores 
throughout  the  country  display  this  symbol.  It 
means  that  prescriptions  filled  there  will  be 
compounded  with  the  highest  pharmacal  skill, 
from  pure,  potent  drugs.  All  Rexall  drugs  are 
laboratory-tested  under  the  Rexall  control 
system. 

REXALL  DRUG  COMPANY 

LOS  ANGELES,  CALIFORNIA 


PHARMACEUTICAL  CHEMISTS  FOR  MORE  THAN  44  YEARS 
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oi  Minds 


His  diet  is  balanced,  yet  he  is  a borderline  vitamin  defi- 
ciency case.  Like  many  others  whose  occupations  are 
sedentary  and  who  take  little  exercise  otherwise,  his 
caloric  requirements  and  appetite  are  so  small  that  he 
simply  does  not  eat  enough  food  to  supply  adequate 
quantities  of  the  protective  factors.  As  a result  his  case 
record  has  taken  its  place  in  his  physician’s  file  along 
with  those  of  all  of  the  other  varieties  of  dietary  delin- 
quents: the  ignorant  and  indifferent,  patients  “too 
busy”  to  eat  properly,  those  on  self-imposed  and  badly 
balanced  reducing  diets,  excessive  smokers,  alcoholics, 
and  food  faddists,  to  name  but  a few.  First  thought  in 
such  cases  is  dietary  reform,  of  course.  But  this  is  often 
more  easily  advised  than  accomplished.  Because  of  this, 
an  ever-growing  number  of  physicians  prescribe  a vita- 
min supplement  in  every  case  of  deficiency.  If  you’re 
one  of  these  physicians — or  if  you  prescribe  vitamins 
only  rarely— consider  the  advantages  of  specifying  an 
Abbott  vitamin  product:  Quality — Certainty  of  potency 
—A  line  which  includes  a product  for  almost  every  vita- 
min need— And  easy  availability  through  pharmacies 
everywhere.  Abbott  Laboratories,  North  Chicago,  111. 
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PLANNING  • NOT  LUCK 


Planning— not  luck— is  responsible  for 
the  pure,  crystal-clear  solution  of 
NEO-IOPAX  for  urography.  Every  pre- 
caution known  for  obtaining  a sterile  fluid, 
completely  free  from  foreign  particles,  is 
taken  with  this  contrast  medium  during  its  pro- 
duction. And  when  NEO-IOPAX  is  ampuled  it  must 
pass  before  a corps  of  specially  trained  inspectors  whose 
task  is  to  detect  and  reject  any  solution  containing  the  least 
visible  trace  of  extraneous  matter. 

A final  inspection  by  the  physician  himself  before  intravenous  or 
retrograde  injection  is  invited  by  the  water-clear  glass  ampule  in 
which  NEO-IOPAX  is  dispensed. 

NEO-IOPAX,  disodium  N-methyl-3,5-diiodo-chelidamate,  is  supplied  as  a 
-stable,  crystal-clear  solution  in  50  and  75  per  cent  concentrations. 


* 


Trade-Mark  NEO-IOPAX-Reg.  U.  S.  Pat.  Off. 


CORPORATION  • BLOOMFIELD,  N.  J. 

IN  CANADA,  SCHERINC  CORPORATION  LIMITED,  MONTREAL 
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WHEN  CHRONIC  ILLNESS  INCREASES 
THE  NUTRITIONAL  NEEDS 


Chronic  disease,  whether  febrile  or  neoplastic, 
imposes  many  additional  metabolic  demands 
upon  the  organism.  Paradoxically,  appetite  is 
apt  to  wane  at  this  time,  making  satisfaction  of 
these  requirements  difficult.  In  consequence, 
weakness  becomes  excessive  and  the  ability  to 
resist  secondary  infection  is  impaired. 

Because  it  contains  all  of  the  nutrients 
known  to  be  essential,  the  dietarysupplement 
made  by  mixing  Ovaltine  with  milk  can  play 


an  important  role  in  augmenting  the  intake  of 
the  very  nutrients  needed.  This  nutritious  food 
drink  provides  biologically  adequate  protein, 
readily  utilized  carbohydrate,  highly  emulsi- 
fied fat,  B complex  and  other  vitamins  in- 
cluding ascorbic  acid,  and  the  essential  min- 
erals iron,  calcium,  phosphorus.  Its  delicious 
taste  assures  patient  cooperation,  since  it  is 
taken  with  relish,  even  when  most  other  foods 
are  refused. 


THE  WANDER  COMPANY,  360  N.  MICHIGAN  AVE.,  CHICAGO  1,  ILL. 


Three  servings  daily  of  Ovaltine,  each  made  of 
'/>  oz.  of  Ovaltine  and  8 oz.  of  whole  milk,*  provide: 


CALORIES 

669 

PROTEIN 

32.1  Gm 

FAT 

.....  31.5  Gm 

CARBOHYDRATE 

64.8  Gm. 

CALCIUM 

1.12  Gm 

PHOSPHORUS 

0.94  Gm 

IRON 

12.0  mg. 

VITAMIN  A 3000  I.U 

VITAMIN  Bi 116  mg 

RIBOFLAVIN 2.00  mg 

NIACIN 6.8  mg 

VITAMIN  C 30.0  mg 

VITAMIN  D 417  I.U 

COPPER  ..  0.50  mg 


*Based  on  average  reported  values  for  milk. 
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One-injection 
control 
of  diabetes 


the  life  of  many  diabetics,  complicated  by 
the  need  for  two,  and  sometimes  three,  daily 
injections  of  insulin,  can  be  simplified  by  a 
change  to ‘Wellcome’  Globin  Insulin  with  Zinc 
— which,  because  of  its  intermediate  action, 
may  provide  adequate  control  with  only  one 
injection  a day.  This  welcomed  change-over  can 
be  made  in  three  clear-cut  steps: 

1.  THE  INITIAL  CHANGE-OVER  DOSAGE:  On  the  first 
day,  30  minutes  or  more  before  breakfast,  give 
a single  dose  of  Wellcome’  Globin  Insulin  with 
Zinc,  equal  to  2/3  of  the  total  previous  daily 
dose  of  regular  insulin. 

2.  ADJUSTMENT  TO  24  HOUR  CONTROL:  Gradually 
adjust  the  Globin  Insulin  dosage  to  provide  24- 
hour  control  as  evidenced  by  a fasting  blood 
sugar  level  of  less  than  150  mgm.  or  sugar-free 
urine  in  the  fasting  sample. 

3.  ADJUSTMENT  OF  DIET:  Simultaneously  adjust 


carbohydrate  distribution  of  diet  to  balance 
insulin  activity;  initially  2/10,  4/10  and  4/10. 
Any  midafternoon  hypoglycemia  may  usually 
be  offset  by  giving  10  to  20  grams  of  carbohy- 
drate between  3 and  4 p.m.  Base  final  carbohy- 
drate adjustment  on  fractional  urinalyses. 

Most  mild  and  many  moderately  severe  cases 
may  be  controlled  by  one  daily  injection  of ‘Well- 
come’ Globin  Insulin  with  Zinc,  a clear  solution 
comparable  to  regular  insulin  in  its  freedom 
from  allergenic  properties.  Vials  of  10  cc.;  40 
and  80  units  per  cc.  Developed  in  The  Well- 
come Research  Laboratories,  Tuckahoe,  New 
York.  U.S.  Pat.  2,161,198.  Literature  on  request. 


'Wellcome'  Trademark  Registered 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  9 & II  EAST  4IST  STREET,  NEW  YORK  17,  N.Y. 
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vitamin  D,  for 


it  has  been  clearly  demonstrated  that 
children  require  Mamin  D not  only 
during  their  first  two  years  but  for  as 
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available  convenient,  palatable,  high 
potency  vitamin  D preparations  de- 
rived from  natural  sources  in  forms 


to  meet  the  varied  requirements  from 
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earliest  infancy  through  adolescence. 


1.  Am.  J.  Dis.  Child.  6*1  IJulyi  1943- 
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GOLD  THERAPY  in  Rheumatoid  Arthritis 


THE  consensus  of  clinicians  who  have 
had  considerable  experience  with 
aurotherapy  is  that  gold,  despite  its 
recognized  toxicity,  is  the  most  effective 
agent  available  for  the  treatment  of 
active  rheumatoid  arthritis. 

The  following  statements,  quoted 
from  the  article  entitled,  "The  Use 
And  Abuse  Of  Gold  Therapy  In  Rheu- 
matoid Arthritis,”  by  Bernard  I. 
Comroe,  M.  D.  ( J.A.M.A . 128:848- 
851,  July  21,  1945),  constitute  an  ex- 
cellent summary  of  the  present  position 
of  gold  therapy  in  arthritis: 

1  Gold  is  of  no  value  in  any  form  of  joint 
disease  except  rheumatoid  arthritis. 

2  Gold  does  not  benefit  all  patients  with 
rheumatoid  arthritis. 

3  Gold  is  not  the  final  answer  to  the  treat- 
ment of  rheumatoid  arthritis. 

4  Toxic  symptoms  may  appear  at  any  time 
during  this  form  of  therapy. 

5  From  10  to  20  per  cent  or  more  of  pa- 
tients who  have  received  gold  therapy  re- 
lapse after  stopping  the  drug. 

6  Extreme  care  must  be  used  during  gold 
therapy,  and  the  physician  must  be  familiar 
with  the  details  of  such  treatment  before 
undertaking  this. 

7  Injections  of  certain  gold  salts  in  proper 
dosage  may  be  followed  by  subjective  and 
objective  evidence  of  improvement  in  the 
majority  of  selected  patients  with  rheuma- 
toid arthritis. 

Literature  on  request 


MYOCHRYSINE 

GOLD  SODIUM  THIOMALATE  MERCK 

for  the  treatment  of  rheumatoid  arthritis 
MERCK  & CO.,  Inc.  RAHWAY,  N.  J. 
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Perhaps  you  want  your  instruments  and  medic- 
aments on  your  left  and  the  surgical  cuspidor  at 
the  right  near  the  patient  as  illustrated  above. 
Or  you  prefer  just  the  opposite  arrangement, 
shown  in  photograph  B.  Most  users  of  Ritter 
ENT  Units  prefer  the  complete  Unit— with  swing- 
ing cuspidor.  This  model  is  also  made  for  posi- 
tioning at  the  right  (C)  or  left  (D)  of  the  chair. 

Whichever  model  you  select,  you'll  find  new 
operating  ease  with  the  Unit’s  fine  precision  in- 
struments. Give  your  skill  the  advantage  of  the 
modern  equipment  it  deserves,  now. 

distributed  by 

PHYSICIANS  and  HOSPITALS 
SUPPLY  CO.,  Inc. 

141  South  6tli  Street 
MI NNEAPOLIS,  MI XNESOTA 


Which  Ritter  ENT  Unit 
Fits  Your  Practice 
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NEWER  ASPECTS  OF  PANCREATIC  DISEASE 

FELIX  CUNHA,  M.  D. 

San  Francisco,  California 


' AM  one  of  the  novices  here.  I cannot  help  but 
■ take  out  a moment  to  express  my  sincere 
ratitude  to  Doctor  Salsbury  for  having  invited 
le  to  come  here.  I have  the  advantage  of  having 
een  here  now  for  three  days  during  which  the 
ranquility,  the  freedom  from  tension,  the  quiet 
fficiency  with  which  things  are  done  have  made 

deep  impression  on  me.  Being  to  no  mean 
xtent  ranch  and  ranch  products  minded,  the 
elf  sufficiency  of  this  oasis  in  the  desert  is  truly 
mazing.  Particularly  are  these  tilings  truly 
lore  impressionistic  to  one  who  for  years  has 
ummed  up  his  philosophy  of  living  in  the  fol- 
iwing  words. 

This  journey  through  life  is  similiar  to  a long 
ne-way  railroad  trip,  you  are  privileged  to 
aake  as  many  stop-overs  as  you  choose,  you  may 
ake  several  detours,  but  there  is  no  return  trip, 
"his  visit  to  Ganado  represents  one  such  stop- 
per and  one  which  will  not  soon  be  forgotten. 

This  morning  I am  in  a sort  of  numerical  or 
rithmetical  daze.  Dr.  Phil  Thorek  has  told  you 
iow  in  diagnosing  an  acute  abdomen,  there  are 
“ighty-six  different  pathological  possibilities 
vithin  the  adbomen  that  have  to  be  considered 
n a differential  diagnosis. 

Following  this  Doctor  Rigg  told  you  that 
here  are  two  hundred  and  seventy-nine  causes 
>f  headaches.  Dr.  Max  Thorek  cites  1664  or  was 
t 4464  cases  in  which  he  has  done  obliteration  of 
lie  gall  bladder  by  electro-coagulation.  San- 
viched  in  here  somewhere  were  some  remarks 
i b o u t the  simplicity  of  gastric  resection,  as 
'eviewed  by  some  author  in  a recent  journal, 
vith  no  deaths  in  one  hundred  consecutive  cases 
ir  was  it  two  deaths  in  two  hundred  twenty 
iases.  Please  recall  that  I prefaced  these  statis- 
tical citations  by  saying  that  I ivas  in  an  arith- 
metical daze  and  I still  am. 

Before  going  into  the  subject  of  pancreatic 
lisease  I would  like  to  take  the  liberty  of  asking 
a question  of  Dr.  Orr  with  regard  to  the  inci- 
dence of  a higher  mortality  in  males  following 
cholecystectomy.  I believe  one  or  two  other 
speakers  mentioned  the  same  experience.  Could 
this  be  explained  on  the  basis  of  an  interference 

FOOT  NOTE:  Presented  before  the  Harlow  Brooks  Memorial 

Navajo  Clinical  Conference.  Sage  Memorial  Hospital,  Ganado, 

Arizona,  Aug.  29,  1946. 


in  liver  function,  particularly  in  the  inability 
of  the  liver  to  store  glycogen  brought  about  by  a 
moderate  alcohol  intake  over  a long  period  of 
time,  not  a cirrhosis,  not  even  a pre-cirrhotic 
state,  but  lacking  any  truly  descriptive  term,  a 
sub-clinical  hepatitis,  yet  not  thinking  of  hepa- 
titis in  any  way  as  replacement  or  loss  of  tissue, 
but  in  the  main  as  a disturbance  of  liver  glycogen 
reserve. 

The  second  divergence  from  the  subject  I 
would  like  to  take  the  liberty  of  making,  would 
be  to  ask  Dr.  Phil  Thorek  a question.  In  his 
remarks  on  perforated  peptic  ulcer,  he  gave  as 
his  own  experience  and  that  of  others,  that  it 
is  an  exceedingly  rare  occurrence  in  females.  I 
would  agree  with  him  whole-heartedly — up  to 
eighteen  months  ago.  Since  then  I have  seen 
three  cases,  the  last  one  only  two  months  or  so 
ago.  What  at  that  time  was  most  striking  about 
each  and  all  of  them,  was  that  at  no  time,  did 
they  simulate  the  classical  picture  we  have  been 
taught  to  look  for  in  perforated  ulcer. 

True,  they  had  pain,  epigastric  pain,  sharp, 
severe,  but  they  were  not  prostrated,  they  were 
not  in  shock — each  was  able  to  leave  her  work 
in  a downtown  office  building,  get  into  a taxi 
and  get  to  the  hospital  under  her  own  power. 
The  pulse  rate  was  only  moderately  elevated, 
temperature  was  normal  or  slightly  under  nor- 
mal, blood  pressure  levels  unaffected. 

Phases  of  ulcer  conformity  and  activity  seem 
to  follow  a hills  and  valleys  pattern  somewhat 
similar  to  a fever  chart  in  an  intermittant  fever. 

Reminiscing  for  but  a moment  to  cite  a possi- 
ble analogy  to  this  recent  more  frequent  occur- 
rence of  ulcer  perforation  in  the  female — about 
eighteen  years  ago,  Prefessor  Finsterer  had  in 
Vienna  as  his  honored  guest  for  a few  days,  Dr. 
Will  Mayo.  It  so  happened  that  during  the  days 
of  Dr.  Mayo’s  visit,  the  predominence  of  the 
ulcers  resected  were  unusually  large,  penetrat- 
ing deeply  into  the  gastrohepatic  ligament, 
some  into  the  liver  substance  itself,  and  most  of 
such  size,  that  without  exaggeration,  you  could 
put  your  whole  fist  into  their  craters  without 
difficulty,  and  without  stretching  either  the  ima- 
gination or  the  ulcer.  Dr.  Mayo  was  evidently 
disturbed  and  on  the  day  of  his  last  visit  to  the 
clinic  drew  the  Americans  present  aside  and 
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said,  “Don’t  go  home  with  the  idea  that  the 
ulcers  you  have  been  seeing  here  are  what  you 
will  meet  in  America.  Not  so.  Our  ulcer  is  small, 
the  size  of  a dime  usually,  cleanly  punched  out 
etc.,  etc.  You  don’t  have  to  be  so  radical  in  your 
handling  of  them,  as  they  are  here.” 

In  the  course  of  time,  behold,  the  men  in  Amer- 
ica began  to  see  more  and  more  of  the  large, 
deep,  penetrating  ulcer  and  the  men  in  Europe 
more  of  the  small,  sharply  outlined,  clear  cut 
shallow  ulcer.  No  wonder  confusion  existed — 
the  European  surgeon  and  the  American  sur- 
geon were  discussing  peptic  ulcer,  but  each  with 
a different  mental  conception  of  what  he  was 
talking  about.  To  go  back  to  the  point  of  diver- 
gence, could  it  be  that  having  just  passed  thru 
a period  where  the  female  has  been  subject  to 
unusual  stress  and  strain,  more  than  ever  before, 
we  may  be  on  the  threshold  of  a period  wherein 
we  will  see  more  ulcer  perforatons  in  the  female? 
Time  alone  will  answer. 

I noted  that  not  one  or  two  of  the  previous 
speakers  but  several  played  around  with  more 
or  less  facetious  and  disparaging  remarks  about 
the  age  of  forty.  That  is  definitely  vei*y  dan- 
gerous ground.  May  I call  to  your  attention  that 
the  great  Osier  got  into  extremely  hot  water  on 
that  subject  and  was  truly  never  able  to  live  it 
down.  Just  a word  of  caution. 

The  work  on  pancreatic  disease  cited  here  was 
started  before  the  war  as  a research  problem. 
Very  soon  it  established  three  distinct  phases  or 
avenues  along  which  studies  should  proceed. 

The  first  phase  was  that  of  acute  inflamma- 
tory disease  of  the  pancreas.  In  this  phase  we 
believe  we  did  obtain  some  degree  of  success  in 
establishing  certain  helpful  criteria  for  the  han- 
dling of  these  cases  and  the  establishment  of 
certain  laboratory  procedures  as  being  distinctly 
helpful  in  keeping  the  surgeon  informed  as  to 
the  status,  progress  and  prognosis  of  his  case. 
It  is  these  T wish  to  present  here. 

The  second  phase  of  these  pancreatic  studies 
was  concerned  with  the  secretory  activity  of  the 
gland,  an  endeavor  to  establish  normal  limits  of 
trypsin,  amylopsin  and  lipase  values  under  nor- 
mal conditions,  and  then  under  conditions  in 
which  a sub-acute  or  chronic  pancreatic  dysfunc- 
tion is  suspected.  More  specifically,  we  were 
concerned  with  trying  to  establish  a “pancreatic 
achylia”  as  a definite  clinical  entity,  somewhat 
similiar  to  a gastric  achylia,  using  secretin  to 


stimulate  pancreatic  secretion  in  the  same  man- 
ner we  use  histamine  to  provoke  gastric  secretion. 

Into  these  studies  we  tried  to  introduce  the! 
concept  of  “pancreatic  asthenia”.  Not  the  severe 
down  hill  asthenia  as  descrnbed  by  Whipple  as  a i 
sequel  to  acute  pancreatitis,  but  as  an  intermit-  ■ 
tent  sub-clinical  entity  and  we  tried  to  tie  it  in 
with  either  an  achylia  of  pancreatic  secretion 
or  with  disturbance  of  sugar  metabolism  or  insu- 
lin stability. 

We  tried  to  establish  that  such  a pancreatic 
achylia  need  not  necessarily  be  constant  or  per- 
manent but  could  be  intermittent,  and  “inter- 
mittent pancreatic  achylia.” 

Unfortunately  with  war  time  these  studies  had 
necessarily  to  be  postpones  and  our  attention 
focussed  on  the  more  material  and  concrete  pro- 
blems of  civilian  needs.  However  we  are  hopeful 
that  these  studies  will  shortly  be  resumed. 

As  to  the  third  phase  of  these  studies  it  con- 
cerned itself  mainly  with  trying  to  establish  the 
concept  of  chronic  pancreatic  disease  as  a defi- 
nite clinical  diagnosis,  to  furnish  a lead  to  the 
puzzled  medical  man  who  finds  himself  faced 
with  a patient  complaining  of  gastro-intestinal 
distress  not  conforming  in  any  way  to  any  pat- 
tern he  knows  and  wherein  exhaustive  studies 
have  all  been  negative  including  roentgeno- 
graphy of  the  gall  bladder. 

It  was  also  slanted  toward  explaning — par- 
tially at  least  Osier's  six  and  one  half  line  des- 
cription of  the  pathology  of  chronic  pancreatic 
disease  back  in  1890. 

“The  organ  is  firmer  than  normal,  the  inter- 
stitial connective  tissue  is  increased,  and  there 
is  more  or  less  change  in  the  excreting  structures. 
There  mag  he  marked  pigmentary  changes. 
Degeneration  of  the  glandular  elements  is  pres- 
ent in  these  cases.”  Osier’s  great  reputation  was 
founded  upon  a clear  concise  description  of  what 
lie  saw. 

Chiari  in  Vienna,  also  Erdheim,  described  a 
sclerosis  of  the  pancreas  in  about  the  same  words 
with  the  addition  that  they  emphasized  the  size 
of  the  gland,  its  hardness,  its  contraction,  its 
smallness. 

This  third  phase  of  study  was  also  necessarily 
postponed  because  of  sudden  inaccessibility  to 
material  due  to  war  time  conditions. 

To  return  to  the  first  phase  and  report  as  to 
what  actually  was  learned  of  material  value  to 
others  as  well,  we  turn  to  a short  description  of 
the  acute  phase  of  the  disease. 
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How  is  an  acute  pancreatitis  produced.  There 
are  many  ingenious  theories  and  explanations. 

There  has  always  been  an  aura  of  mystery 
surrounding  the  pancreas.  Many  of  the  great 
names  in  medicine  are  associated  with  studies 
of  its  functions.  Claude  Bernard,  de  Graaf, 
Langerhans,  Fitz  of  appendicitis  fame,  Pavlov, 
and  more  recently  Banting  and  Best  are  only 
a few. 

Osier  described  the  symptomatology,  a n d 
under  pathology,  the  fat  necrosis  of  the  acute 
disease.  He  commented  upon  the  possibility  of 
suppurative  pancreatitis  and  reported  thirty- 
seven  cases  all  told  of  pancreatic  disease.  To  the 
subject  of  chronic  pancreatitis  he  devoted  a total 
of  six  and  one-half  lines,  based  apparently  on 
postmortem  observation  alone  and  stated  his 
ideas  as  in  the  quote  above. 

Amplifying  this  slightly  a few  years  later  he 
said  there  may  be  marked  pigmentary  changes ; 
a similar  condition  has  been  found  in  the  liver. 
Degeneration  of  the  glandular  elements  is  pres- 
ent in  these  cases.  The  sclerosis  may  be  asso- 
cated  with  calculi  in  the  ducts 

Today  the  accurate  diagnosis  of  sub-acute  and 
chronic  pancreatic  disease  still  presents  one  of 
the  difficult  problems  of  medicine.  Because  of 
its  extreme  variance  in  symptomatology  and  be- 
cause of  the  inadequacy  of  our  ways  and  means 
of  obtaining  more  specific  knowledge  of  pan- 
creatic secretion  and  function. 

In  spite  of  this  inadequacy,  clinical  experience 
has  taught  us  how  to  manage  these  cases  better. 
In  spite  of  the  fact  that  cases  of  acute  pancreatic 
disease  are  not  common,  yet  we  are  able  to  say, 
not  as  Osier  said  fifty  years  ago,  that  these  cases 
are  uniformly  fatal,  hut  that  a respectable  per- 
centage of  patients  are  able  to  recover  from  tbe 
disease. 

Mechanical  factors  described  as  playing  a 
part  in  the  production  of  acute  pancreatic  dis- 
ease are  all  based  upon  the  concept  that  some 
occlusion  takes  place  in  the  pancreatic  ducts, 
either  the  main  duct  alone  or  along  with  the 
accessary  duct,  thereby  preventing  the  enzymatic 
juices  from  reaching  the  duodenum  and  convert- 
ing the  open  duct  system  into  a closed  one,  the 
enzymes  being  forced  to  back  up  into  tbe  pan- 
creas itself  and  a process  of  autolysis  initiated. 
Without  such  an  occlusion,  reflux  of  bile  along 
the  pancreatic  ducts  into  the  pancreas  substance 
has  also  been  described  as  an  etiological  factor. 

Other  physical  factors  acting  to  bring  about 


changes  in  the  pancreas  might  be  a gallstone  in 
the  duct  of  Wirsung  or  in  the  accessory  pan- 
creatic duct,  a gallstone  at  the  ampulla  of  Vater, 
spasm  of  the  sphincter  of  Oddi,  or  edema  of  the 
duodenum  in  the  region  of  the  ampulla  of  suf- 
ficent  degree  to  cause  occlusion  of  the  common 
bile  duct  and  turn  back  the  normal  onward  flow 
of  bile  at  this  point,  so  that  the  bile  backing  up 
the  common  duct,  meeting  resistance  from  be- 
hind is  forced  into  the  pancreatic  ducts  or  duct, 
then  into  the  substance  of  the  pancreas  where 
by  its  irritant  action,  it  produces  those  changes 
we  associate  with  pancreatitis.  However,  some 
evidence  has  accumulated  that  it  is  possible  for 
a common  channel  mechanism  to  exist  carrying 
simultaneously  both  bile  and  pancreatic  enzyme 
without  harm  to  pancreatic  tissue. 

Up  to  the  present  time,  bile  has  borne  the 
brunt  of  blame  as  being  the  most  important 
single  element  in  the  causation  of  acute  pan- 
creatic necrosis.  The  theories  have  all  been  that 
bile  getting  outside  of  its  normal  physiological 
habitat  and  getting  into  a place  wherein  it  is  a 
foreign  invader  or  into  a field  physiologically 
unadapted  to  resist  the  invader  or  accomodate 
itself  to  its  presence,  has  caused  tissue  destruc- 
tion in  the  pancreas.  Much  experimental  data 
is  favorable  to  the  acceptance  of  this  theory. 
It  is  well  known  that  in  the  experimental  animal, 
injection  of  bile  into  the  pancreatic  ducts  causes 
extensive  necrotc  destruction  of  pancreatic  tis- 
sue. This  experiment  has  been  repeated  on  end- 
less number  of  times  but  does  not  seem  to  lead 
anywhere  iii  helping  to  interpret  pancreatic 
destruction  in  the  living  human  being. 

A multitude  of  experiments  demonstrating 
the  action  of  trypsin  on  different  types  of  tissue 
have  been  performed  to  demonstrate  a possible 
involvement  in  etiology.  By  some,  trypsin  has 
been  considered  an  actual  malefactor.  The  liber- 
ation of  thi$  ferment  of  highly  concentrated 
digestant  action  outside  of  its  normal  confines 
is  present  in  all  cases  of  acute  pancreatic 
necrosis,  but  what  factor  changed  the  controls 
that  it  is  enabled  to  escape  outside  its  normal 
habitat  is  not  known. 

Most  poignant  of  all  this  speculation  is  the 
contention  that  normal  bile  backing  up  from  the 
bile  system  into  the  pancreas  will  not  produce 
pancreatic  necrosis,  that  only  infected  bile,  such 
as  would  be  found  in  an  acute,  sub-acute,  or 
chronic  inflammatory!  process  in  the  gall  bladder 
or  duodenum  will  produce  pancreatic  change 
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and  that  such  change  occurs  by  way  of  abnormal 
secondary  trypsin  activation. 

This  possible  symbiotic  action  of  bile  and 
trypsin,  or  infected  bile  and  trypsin  together 
should  not  be  overlooked.  It  has  been  demon- 
strated that  the  toxic  effect  of  bile  can  be  in- 
creased by  the  presence  of  proteolytic  agent  such 
as  trypsin  could  be,  acting  as  an  advance  guard, 
digesting  any  mucus  or  serum  proteids  which 
might  be  in  the  way  or  acting  as  a defending 
barricade.  Such  types  of  substance  are  known  to 
inhibit  the  action  of  bile.  Trypsin  digestion  of 
such  proteids  would  leave  the  field  clear  for  a 
more  concentrated  and  devastating  action  of  bile. 

Evidence  has  been  produced  to  explain  the 
frequent  association  of  gall  bladder  disease  with 
pancreatitis  on  the  basis  of  direct  extension  of 
infection  from  the  gall  bladder  to  the  pancreas 
by  way  of  a rich  system  of  lymphatics.  This 
same  process  would  hold  true  as  in  the  manner 
of  extension  of  infection  from  an  inflammatory 
gastric  or  duodenal  lesion,  most  freguently  ulcer, 
as  the  anatomical  proximity  to  the  pancreas  is 
common  to  all.  The  fact  that  in  early  acute  pan- 
creatitis the  head  is  the  part  most  frequently 
involved,  and  as  the  head  just  directly  into  that 
retroperitoneal  area  most  rich  in  lymphatics, 
this  observation  is  offered  corroborative  of  this 
evidence.  The  part  played  by  duodenal  diverti- 
culae  situated  at  the  ampulla  of  Vater  has  not 
been  studied  sufficiently.  Here  it  would  be  possi- 
ble for  bile  to  stagnate,  produce  an  irritative 
edema,  become  infected  and  produce  a secondary 
inflammatory  edema,  obstruction  of  the  common 
duct  and  reversal  of  the  biliary  flow.  Consider- 
ing the  increasingly  large  number  of  duodenal 
diverticulae  which  are  being  demonstrated  at 
this  site,  through  or  because  of  improved  methods 
of  roentgenography,  speculating  upon  such  a 
possibility,  although  found  admittedly  infre- 
quent, is  justified.  Unfortunately,  the  surgeon 
operating  upon  a patient  with  acute  pancreatitis, 
in  fairness  to  the  patient’s  chances  of  recovery, 
has  not  the  time  for  extensive  exploration  to 
determine  whether  or  not  a diverticulum  at  the 
ampulla  is  present.  Such  exploration  would 
hardly  be  justified  and  the  difficulties  attending 
the  actual  identification  and  exploratory  exam- 
ination of  such  a diverticulum  even  if  one  were 
present  should  not  be  minimized. 

Embolism  of  the  pancreatic  artery  or  one  of 
its  branches  can  also  be  taken  into  consideration 
as  a possible  etiological  factor  in  the  production 


of  acute  pancreatic  disease.  Along  the  same  line 
of  reasoning  as  that  in  production  of  ulcer,  a 
small  sections  of  pancreatic  substance  from 
their  blood  supply  with  ensuing  production  of 
local  necrosis,  extension  of  this  necrosis,  et 
cetera,  might  well  be  the  mode  followed. 

In  passing  one  might  mention  the  association 
of  acute  hemorrhagic  changes  in  the  pancreas 
with  acute  alcolholism  as  verified  fairly  com- 
monly at  autopsy.  That  some  pancreatic  changes, 
particularly  as  shown  by  changed  blood  sugar 
levels  takes  place,  is  evidenced  clinically  by  the 
cases  which  following  an  alocholic  bout  complain 
of  symptoms  consistent  with  hypoglycemia. 
Ill— SYMPTOMS  OF  ACUTE 
PANCREATITIS 

For  the  past  forty  to  fifty  years  the  stand- 
ard textbooks  of  medicine  have  been  describing 
in  a rather  melodramatic  way  the  symptoms  of 
acute  hemorrhagic  pancreatitis.  Invariably,  the 
symptoms  of  shock  and  collapse  have  been  over- 
emphasized, similarly  to  the  old  descriptions  of 
perforated  peptic  ulcer,  in  neither  of  whch  type 
of  case  is  this  essentially  true.  Such  descriptons 
occur  so  systematically  repeated  that  one  won- 
ders if  the  author  is  of  such  supposedly  authori- 
tative sources  of  information  do  not  lift  some 
previous  work  and  change  here  and  there  some 
wording  or  grammar,  inject  a personal  observa- 
tion, but  either  due  to  lack  of  time  or  sincerity, 
do  not  in  truth  produce  a work  wherein  a dis- 
ease description  is  brought  completely  up  to 
date  in  the  light  of  contemporary  individual  ex- 
perience. 

Pain  is  of  course  the  paramount  symptom. 
It  is  sudden  in  onset,  steady,  continuous,  without 
remission,  located  focallv  just  above  the  umbili- 
cus, usually  transmitted  straight  through  to  the 
back,  to  serve  to  confuse  us  more  in  our  differ- 
ential diagnosis  of  perforated  duodenal  ulcer, 
rupture  of  the  gall  bladder,  stone  in  the  com- 
mon duct  and  what  not.  Clinicians  have  studied 
the  radiation  of  this  pain.  Statistics  are  offered 
and  the  consensus  is  that  radiation  straight 
through  to  the  back  is  one  of  the  almost  constant 
features  of  the  pain  of  acute  pancreatic  disease. 

When  one  has  menioned  pain,  sudden  in  on- 
set, localized  in  an  area  just  above  the  umbilicus, 
severe,  sharp,  radiating  through  to  the  back, 
some  degree  of  nausea  and  vomiting  and  then 
some  degree  of  prostration  and  shock,  one  has 
covered  about  all  that  is  present  in  acute  pan- 
creatitis, but,  unfortunately,  the  same  symptom 
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complex  describes  a great  many  other  acute  up- 
per abdominal  conditions. 

Earlier  writers  stressed  the  fact  that  the 
pain  was  so  severe  that  it  did  not  lend  itself  to 
control  by  morphine  but  such  a statement  de- 
serves some  degree  of  qualification  and  unfor- 
tunately such  a phenomenon  is  present  also  in 
other  upper  abdominal  emergencies,  so  that  the 
point  is  of  little  value  in  differential  diagnosis. 

On  physical  examination  nothing  specifical- 
ly objective  presents  itself  to  help  in  differential 
diagnosis.  Perhaps  the  most  important  point 
that  can  be  stressed  is  that  these  patients  are 
not  in  a state  of  extreme  shock  or  collapse  as  the 
older  writers  and  textbooks  were  so  apt  to  paint 
the  picture. 

The  mere  fact  that  in  a high  percentage  of 
cases  the  pulse,  although  it  may  be  decreased  in 
volume,  is  under  100,  would  bear  out  the  above 
statement.  In  addition,  the  fact  that  there  is  no 
drastic  drop  in  the  blood  pressure  readings  is 
also  confirmatory  evidence  of  the  absence  of 
shock  features. 

If  temperature  is  present,  it  is  almost  al- 
ways in  the  vicinity  of  100  but  in  the  earliest 
stages  of  the  illness  may  be  normal  or  even  sub- 
normal. 

Tenderness,  spasm  and  rigidity  in  the  epi- 
gastrium are  always  present  but  not  in  any  dif- 
ferent manner  as  to  their  degree  or  localization 
that  might  give  any  aid  to  diagnosis.  They  are 
quite  apt  to  be  similar  to  that  in  perforated  ulcer 
or  in  the  colic  of  cholelithiasis. 

IV— LABORATORY  DATA 
Leucocytosis  is  invariably  present,  averaging 
usually  between  10,000  and  15,000  and  by  some 
it  is  thought  that  an  extremely  high  leucocytosis, 
say  in  the  vicinity  of  25,000,  is  indicative  that 
suppuration  has  occured  or  is  occuring. 

The  blood  sedimentation  rate  in  these  cases 
has  been  found  to  differ  so  erratically  that  it  is 
not  of  any  clinical  use  or  value. 

The  urinary  findings  are  negligible.  There 
may  or  may  not  be  an  albuminuria  of  varying 
degree,  bile  may  be  present  in  urine,  particularly 
in  those  cases  in  which  some  biliary  pathological 
condition  is  co-existent,  and  sugar  may  also  be 
present  not  due  to  the  destruction  of  insular 
tissue  but  more  often  due  to  a pre-existing  dia- 
betes. 

The  blood  sugar  level  is  unreliable  for  use 
in  determining  anything  of  value  as  to  diagnosis, 
prognosis  or  treatment.  It  was  rather  interest- 


ing to  read  a recent  paper  written  upon  this  sub- 
ject and  finding  the  clinician  doing  glucose  tol- 
erance curves  on  an  emergency  patient,  losing 
valuable  time  and  subjecting  a patient  to  a mul- 
titude of  laboratory  studies,  which  lead  finally 
to  a meaningless  conclusion,  while  the  patient 
probably  passed  on  to  meet  his  maker. 

One  procedure  however,  and  one  alone  has 
been  found  to  be  of  some  help  in  the  early  diag- 
nosis of  acute  pancreatitis  and  that  is  the  deter- 
mination of  the  blood  diastase  level.  This  point 
is  of  sufficient  importance  in  a field  so  barren 
of  help  that  further  elaboration  is  not  amiss. 

First  an  explanation  is  in  order  as  to  the 
sources  other  than  the  pancreas  from  which 
amylase  may  be  made  available  to  the  blood 
stream.  These  are  the  liver,  the  salivary  glands 
and  the  duodenum.  That  these  sources  furnish 
an  adequate  supply  of  amylase  is  demonstrable 
by  experiment.  In  complete  extirpation  of  the 
pancreas  in  experimental  animals  there  will  be 
an  initial  drop  in  level  with  a subsequent  return 
to  a normal  or  slightly  below  normal  level.  It 
is  this  fact  which  explains  why  a blood  diastase 
determination  is  of  value  only  in  the  early 
phases  of  acute  pancreatitis  before  a compensa- 
tory mechanism  has  begun  to  supply  diastase 
from  other  sources. 

The  explanation  for  a rise  in  the  blood 
diastase  level  in  acute  pancreatitis  lies  in  the 
fact  that  with  a rapid  destruction  of  acinar  mem- 
branes, such  as  takes  place  in  this  condition, 
there  is  a sudden  overflow  of  pancreatic  diastase 
into  immediately  surrounding  pancreatic  tissue 
not  capable  of  holding  this  overflow  or  of  con- 
fining it,  so  that  there  remains  no  other  avenue 
of  escape  for  it  except  into  the  blood  stream. 
If  coupled  with  this  there  is  an  obstruction  of  the 
pancreatic  ducts,  a vicious  cycle  is  completed ; 
there  is  more  pancreatic  tissue  destruction,  more 
ferment  set  loose  and  more  taken  up  by  the 
blood  stream,  so  that  an  estimation  of  the  amount 
present  in  the  blood  at  such  a stage  will  invari- 
ably show  a very  high  amount  over  the  normal. 

The  blood  diastase  level  is,  therefore,  of 
help  only  in  the  earliest  stages  of  acute  pancrea- 
atic  disease,  when  the  greatest  amount  of  de- 
struction of  tissue  takes  place.  If  the  process  is 
an  unusually  severe  one,  death  has  intervened 
in  thirty-six  to  forty-eight  hours,  and  blood  dias- 
tase determinations  are  meaningless.  If  the 
process  is  one  which  has  reached  its  height  at  its 
very  beginning  or  shortly  thereafter,  and  the 
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destructive  process  is  subsiding,  the  blood  dias- 
tase level  will  be  leveling  off  and  will  lose  its 
significance.  There  is  also  the  possibility  in  an 
extremely  severe  case,  of  the  blood  diastase  level 
being  below  normal  instead  of  above,  because 
such  an  unusual  amount  of  tissue  destruction  in 
the  pancreas  has  taken  place  so  quickly  that  no 
pancreatic  ferment  at  all  is  being  produced, 
none  is  available  for  absorption  into  the  blood 
stream,  and  therefore,  the  blood  content  of  it  is 
low. 

The  value  of  repeated  blood  diastase  esti- 
mation as  an  aid  to  judging  whether  the  disease 
process  is  progressing  or  regressing  is  important. 
It  should  be  done  on  an  average  we  find  of  every 
four  hours.  Many  cases  have  been  cited  in  which 
the  rise  and  fall  of  the  diastase  content  of  the 
blood  exactly  coincided  with  the  peak  and  subsi- 
dence of  the  attack. 

Serum  lipase  determinations  follow  about 
the  same  trend  as  serum  diastase  but  the  im- 
mediate clinical  value  of  this  test  is  sharply 
handicapped  in  that  it  requires  a twenty-four 
incubation  period  before  estimation  can  be 
done. 

The  clinical  evaluation  of  the  blood  dias- 
tase test,  is  perhaps  best  expressed  in  the  words 
of  Gray  who  summarized  as  follows,  “elevated 
diastase  values  are  always  indicative  of  acute 
pancreatic  disease  provided  the  clinical  picture 
resembling  acute  pancreatitis  is  present.”  Re- 
peated normal  blood  diastase  levels  made  early 
during  the  height  of  an  attack  of  acute  upper 
abdominal  pain  exclude  the  pancreas  from  con- 
sideration. In  order  that  no  smug  complacency 
may  develop  with  regard  to  this  blood  diastase 
test  it  would  be  well  to  enumerate  some  of  its 
deficiencies:  first,  only  a few  laboratories  in 
smaller  hospitals  and  medical  centers  are  equip- 
ped (although  the  equipment  necessary  is  not 
extraordinary)  to  do  quick  emergency  estima- 
tions of  blood  diastase.  Second,  there  is  a wide 
divergence  of  opinion  as  to  what  is  the  normal 
blood  diastase  level,  as  it  varies  widely  in  dif- 
ferent individuals  and  under  different  condi- 
tions. 

Low  serum  diastase  levels,  sudden  drops  or 
rises  have  not  yet  been  adequately  explained,  at 
least  to  the  point  where  one  may  have  supreme 
confidence  in  using  it  as  a diagnostic  aid  ex- 
cept in  the  one  situation  mentioned,  early  acute 
pancreatic  disease. 

Many  clinicians  prefer  to  use  urinary  amy- 


lase or  diastase  determination,  believing  that  they 
have  the  same  value  as  that  of  the  blood.  That 
is  a matter  of  personal  preference,  but  it  might 
be  mentioned  that  with  all  the  divergances  pos- 
sible blood  diastase  levels  fluctuate  less  widely 
than  urinary.  A lack  of  standardization  exists 
with  regard  to  both  of  these  tests  and  should  be 
remedied  as  soon  as  possible. 

No  better  summation  of  the  value  of  the 
amylase  or  diastase  tests  could  be  made  than 
that  of  Gray  quoted  above. 

The  diastase  value  or  normal  human  blood 
plasma  ranges  from  80  mg.  to  150  mg.  and  the 
average  about  115  mg.  A negative  finding  in 
an  acute  Upper  abdominal  emergency  or  rather 
a normal  finding  will  definitely  rule  out  the 
presence  of  acute  pancreatic  disease. 

A laboratory  technician  should  become  fa- 
miliar with  the  technique  of  doing  the  test  by 
doing  it  at  intervals  on  any  type  of  case  thereby 
decreasing  his  or  her  possibility  and  the  estab- 
lishment of  a “normal”  based  upon  the  experi- 
ence and  technique  of  that  individual  laboratory. 

The  differential  diagnosis  of  acute  pancreati- 
tis is  by  no  means  easy.  Consideration  must 
be  given  to  any  of  the  acute  upper  abdominal 
emergencies.  Dr.  Phil  Thorek  gave  us  eighty- 
four  possibilities  to  think  of  in  his  paper.  Most 
prominent  in  the  order  of  the  frequence  of  oc- 
curence will  be  acute  cholecystitis,  with  im- 
pending gangrene  or  rupture,  rupture  of  a gas- 
tric or  duodenal  ulcer  or  stone  in  the  cystic  or 
common  duct.  Less  prominent  but  to  be  kept 
iu  mind  are  acute  intestinal  obstruction,  mesen- 
teric thrombosis,  crisis  of  tabes,  coronary  throm- 
bosis or  occlusion. 

It  is  in  these  cases  in  which  keen  percep- 
tion in  diagnosis  and  evaluation  of  minor  de- 
tails correctly^  can  turn  the  scales  and  save  a 
patient’s  life.  If  by  a correct  differential  diag- 
nosis acute  pancreatitis  is  deemed  present,  the 
decision  whether  or  not  to  submit  the  patient  to 
operation  arises. 

Here  several  factors  come  into  play,  a good 
knowledge  of  which  will  aid  in  formulating  a 
decision.  Anatomically,  the  pancreas  consists 
of  multi-lobulated  sections  of  tissue  specifically 
differentiated  to  perform  certain  functions, 
mainly  the  production  of  digestive  ferments. 
Each  of  these  lobules  is  separated  from  the 
other  by  a connective  tissue  sheath,  so  that 
each  lobule  is  a functioning  gland  all  to  itself 
and  the  whole  is  contained  in  a capsule,  com- 
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posed  of  rather  closely  knitted  connective  tissue, 
not  capable  of  much  expansion.  In  acute  pan- 
creatitis the  process  is  one  of  which  necrosis  in- 
volving many  of  these  lobules  or  even  all.  A 
long  incision  into  the  pancreas  from  the  head  to 
the  tail  certainly  cannot  hope  to  accomplish 
much  other  than  to  release  into  the  peritoneal 
cavity  the  highly  toxic  end  products  of  a necro- 
tic process  and  liberate  tissue  digesting  ferments, 
particularly  the  proteolytc  enzyme,  trypsin.  It 
is  a question  whether  such  a process  would  be  of 
any  help  to  the  patient.  It  is  obvious  that  to 
incise  and  drain  each  separate  pancreatic  lobule 
would  not  be  feasible  and  ould  accomplish  no 
more  than  the  above. 

The  removal  of  free  fluid  from  the  abdomen 
is  about  all  that  can  be  hoped  to  accomplish  or 
simple  insertion  of  a drain  if  suppuration  or 
abscess  is  present,  but  is  it  not  also  the  opinion 
of  most  that  a closed  peritoneum  has  greater 
defensive  power  than  one  which  has  been  injured 
by  incision  ? 

In  a patient  already  in  a state  of  shock,  his 
or  her  power  of  resistance  definitely  lowered, 
anesthesia  and  operation  may  constitute  the 
added  straw  that  he  is  unable  to  bear  and  be 
the  primary  cause  of  death. 

It  has  been  demonstrated  repeatedly  that 
the  pancreas  itself  has  remarkable  recuperative 
power  and  that,  this  power  is  enhanced  in  the 
presence  of  a closed  peritoneum ; therefore, 
everything  should  be  done  to  avoid  submitting 
these  patients  to  operation  if  possible. 

In  those  cases  in  which  biliary  change  is  a 
contributing  factor,  the  problem  becomes  serious- 
ly complicated.  Drainage  of  the  gall  bladder  is 
the  simplest  surgical  procedure  feasible.  Stone 
in  the  common  duct,  necessitating  exploration  of 
the  duct,  is  usually  too  heavy  a procedure  to  be 
borne  well  by  a patient  unless  possessed  of  an 
unusual  power  of  resistance  and  recuperation. 

One  can  divide  the  cases  of  acute  pancreatic 
disease  into  two  types : the  idiopathic  acutely 
severe  hemorrhagic  and  necrotic  type,  and  the 
usually  less  severe  but  yet  acute  type  in  which 
there  co-exists  definite  biliary  tract  disorders, 
probably  the  etiological  cause  of  the  disease. 

It  is  here  that  keen  diagnostic  skill  can 
come  into  play.  If  the  symptoms  are  violent, 
the  state  of  shock  severe,  the  blood  dastase  and 
urinary  diastase  levels  high,  extreme  conserva- 
tism and  operative  interference  only  as  a last 
resort  are  indicated.  Dr.  Phil  Thorek’s  dictum 


of  carefully  watching  the  patient’s  clinical  chart 
comes  into  play  here.  If  the  symptoms  are  too 
violent,  the  state  of  shock  not  too  severe,  the 
blood  diastase  and  urinary  diastase  levels  suf- 
ficiently high  as  to  be  suggestive,  a fair  clinical 
judgment  that  a perforated  ulcer  or  gangrenous 
gall  bladder  does  not  exist.  Delay  in  operative 
interference  is  indicated. 

If  operation  is  decided  upon,  it  should  con- 
sist only  of  drainage  of  the  gall  bladder  and  the 
suction  and  removal  of  any  fluid  in  the  peri- 
toneal cavity. 

An  abrupt  reversal  in  the  management  of 
these  cases  has  taken  place.  Formerly,  the  dic- 
tum was  that  the  earlier  the  operative  inter- 
vention the  better  were  the  patient’s  chances, 
this  in  spite  of  the  fact  that  operation  per  se 
accomplished  nothing  more  than  a “look  see,’’ 
a verification  of  diagnosis  at  best,  and  injured 
the  invasional  defenses  of  an  intact  peritoneum. 
As  we  look  back  in  retrospect  it  is  hardly  prob- 
able that  the  mere  suctioning  off  of  some  hemor- 
rhagic fluid  was  of  any  help  to  the  patient. 
Those  who  did  survive  operation  did  so  by  the 
Grace  of  God  and  a strong  constitution,  and  not 
because  of  any  surgery.  Operation  is  indicated 
where  there  is  any  doubt  as  to  the  diagnosis 
rather  than  let  a patient  die  from  a possible 
ruptured  ulcer. 

Today  that  is  changed  and  for  the  better. 
A study  of  comparative  statistics  of  ten,  twenty 
and  thirty  years  ago  shows  that  diagnostic  acu- 
men has  undoubtedly  improved  if  measured  by 
the  higher  percentage  of  accurate  diagnosis,  and 
the  mortality  tables  lowered  as  measured  by  the 
number  of  cases  listed  as  recovered. 

The  accepted  treatment  today  is  supportive 
and  symptomatic  in  all  cases  except  those  in 
which  the  indications  are  that  suppuration  has 
intervened.  Then  and  only  then  surgical  drain- 
age might  be  of  benefit.  Expectant  therapy, 
therefore,  divides  itself  into  the  following  meas- 
ures : 

1 . Relief  of  Pain  by  Liberal  Use  of  Mor- 
phine. In  addition  to  the  use  of  morphine  per- 
sonal experience  in  the  use  of  nitroglycerine  has 
been  gratifying  although  in  too  limited  a number 
of  cases.  Dr.  Phil  Tlmrek  has  just  finished  tell- 
ing you  about  bis  own  very  favorable  experience 
with  nitroglycerine  in  such  cases  where  edema 
and  spasm  might  be  contributing  factors  to  pain. 
A number  of  French  writers  have  been  using 
ephedrine  and  their  reports  are  enthusiastic.  I 
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personally  have  not  as  yet  had  the  opportunity 
to  use  ephedrine  in  any  case  and  therefore  can 
offer  no  opinion  corroboratory  or  otherwise. 

Theoretically,  one  may  claim  advantages  for 
its  use ; it  has  anti-spasmodic  and  vasodilation 
properties.  Through  use  of  these  it  is  conceiv- 
able that  should  any  spasm  of  the  sphincter  of 
Oddi  be  present  it  could  be  overcome.  In  its 
action  of  dilation  of  the  common  bile  duct  one 
would  be  warranted  in  assuming  that  the  smaller 
ducts  such  as  the  duct  of  Wirsusg  or  Santorini 
might  in  some  degree  also  be  dilated.  Its  use 
would  tend  to  overcome  any  increase  in  biliary 
pressure  or  any  reflux  of  bile  due  to  such  pres- 
sure, were  it  present.  The  above  is  along  the 
same  line  of  reasoning  as  that  suggested  for  its 
use  as  an  aid  in  the  passage  of  a stone  left  behind 
in  the  common  duct  at  operation. 

2.  Relief  of  Gastric  Distress.  First  and 
most  mportant  here  is  that  nothing  shall  be  given 
by  mouth,  as  stimulation  of  pancreatic  ferment 
production  in  the  tissue  still  intact  would  take 
place  and  thereby  hinder  rather  than  help  the 
situation. 

3.  An  indwelling  Levin  catheter  with  the 
frequent  removal  of  stomach  secretions  is  of  ma- 
terial help.  It  is  not  necessary  to  have  con- 
tinuous suction,  such  as  in  cases  of  obstruction. 

4.  Maintenance  of  Fluid  Balance.  Here 
the  question  of  administration  of  glucose  is  a 
case  of  impaired  pancreatic  function  brings  up 
a problem.  First,  the  question  of  stimulation  of 
pancreatic  activity,  which  is  to  be  avoided  if 
possible,  and  secondly  as  both  hyper  and  hypo- 
glycemia states  have  been  found  in  this  condi- 
tion, the  use  of  intravenous  glucose  is  debatable. 
In  fact,  in  some  cases  in  which  shock  has  been 
present  it  was  debatable  whether  the  state  of 
shock  was  due  to  the  disease  or  to  a hypogly- 
cemia present  as  the  result  of  the  overproduction 
of  insulin.  One  may  take  a middle  of  the  road 
path  by  giving  with  glucose  solution  a sufficient 
amount  of  insulin  to  counteract  it.  Physiologi- 
cal saline  or  Ringer’s  solution  may  be  used  in 
amounts  corresponding  roughly  to  an  estima- 
tion of  the  fluid  loss  caused  by  vomiting  and 
perspiration. 

Surgical  intervention  is  indicated  wherever 
there  is  reasonable  doubt  as  to  the  correctness 
of  the  diagnosis  or  whenever  signs  of  suppur- 
ation intervene.  Dr.  Phil  Thorek’s  dictum  of 
carefully  watching  the  pulse  rate  plus  leukocyte 
comes  into  play  here  too. 


In  advanced  pancreatic  necrosis  or  in  pan- 
creatic abscess,  drainage  of  the  pancreas  is  ac- 
complished by  incision  of  its  peritonea  capsule 
and  the  insertion  of  multiple  drains  into  either 
definite  necrotic  or  suppurative  areas. 

The  care  of  the  skin  and  abdominal  wall 
against  the  action  of  the  tryptic  ferments  re- 
leased by  drainage  is  distressing  to  say  the  least 
and  is  worthy  of  a written  paper  of  itself. 

Some  have  advocated  cholecystectomy  as  a 
measure  for  relieving  biliary  compression.  That 
is  a matter  of  surgical  judgment  based  upon  the 
individual  case  but  it  is  difficult  to  see  where 
it  presents  many  advantages. 

It  is  a more  prolonged  operation  super- 
imposed upon  a patient  who  is  already  depleted 
in  physical  reserve  because  of  his  fight  against 
an  already  present  serious  condition,  and  it  is 
difficult  to  visualize  wherein  removal  of  the 
gall  bladder  will  be  in  sufficient  time  mechani- 
cally to  help  relieve  an  edematous  duodenum 
which  is  acting  by  the  edema  present  to  close 
the  sphincter  of  Oddi.  Bile  will  continue  to 
come  down  the  hepatic  duct  and  if  there  is  an 
impassable  barrier  at  the  duodenal  and  bile 
duct  junctions  the  same  conditions  for  in- 
creased tension  and  reflux  of  bile  into  the  pan- 
creatic duct,  although  it  is  admitted  in  perhaps 
a slightly  lesser  degree,  will  remain. 

It  would  seem  that  cholecystostomy  offered 
more  advantages.  It  is  faster  and  easier  to  do 
and  carries  less  shock  to  the  patient.  It  decom- 
presses the  biliary  system  immediately  by  offer- 
ing another  outlet  for  the  escapeof  bile.  If  gall- 
stones are  present  in  the  gall  bladder,  they  can 
be  removed.  There  is  one  prime  factor  which 
must  be  present  when  deciding  to  do  a cholecys- 
tostomy, and  that  is  the  cystic  duct  must  be 
patent.  It  is  quite  obvious  that  draining  he 
gall  bladder  above  a closed  or  blocked  cystic 
duct  would  hardly  help  in  decompressing  a hy- 
pertensive biliary  system. 

Those  against  cholecystostomy  argue  that 
there  is  a high  rate  of  recurrent  pancreatitis 
following  this  operation  which  does  not  exist 
after  cholecystectomy,  and  that  cholecystectomy 
has  to  be  done  eventually  for  relief  of  this  re- 
current pancreatitis,  so  why  not  do  it  in  the 
first  place? 

A careful  and  fairly  exhaustive  review  of 
the  litetrature  of  the  past  forty  years  is  rather 
barren  of  citations  of  cases  wherein  acute  pan- 
creatitis occured  a second  distinct  and  separ- 
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ate  time  after  survival  of  a first  attack.  Exacer- 
bations of  the  primary  attack,  yes,  but  a second 
siege  separated  by  a reasonable  interval  from 
the  first  one  is  very  rare. 

A word  might  be  said  as  to  the  prophylac- 
tic removal  of  the  gall  bladder  in  each  and  every 
case  in  which  stone  is  present  and  in  those  cases 
of  chronic  cholecystic  disease  of  dysfunction 
without  stone  which  do  not  respond  satisfac- 
torily to  adequate  medical  management  as  a pos- 
sible preventive  of  later  pancreatitis.  So  much 
evidence  exists  of  the  high  association  of  gall 
bladder  disease  with  pancreatitis  that  much 
weight  could  be  given  to  the  proposition  that  it 
might  be  one  of  the  more  important  etiological 
factors  in  its  production. 

Incision  and  drainage  of  the  common  bile 
duct  is  recommended  by  others  and  presents 
many  advantages  from  the  standpoint  of  re- 
lief of  biliary  pressure,  but  it  also  presents  dis- 
advantages in  that  it  is  a more  extensive  opera-, 
tion  to  impose  upon  an  already  seriously  ill 
patient. 

Primarily,  surgical  intervention  in  these 
cases  is  unwarranted  unless  signs  of  biliary  tract 
obstruction  co-exist  or  evidence  of  suppuration 
supervenes.  Operative  risk  progressively  in- 
creases after  the  first  twenty-four  hours. 

The  treating  of  these  patients  conservatively 
has  resulted  in  a marked  diminution  in  mortality. 


This  can  be  seen  by  comparing  the  varying  sta- 
tistics available. 

CONCLUSIONS 

1.  The  most  important  item  in  the  entire 
field  of  pancreatic  disease  is  that  in  deciding 
for  or  against  operation  in  the  acute  cases,  to 
judge  whether  only  an  acute  edema  of  the  pan- 
creas is  present  or  if  necrosis  or  suppuration  are 
present  whenever  this  is  possible. 

2.  There  should  be  a wider  use  of  blood 
diatase  determination  with  a full  appreciation 
that  only  in  early  acute  cases  can  its  possibilities 
be  utilized. 

3.  The  use  of  ephedrine  in  the  early  case 
where  it  can  be  assumed  that  edema  alone  is 
present,  that  more  comprehensive  studies  and 
data  be  made  available  is  recommended.  The 
encouraging  but  meager  reports  available  jus- 
tify such  a plea. 

T.  The  prophylactic  removal  of  a diseased 
or  poorly  functioning  gall  bladder  which  fails 
to  respond  to  adequate  medical  therapy  is  shown 
by  experience  to  be  of  value.  The  same  removal 
of  a gall  bladder  containing  stone  goes  without 
saying.  As  a prophylactic  or  preventive  meas- 
ure against  acute  pancreatitis,  it  is  definitely 
recommended. 

5.  Statistical  evidence  favors  conservatism 
in  the  handling  of  the  acute  cases  and  the  mor- 
tality is  much  lower  whenever  this  has  been 
practiced. 


MODERN  MANAGEMENT  OF  OEDEMA 

IAN  P.  STEVENSON,  M.  DA 
New  Orleans , Louisiana 


f'vVER  TWO  thousand  years  ago  Hippocrates 
^ taught  his  students  that  disease  is  a dis- 
order of  body  fluids.  Many  other  theories  have 
held  the  attention  of  physicians  since  that  time 
but  careful  observers  of  medical  progress  will 
note  that  today  more  and  more  attention  is  being 
devoted  to  these  long  neglected  fluid  or  humoral 
relationships  in  the  body.  Oedema  is  but  the 
end  result  of  a profound  disturbance  in  the  salt 
and  water  metabolism  of  the  body.  As  such,  it 
is  of  importance  not  only  to  cardiologists,  but  to 
students  of  all  diseases  in  any  one  of  which  the 
subtlest  change  in  fluids  and  electrolytes  may 
have  the  most  far  'reaching  significance. 

"Fellow  in  Internal  Medicine,  Alton  Ochsner  Medical  Foun- 
dation, New  Orleans. 

We  are  not  here  concerned  with  the  various 


theories  of  oedema  formation,  however  interest- 
ing they  may  be,  but  rather  with  the  therapeutic 
problem  of  clearing  oedema ; although  this  may 
depend  in  large  measure  upon  the  specific  aeti- 
ology of  the  oedema,  the  fluid  produced  by  dif- 
ferent mechanisms  is  of  such  striking  uniformity 
of  composition  that  the  same  principles  may  be 
applied  in  ridding  the  body  of  oedemas  of  dif- 
ferent origins. 

450  Sutter  Street. 

Oedema  is  a simple  increase  in  the  inter- 
stitial fluid  of  the  body.  Such  fluid  can  accu- 
mulate and  remain  only  if  its  constituents  are 
supplied  and  remain.  Just  as  a patient  cannot 
put  on  weight  unless  the  caloric  intake  exceeds 
the  energy  expenditure,  so  oedema  can  arise  only 
if  the  intake  of  the  elements  composing  it  ex- 


Arizona  Medicine 


March,  1947 


106 

ceeds  the  output.  It  has  been  shown  that  pa- 
tients who  have  had  congestive  heart  failure  are 
more  susceptible  to  the  production  of  oedema 
upon  the  ingestion  of  salt  than  are  controls1. 
It  also  seems  unlikely  that  ihe  kidneys  of  pa- 
tients with  congestive  heart  failure  handle  salt 
in  any  manner  qualitatively  different  from  that 
of  normal  persons2.  Probably,  circulatory 
disturbances  in  the  kidney  prevent  it  from 
excreting  as  much  salt  as  does  the  kidney  of  the 
normal  person  and  the  salt  is  therefore  deviated 
to  the  interstitial  spaces.  During  the  onset  of 
congestive  failure  the  patient  is  in  what  may  be 
described  as  “positive  salt  and  water  balance.” 

Oedema  fluid  does  not  differ  markedly  from 
normal  extracellular  fluid  or  from  plasma.  It 
consists  of  an  alkaline  solution  composed  chiefly 
of  sodium  salts,  principally  chlorides  and  bicar- 
bonates.  The  chloride  and  bicarbonate  are  in 
the  ratio  of  approximately  five  to  one.  The 
total  salt  content  of  the  fluid  is  approximately 
7.5  Gm.  per  litre  of  fluid.  Oedema  fluid  con- 
tains more  chloride  and  potassium  than  blood 
serum  whereas  the  quantities  of  sodium,  bicar- 
bonate, calcium,  urea,  glucose,  and  nonprotein 
nitrogen  are  about  the  same  and  the  protein 
content  is  usually  much  smaller  than  that  of 
serum  (3'4,5,  (i)-  The  composition  of  oedema 
fluid  is  subject  to  the  same  variations  as  is  the 
normal  extracellular  fluid  and  different  degrees 
of  concentration  of  the  salts  relative  to  the  salt 
concentration  of  the  neighboring  cells  may  exist. 
The  fluid  is  more  often  than  not  hypertonic 
for  the  surrounding  cells.  Consequently,  pa- 
tients with  oedema  are  not  so  much  water-logged 
as  “brine-logged.”  Even  the  most  casual  ob- 
server of  patients  showing  congestive  heart  fail- 
ure with  oedema  must  notice  the  extreme  thirst 
and  dry  tongue  of  which  they  frequently  com- 
plain. Such  patients  have  what  is  actually  true 
dehydration,  that  is,  a plain  water  deficiency. 
Unfortunately,  the  word  dehydration  is  loosely 
applied  to  salt  and  water  deficit  with  loss  of 
extracellular  fluid  volume  such  as  is  found  in 
burns  and  shock. 

The  body  tends  to  hold  all  its  substances  in 
steady  concentration  and  sacrifices  volume  be- 
fore changing  concentration,  It  is  therefore  not 
possible  to  dispose  of  oedema  until  the  salt  as 
well  as  the  water  of  this  fluid  has  been  elim- 
inated. This  explains  the  surprising  ineffec- 
tiveness of  mere  water  restriction  without  salt 
restriction  in  ridding  the  body  of  oedema7. 


A certain  amount  of  fixed  base  is  excreted  in  the 
urine  when  the  kidneys  eliminate  metbolic  and 
ingested  acids.  The  kidneys  are  able  to  adapt 
the  excretion  of  this  base  to  the  particular  exi- 
gencies of  the  moment.  It  has  been  well  said 
that  the  kidneys  are  the  ultimate  guardians  of 
the  internal  environment.  They  perform  this 
function  well  and  if  given  adequate  water  they 
can  control  a tendency  either  to  acidosis  or  to 
alkalosis  by  altering  the  constituents  of  the 
salts  they  excrete8,  9i  1(l.  If  there  is  a ten- 
dency to  acidosis,  sodium  is  withdrawn  from  the 
intercellular  fluid  to  neutralize  the  acids  and 
the  kidney  excretes  the  resultant  neutral  salts. 
Such  a situation  is  encountered  in  certain  forms 
of  renal  disease  in  which  acidosis  occurs  due  to 
retention  of  acid  radicles.  This  mechanism  is 
used  in  the  treatment  of  oedema,  when,  by  in- 
ducing a tendency  to  acidosis,  we  seek  to  mobilize 
the  sodium  of  the  intercellular  fluid  and  have 
it  excreted  through  the  kidneys.  After  the  salts 
of  the  oedema  fluid  have  been  thus  eliminated, 
the  water  of  the  fluid  is  free  either  to  be  ex- 
creted through  the  kidneys,  skin  or  lungs  or  to 
replenish  the  water  of  the  dehydrated  cells. 

The  sodium  used  to  neutralize  the  acids, 
whether  metabolic  or  ingested,  leaves  the  body 
in  solution  as  urine.  Hut  water  can  reach  the 
kidneys  only  after  the  other  requirements  of 
the  body  for  water  have  been  satisfied.  The  kid- 
ney is  not  concerned  with  producing  ideal  urine 
but  with  maintaining  ideal  blood  and  body 
fluids.  Urine  water  is  merely  what  the  body 
can  spare  from  its  primary  requirements.  The 
amount  of  water  reaching  the  kidney  will  there- 
fore depend  upon  the  more  pressing  demands  of 
other  bodily  needs.  Patients  who  have  fevers 
or  who  are  perspiring  profusely  in  hot  weather 
will  divert  much  water  from  the  kidneys  to  the 
sweat  glands  for  temperature  regulation.  Pa- 
tients who  are  dehydrated  will  likewise  divert 
water  to  replace  the  reservoir  of  their  intercellu- 
lar fluid  before  allowing  much  for  the  kidneys. 
This  situation  can  occur  in  the  presence  of 
oedema ; if  the  oedema  fluid  is  hypertonic  for 
surrounding  cells  when  the  salts  of  the 
oedema  fluid  are  eliminated,  some  of  the  freed 
water  will  be  withdrawn  into  the  cells  and  will 
not  he  available  for  the  manufacture  of  urine. 
A third  reason  for  supplying  abundant  water 
to  the  body  for  the  formation  of  urine  is  pro- 
vided by  the  impaired  functional  state  of  the 
kidneys  of  most  patients  with  oedema.  A kid- 
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nev  with  low  concentrating  power  naturally 
needs  much  more  water  to  excrete  a given  amount 
of  sodium  than  one  with  high  powers  of  con- 
centration11. 

The  objects  of  a regime  designed  to  rid  the 
body  of  oedema  are  therefore  threefold.  In  the 
first  place,  since  the  kidneys  are  unable  to 
handle  salt  as  effectively  as  they  should,  their 
load  should  be  reduced  and.  this  can-  be- done  by 
the  restriction  of  sodium  in  the  diet.  Thus,  di- 
version of  unexcreted  salt  to  the  intercellular 
fluid  with  consequent  formation  of  oedema  can 
be  greatly  diminished.  Secondly,  the  tendency 
of  the  metabolic  acids  of  the  body  to  neutralize 
the  sodium  of  oedema  fluid  can  be  encouraged 
if  the  natural  leaning  of  the  body  to  acidosis  is 
increased  through  dietary  regulation  and  the 
supplementary  use  of  acids  and  acid  salts.  Third- 
ly, the  elimination  of  sodium  through  the  kid- 
neys can  be  facilitated  and  true  cellular  dehy- 
dration prevented  by  allowing  the  patient  an 
abundance  of  water. 

The  first  requisite  in  the  management  of  these 
patients  is  a diet  low  in  salt  and  sodium.  The 
average  person  normally  ingests  between  5 and 
12  Gm.  of  salt  daily  according  to  his  liberality 
with  the  salt  shaker.  The  usual  hospital  “low- 
salt”  or  “salt -free”  diet  actually  contains  often 
as  much  as  3 to  4 Gm.  of  salt  a day  and  is  not 
much  improvement  over  simple  removal  of  salt 
added  from  the  table.  The  daily  diet  of  these 
patients  should  contain  between  1 and  2 Gm. 
of  salt.  The  original  Karrel  diet  is  low  in  salt 
by  virtue  of  the  fact  that  it  is  low  in  everythng 
and  is  in  effect  a starvation  regime.  It  contains 
about  1 Gm.  of  salt  daily  in  800  c.  c.  of  milk  di- 
vided into  four  portions.  Such  a diet  is  suit- 
able for  the  more  severely  ill  patients  in  the 
acute  stages,  but  if  continued  long,  will  soon 
cease  to  satisfy  both  the  appetite  and  the  dietary 
requirements  of  the  patient.  Other  more  varied 
diets  must  be  used.  It  has  been  found  infeas- 
ible to  reduce  the  salt  in  the  diet  below  1 Gm. 
daily.  If  diets  containing  as  little  as  0.5  Gm. 
are  used,  although  the  oedema  may  subside  some 
what  sooner,  the  protein  intake  is  inadequate'. 
This  is  not  surprising  when  we  consider  that 
45  Gm.  of  animal  protein  contains  1 Gm.  of 
salt.  It  must  be  remembered  that  the  reduc- 
tion of  salt  alone  will'  not  do  much  towards  clear- 
ing oedema.  Every  gram  of  salt  holds  with  it 
in  the  interstitial  fluid  150  c.  c.  of  water.  Re- 
ducing the  salt  intake  from  5 to  1.5  or  2 Gm. 


daily  will  therefore  provide  for  a diuresis  of  only 
about  500  c.  c.  However,  the  reduction  is  im- 
portant in  the  prevention  of  further  oedema. 

According  to  Schemm12  it  is  more  important 
that  the  diet  have  a neutral  or  acid  ash  than 
that  it  be  low  in  salt.  By  this  means  the  diet 
adds  no  new  excess  basic  elements  to  the  body 
and  the  naturally  produced  metabolic  acids  are 
neutralized  by  intercellular  sodium  which  is 
withdrawn  from  the  oedema  fluid.  Oedema  has 
failed  to  clear  in  some  cases  when  the  salt  con- 
tent of  the  diet  was  reduced  to  0.5  Gm.  daily7, 
and  the  explanation  may  be  that  the  diets, 
even  though  low  in  salt,  were  basic  in  reaction. 
Acid  ash  diets  suitable  for  use  in  these  patients 
have  been  published  by  Newburgh13  and  have 
recently  been  simplified  to  the  point  of  practi- 
cality by  Schemm12.  Such  diets  are  built  sim- 
ply upon  the  fact  that  milk,  all  vegetables  and 
all  fruits  except  prunes,  plums  and  cranberries 
yield  an  alkaline  ash.  These  foods  are  therefore 
restricted  but  an  abundance  of  acid-ash  foods 
such  as  meat,  chicken,  eggs,  fish,  cereal  foods, 
brown  bread  and  the  three  excepted  fruits  is 
allowed.  The  diets  are,  in  addition,  low  in  salt 
and  sodium,  and  contain  about  0.85  Gm.  sodium 
and  2 Gm.  salt.  They  may  be  easily  adjusted  to 
accommodate  other  diseases  such  as  obesity,  pep- 
tic ulcer  and  diabetes.  They  are  no  more  com- 
plicated than  diabetic  diets  and  are  probably 
even  less  trouble  to  prepare.  Although  they 
may  require  iron  and  vitamin  supplements,  this 
can  be  easily  arranged.  Unsalted  butter  can 
usually  be  bought  from  a dairy  and  unsalted 
bread,  if  not  obtainable  from  a bakery,  can  be 
made  by  using  water  (instead  of  milk)  and  salt 
free  butter  without  much  trouble  or  sacrifce 
of  taste.  The  patient  may,  however,  complain 
of  boredom  with  the  unsalted  food  but  the 
tastelessness  can  usually  be  alleviated  consider- 
ably by  allowing  the  addition  of  granulated  am- 
monium chloride  used  in  a salt-shaker.  The 
only  objection  to  the  similar  use  of  potassium 
chloride  is  it's  stinging  taste. 

The  acidifying  tendency  of  the  diet  is  usually 
enhanced  by  the  administration  of  acidifying 
agents  such  as  ammonium  chloride  and  some- 
times dilute  hydrochloric  acid.  These  sub- 
stances probably  act  as  diuretics  by  withdraw- 
ing fixed  base  from  the  extracellular  fluid  for 
the  neutralization  of  their  acid  radicles.  It  is 
also  conceivable  that  the  acidosis  they  induce 
alters  the  osmotic  pressure  forces  of  the  extra- 
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cellular  fluid  in  accordance  with  the  Donnan 
equilibrium  theory  and  that  a consequent  with- 
drawal of  body  water  (and  associated  electro- 
lytes) results14.  If  ammonium  chloride  is 
ingested,  the  ammonium  radicle  is  for  the  most 
part  changed  to  urea  in  the  liver  and  the  urea 
content  of  the  blood  and  urine  rises.  Only  slight, 
if  any,  increases  in  ammonia  in  the  systemic 
blood  are  detectable15.  Removal  of  the  am- 
monium radicle  then  permits  the  development 
of  acidosis  secondary  to  preponderance  of  the 
chloride  radicle.  The  blood  chloride  rises  and 
the  carbon  dioxide  combining  power  decreases. 
This  latter  effect  is  obtained  with  doses  of  over 
5 6m.  daily ; if  the  doses  exceed  8 Gm.  daily, 
there  is  a definite  lowering  of  the  blood  pH.  The 
kidneys  compensate  for  the  increased  acid  by  an 
increased  production  of  ammonia.  The  com- 
pensation is,  however,  incomplete  and  a certain 
amount  of  fixed  base  is  necessarily  withdrawn 
from  the  body  along  with  the  excess  acid  radicles. 
This  amount  will  naturally  be  greater  in  pa- 
tients with  renal  disease  in  whom  the  power  of 
ammonia  formation  is  impaired.  In  a case  of 
Gamble14  about  50%  of  acid  radicle  remain- 
ing after  formation  of  urea  was  covered  by  the 
new  ammonia  formation  and  there  was  in  this 
patient  (with  renal  disease  and  oedema)  a loss 
of  considerable  fixed  base.  Haldane10  in  ex- 
periments on  himself  found  on  ingesting  am- 
monium chloride  that  the  amount  of  ammonium 
chloride  appearing  in  his  urine  was  about  two- 
thirds  of  the  amount  ingested.  In  his  case, 
therefore,  with  presumably  normal  kidneys,  one- 
third  of  the  acid  salt  ingested  was  available  for 
the  removal  of  fixed  base  from  the  extracellular 
fluid.  If  we  accept  this  figure,  then,  the  inges- 
tion of  6 Gm.  of  ammonium  chloride  daily  would 
give  about  2 Gm.  of  excess  acid  radicle  available 
for  the  withdrawal  of  fixed  base.  Less  than  2 
Gm.  of  sodium  would  be  withdrawn  and  with 
this  amount  would  go  not  more  than  600  c.  c. 
of  water.  This  is  not  much  in  a severely  con- 
gested patient  and  even  this  figure  would  not 
be  attained  if  the  smaller  amount  of  4 Gm.  daily 
advocated  by  Schemm12,  17  is  given.  There- 
fore, the  drug  might  as  well  be  offered  in  more 
effective  quantities  and/in  the  experience  of  the 
author  better  results  have  been  obtained  by  giv- 
ing 5 to  7 Gm.  daily.  However,  ammonium 
chloride  is  not  to  be  prescribed  flippantly -or 
indefinitely.  If  large  amounts  are  used,  severe 
acidosis  may  develop  and  short  of  this  there 


may  be  compensatory  hyperpnoea  which  may 
increase  the  respiratory  discomfort  of  the  pa- 
tient. The  work  of  the  kidneys  is  increased  by 
the  excretion  of  the  extra  solids  and  the  func- 
tions of  the  liver  may  be  depressed.  Plain 
coated  tablets  of  ammonium  chloride  may  cause 
nausea  anti  even  vomiting  from  gastritis,  and 
enteric  coated  ones,  although  more  palatable,  j 
may  not  always  dissolve. 

It  is  probably  better  to  give  ammonium  chlor- 
ide cyclically  and  if  mercurial  diuretics  are  be- 
ing used,  it  is  better  to  synchronize  the  two 
medicines  so  that  the  ammonium  chloride  “pre- 
pares” the  patient  for  the  mercurial.  The  ac- 
tion of  the  mercurial  diuretic  depends  upon  the 
depression  of  tubular  reabsorption  of  chloride,  i 
The  use  of  ammonium  chloride  increases  the 
chlorides  available  for  this  “ non-reabsorption.  ” 
When  plasma  and  tissue  chlorides  have  become 
depleted  as  a result  of  combined  salt  restriction 
and  mercurial  diuresis,  the  mercurials  cease  to 
have  any  effect  until  chlorides  are  replenished 
and  this  can  be  done  best  by  the  use  of  am- 
monium chloride.  However,  this  depletion  can 
be  prevented  and  the  mercurial  action  enhanced 
if  the  ammonium  chloride  is  given  regularly  for 
three  or  four  days  before  the  injection  is  ad- 
ministered. 

Dilute  hydrochloric  acid  is  an  excellent  ad- 
juvant to  the  action  of  the  ammonium  chloride. 
The  water  drunk  by  the  patient  can  be  acidified 
by  the  addition  of  0.5  to  0.7  c.  c.  of  dilute  (10%) 
hydrochloric  acid  for  each  200  c.  c.  of  water. 

In  this  way  about  5 to  10  c.  c.  of  dilute  hydro- 
chloric acid  may  be  taken  easily  and  if  the 
patient  does  not  object  to  the  taste,  much 
larger  amounts  may  be  given.  If  10  c.c.  are  tak- 
en, the  patient  ingests  the  equivalent  of  about 
1 .4  Gm.  of  ammonium  chloride  which  may  be  of 
distinct  help.  Such  acidified  water  is  best  taken 
through  a straw. 

The  final  requisite  is  to  ensure  an  adequate 
intake  of  water.  It  is  generally  agreed  that 
every  person  needs  1500  c.  c.  of  water  daily 
for  water  of  vaporization  and  stool  and  1500 
c.  c.  for  satisfactory  urine  volume11.  Some  wa- 
ter, perhaps  as  much  as  1000  c.  c.,  is  naturally 
derived  from  the  food  in  the  diet.  Apart  from 
this,  however,  at  least  2500  to  3000  c.  c.  of  water 
is  required  daily  by  the  average  patient  if  his 
normal  needs  are  to  be  satisfied.  As  already 
mentioned,  the  necessity  for  water  is  greatly 
increased  if  much  water  is  used  for  temperature 
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regulation  or  if  the  kidneys  are  impaired.  The 
development  of  oedema  does  not  free  a patient 
from  these  varied  demands  and  his  fluid  in- 
take should  be  high  enough  to  gratify  them.  It 
will  need  to  be  even  higher  if  he  is  dehydrated 
and  this  may  well  be  the  ease  despite  the  pres- 
ence of  oedema.  Workers  in  this  field  are  be- 
coming increasingly  aware  that  fluids  should  be 
allowed  freely  to  patients  with  congestive  heart 
failure7, 19,20. 

Schemin’ 2’  17>  21  has  gone  even  further 
and  believes  that  a high  fluid  intake,  so  far 
from  being  detrimental,  is  actually  beneficial  to 
such  patients.  Although  Sehemm  in  his  latest 
article21  denies  that  any  of  this  effect  is  due 
to  “washing  out”  of  salt,  there  is  considerable 
evidence  to  the  contrary.  Stewart  and  Rourke22 
showed  that  administration  of  considerable 
amounts  of  glucose  solutions  caused  reduction 
of  the  volume  of  extracellular  fluid  as  indi- 
cated by  loss  of  weight  and  sodium.  More  re- 
cently, Wolf23, 21  has  shown  that  if  water 
is  administered  continuously  over  long  periods, 
the  urine  output  exceeds  the  fluid  intake  and 
dehydration  results.  In  his  experiments,  when 
a steady  state  had  been  reached  the  urinary 
output  alone  was  8 per  cent  more  than  the  in- 
take rate  and  the  actual  loss  of  water  must  have 
been  greater  becarse  skin  evaporation  was  go- 
ing on  at  the  same  time.  These  results  appear  to 
be  due  to  the  fact  that  for  every  cubic  centi- 
metre of  urine  there  is  a minimal  diuretic  ex- 
cretion of  1.2  mgm.  of  chloride  and  if  water 
only  is  given,  there  is  a consequent  loss  of  body 
chloride.  Additional  water  is  lost  to  maintain  a 
constant  concentration  of  chloride.  Therefore, 
the  more  urine  is  formed,  the  more  will  chloride 
be  lost  and  oedema  cleared. 

The  present  author  has  found  such  high-fluid 
intakes  often  extremely  effective  and  is  quite 
uninhibited  in  the  use  of  relatively  large  quan- 
tities. As  much  as  8000  c.  c.  of  water  in  a single 
day  has  been  given  to  a severely  congested  pa- 
tient with  marked  benefit,  and  Sehemm  has  of- 
ten used  such  amounts.  Occasionally,  a patient 
may  complain  of  a sense  of  fulness  and  the 
oedema  may  actually  increase  for  a day  or  so 
as  the  tonicity  of  the  oedema  fluid  is  reduced  by 
the  water,  but  these  symptoms  are  transitory  and 
insignificant.  In  two  of  his  patients  Schroeder7 
found  that  sudden  increases  in  fluid  intake 
produced  symptoms  of  water  intoxication  pre- 
sumably due  to  dilution  of  electrolytes.  These 


patients  had  severely  damaged  kidneys  which 
were  apparently  unable  to  take  care  of  the  new 
load  of  water  and  there  was  diversion  to  the  in- 
tercellular spaces.  The  occurrence  of  the  symp- 
toms noted  in  Schroeder ’s  two  patients  who 
had  weakness,  prostration,  muscular  cramps  and 
drowsiness  is,  however,  very  rare  in  these  cases. 
They  have  not  been  encountered  by  the  present 
author  or  by  Sehemm17,  and  they  are  in  any 
case  not  serious.  They  are  mentioned  to  stress 
the  point  that  indiscriminate  use  of  any  thera- 
peutic measure  may  be  detrimental  and  there 
may  be  some  patients  in  whom  a high  fluid  in- 
take is  not  feasible  or  beneficial  although  it  is 
believed  that  such  cases  are  extremely  few.  Af- 
ter oedema  has  cleared,  the  water  intake  should 
naturally  be  reduced  to  the  amount  necessary  to 
satisfy  the  normal  needs  of  the  patient,  taking 
into  consideration  the  previously  mentioned 
factors  of  temperature  regulation  and  kidney 
function.  High  fluid  intakes  after  oedema  has 
cleared  may  lead  to  dehydration  as  indicated  by 
the  work  of  Wolf23;  furthermore,  large 
amounts  of  water  in  surgical  patients  who  are 
not  oedematous  may  apparently  cause  derange- 
ment of  renal  control  of  plasma  electrolyte  com- 
position with  depletion  of  sodium22,  a situ- 
ation which  will  not  occur  in  these  patients  if 
the  water  intake  is  reduced  as  the  oedema 
clears. 

Lest  it  be  argued  that  such  a high  fluid  intake 
will  over-burden  the  heart,  it  may  be  stated 
(quoting  Sehemm12)  that  an  oral  intake  of 
8000  c.  c.  daily  adds  only  16  pounds  to  the  four 
tons  of  fluid  moved  by  the  heart  in  half  a day. 
If  one  litre  of  water  is  given  by  vein  in  an  hour, 
it  moves  along  with  the  150  to  300  litres  ordin- 
arily moved  by  the  heart  in  that  time.  The 
circulation  is  protected  from  overburdening  by 
the  valves  present  in  the  ability  of  the  kidneys 
to  excrete  water  rapidly  and  by  the  ability  of 
68,000  square  feet  of  capillary  bed  to  dilate 
and  develop  a sieve-like  permeability  to  water 
and  electrolytes. 

The  actual  amounts  of  water  given  in  excess 
of  the  natural  bodily  needs  will  vary  with  indi- 
vidual circumstances.  There  is  little  merit  in 
giving  large  amounts  of  water  when  oedema 
is  responding  to  other  measures ; on  the  other 
hand,  the  present  writer  has  noted  (as  did 
Schroeder7  and  Sehemm17  that  increasing  the 
fluid  intake  adequately  may  produce  improve- 
ment in  previously  unresponsive  patients.  If 
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the  fluid  cannot  be  taken  by  month,  it  can 
be  given  intravenously  and  is  best  given  as 
a solution  of  5%  glucose.  A 10%  solution  of  glu- 
cose will  only  add  to  the  dehydration  (through 
glycosuria  without  supplying  water  to  the  cells. 

This  regime  in  no  way  conflicts  with  other 
measures  being  undertaken  for  the  treatment  of 
the  oedema  itself  or  the  primary  cause  of  the 
latter;  it  is  certainly  not  intended  to  replace 
measures  directed  toward  improving  the  cir- 
culation. The  diuretics  of  the  xanthine  and 
mercurial  groups  may  be  freely  given  and  in 
the  more  advanced  cases  are  usually  necessary, 
(it  is,  of  course,  all  the  more  important  to  sup- 
ply abundant  water  when  a strong  mercurial  is 
being  administered  if  dehydration  is  to  be  pre- 
vented). It  should  never  be  forgotten  that  in 
heart  disease  digitalis  is  still  the  most  important 
of  all  diuretics  ; indeed,  it  was  the  diuretic  effect 
in  dropsy  which  was  first  noticed  and  which 
led  Withering  to  introduce  it  into  medical  prac- 
tice long  before  its  significant  actions  were  fully 
appreciated.  Although  Withering  was  well 
aware  of  the  effect  of  digitalis  on  the  pulse  and 
the  heart,  lie  was  principally  impressed  by  its 
almost  incredble  diuretic  effects. 

Although  the  regime  outlined  is  simple,  it 
nevertheless  will  fail  unless  due  attention  is 
paid  to  detail.  From  the  beginning  intake  and 
output  must  be  carefully  measured  and  it  is  even 
more  important  that  if  possible  the  patient  be 
weighed  daily  before  breakfast.  Since  an  in- 
crease of  8%  of  the  weight  of  a limb  is  neces- 
sary before  pitting  oedema  appears,  changes  in 
weight  are  obviously  much  earlier  indications  of 
changes  in  progress.  The  patient  must  be  cau- 
tioned to  follow  the  regime  carefully  at  first; 
later,  relaxations  may  be  permitted  according  to 
circumstances.  However,  constant  vigilance  is 
necessary  to  avoid  apparently  trivial  but  per- 
haps significant  changes  in  the  diets  and  other 
features  of  the  regime.  Care  must  be  taken  to 
see  that  no  added  seasoning  or  salt  and  no  saline 
earthartics  or  soda  for  indigestion  are  taken. 
Schemm21  has  recently  pointed  out  some  of 
the  commoner  pitfalls  in  this  regime.  The  phy- 
sician must  devote  some  time  to  the  explanation 
of  the  elementary  theory  and  practice  of  the 
regime;  for  if  the  patient’s  interest  can  be  stimu- 
lated and  later  gratified  by  practical  results,  he 
will  usually  follow  the  program  faithfully. 

Yet  it  must  not  he  thought  that  this  treatment 
can  materially  affect  the  primary  condition  pro- 


ducing the  tendency  to  oedema  except  in  so  far 
as  the  nutrition  of  the  tissues  (including  those 
of  the  heart)  is  improved  and  the  burden  of  the 
heart  decreased  by  removal  of  the  oedema.  The 
symptomatic  relief,  however,  is  usually  pro- 
found, and  alone  would  justify  the  measures 
adopted. 

Several  illustrative  cases  are  briefly  cited.* 
Case  1 : W.  M.,  a 50  year  old  man  who  had 
bronchial  asthma  and  chronic  bronchitis  with 
pulmonary  heart  disease  (chronic  cor  pulmonale) 
and  arteriosclerotic  heart  disease,  manifested 
marked  congestive  heart  failure  with  anasarca 
which  failed  to  respond  to  a previous  regime 
of  digitalis  and  bed  rest.  Fluids  were  forced 
abundantly  so  that  for  the  eighteen  days  of 
his  hospital  stay  he  never  took  less  than  3500  c.c. 
of  water  daily,  and  averaged  5000  c.c.  daily, 
attaining  on  one  day  an  intake  of  over  8000 
c.c.  Ilis  urinary  output  rose  from  1500  c.c.  the 
first  two  days  to  7000  c.c.  on  the  fifth  day  and 
for  the  next  thirteen  days  was  always  over  3000 
c.c.  daily.  His  weight  dropped  during  this  ad- 
mission from  168  to  140  lbs.  and  he  was  dis- 
charged with  a residual  cough  but  without  any 
evidence  of  congestion.  This  patient  might,  of 
course,  have  done  very  well  on  a low  fluid 
regime  but  the  case  at  least  illustrates  the  fact 
that  no  harm  need  come  from  forcing  fluids  in 
severely  congested  patients. 

Case  2:  E.M.,  a 52  year  old  woman  with 
hypertensive  and  arteriosclerotic  heart  disease 
and  marked  congestive  failure,  had  previously 
failed  to  respond  to  a variety  of  measures;  on 
the  regime  outlined  in  this  paper  her  weight 
dropped  from  170  to  140  lbs.  in  ten  days.  Her 
fluid  intake  was  not  as  high  as  in  the  previous 
case  due  to  lack  of  cooperation,  but  it  was  never 
less  than  1800  c.c.  daily  and  usually  well  over 
2000-2500  c.c.  daily. 

Case  3:  J.O’C.,  a 78  year  old  man  who  had 
arteriosclerotic  heart  disease  and  auricular  fibril- 
lation with  a slow  ventricular  rate,  manifested 
severe  anasarca  on  admission.  After  thirteen 
days  of  the  treatment  described  in  this  paper 
his  weight  had  dropped  from  132  to  110  lbs. 
The  important  point  about  this  patient  is  that 
the  ventricular  rate  was  originally  slow  (with- 
out digitalis),  being  around  70  to  80  and  rarely 
above.  He  was  not  digitalized  and  his  heart 
rate  did  not  decrease  to  any  significant  degree 
when  he  was  put  to  bed.  The  changes  in  the 
extracellular  fluid  and  the  loss  of  oedema  may 
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therefore  reasonably  be  attributed  to  the  regime 
prescribed  and  hardly  at  all  to  changes  in  cir- 
culatory dynamics.  He  was  started  on  the  Karrel 
diet  and  later  given  a low-salt  acid  ash  diet. 
Despite  poor  cooperation  in  drinking  water  his 
intake  was  usually  around  2000  c.c.  daily. 

Case  4:  S.M.,  a 3 V2  year  old  boy,  had  chronic 
glomerulonephritis  and  considerable  oedema 
which  had  always  increased  with  upper  respira- 
tory infections  and  had  been  extremely  intract- 
able. Upon  admission  the  boy’s  weight  was  45 
lbs.  and  he  was  very  cedematous.  He  was  kept 
on  an  ordinary  salt-free  regime  for  some  days 
without  change.  He  was  then  put  on  a low-salt 
acid  ash  diet,  fluids  were  forced,  Iris  water 
was  acidified  and  he  was  given  large  amounts 
of  ammonium  chloride.  His  weight  dropped  in 
nine  days  to  34  lbs.  It  was  mantained  there 
for  a few  days  and  he  was  then  taken  off  this 
regime  and  placed  again  on  the  former  one.  His 
weight  began  to  increase  and  within  another 
nine  days  (from  the  second  change  of  regimes) 
it  had  reached  42  lbs.  again.  At  this  point  he 
was  once  more  very  oedematous  and  he  was 
replaced  on  the  high  fluid,  acidifying  regime 
and  once  more  his  weight  dropped  within  eight 
days  to  34  lbs.  This  child  was  discharged  com- 
pletely free  of  oedema  and  in  other  respects 
remarkably  well.  He  continued  on  the  regime 
at  home  with  some  relaxations  and  got  along 
very  satisfactorily  for  about  five  months.  Then, 
he  had  another  respiratory  infection  and  re- 
turned with  further  oedema.  He  was  given  peni- 
cillin and  the  regime  for  oedema  was  applied 
aggressively  with  a satisfactory  and  rapid  re- 
sponse. This  case  is  instructive  not  because  the 
child  responded  to  this  regime  better  than  to 
others,  but  because  he  served  as  his  own  control ; 
the  case  also  illustrates  the  applicability  of  the 
treatment  to  oedema  of  other  than  cardiac  origin. 

Case  5:  W.B.,  a 56  year  old  man  was  ad- 
mitted to  the  hospital  with  hypertensive  cardio- 
vascular disease,  marked  congestive  failure  and 
some  bronchial  asthma.  He  had  severe  hyper- 
tension, bundle-branch  block,  gallop  rhythm  and 
pulsus  alternans,  every  indication,  in  fact,  of 
an  early  termination  to  his  long  illness.  He  had 
responded  poorly  to  the  usual  measures  employed 
in  such  cases  and  mercurial  diuretics,  even  when 
given  frequently,  did  not  control  the  oedema 
satisfactorily.  The  regime  outlined  in  this  paper 
was  then  applied  vigorously.  On  the  first  day 
his  intake  was  increased  from  the  1100  c.c.  of 


the  previous  day  to  5200  c.c.  His  output  that 
day  was  only  1800  c.c.  which  was  barely  double 
the  900  c.c.  he  had  eliminated  the  day  before. 
The  oedema  had  obviously  increased  and  the 
patient’s  symptoms  of  congestion  such  as  dysp- 
noea, not  to  mention  his  anxiety,  had  increased. 
He  was  encouraged,  however,  to  continue  drink- 
ing and  his  intake  for  the  next  day  was  about 
the  same,  being  5100  c.c.  To  relieve  the  dis- 
quietude of  the  patient  (and  some  of  the  doubts 
of  the  physician)  he  was  given  a mercurial 
diuretic  that  morning.  His  output  that  day 
was  no  less  than  13,000  c.c.  and  no  one  was 
more  astonished  or  pleased  than  the  patient  him- 
self. His  weight,  which  had  previously  remained 
on  a plateau  of  152  lbs.  for  several  days,  dropped 
in  that  one  day  to  132  lbs.  The  effect  could  not 
be  attributed  solely  to  the  mercurial,  although 
this  may  be  said  to  have  precipitated  the  diuresis, 
because  he  had  previously  received  mercurial 
injections  without  nearly  this  response.  As  a 
matter  of  fact,  after  this  diluvian  result  the 
patient  lost  no  further  weight,  but  he  continued 
to  drink  water  and  his  output  was  maintained 
at  a satisfactory  level.  Within  a short  time  he 
had  improved  enough  to  be  discharged.  There 
is  no  implication  here  that  the  eventual  prog- 
nosis has  been  altered,  but  the  patient  was  un- 
doubtedly made  more  comfortable.  The  case 
aply  illustrates  the  enormous  exchange  of  fluid 
which  can  take  place  in  congested  patients  not 
only  without  harm  but  with  apparent  benefit. 
No  reaction  from  the  tremendous  diuresis  was 
seen  because  the  patient  was  receiving  adequate 
amounts  of  chloride  and  water  and  thus  the 
usual  toxic  effects  of  marked  mercurial  diuresis 
due  to  hypoehloraemia  and  dehydration  were 
obviated. 

It  will  be  seen  that  the  principal  recent  change 
in  the  approach  to  oedema  is  relaxation  of  the 
habitual  restriction  of  water  for  these  patients. 
Yet  it  is  not  generally  known  that  earlier  clin- 
icians not  only  permitted  a high  water  intake 
for  patients  with  congestion  but  encouraged  it. 
William  Withering  wrote  in  his  original  account 
of  the  foxglove,  “I  allow,  and  indeed  enjoin  my 
patients  to  drink  very  plentifully  of  small 
liquors  through  the  whole  course  of  the  cure ; . . . 
The  patient  should  be  enjoined  to  drink  very 
freely  during  its  operation.  I mean,  they  should 
drink  whatever  they  prefer,  and  in  as  great 
quantity  as  their  appetite  for  drink  demands. 
This  direction  is  the  more  necessary,  as  they  are 
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very  generally  prepossessed  with  an  idea  of  dry- 
ing up  a dropsy,  by  abstinence  from  liquids,  and 
fear  to  add  to  the  disease,  by  indulging  in  their 
inclination  to  drink.”25  The  attitude  of  Wither- 
ing on  this  matter  was  also  that  of  nearly  all 
other  physicians  until  as  recently  as  fifty  years 
ago.  Unfortunately,  the  practical  observations 
made  by  the  earlier  clinicians-  were  then  jostled 
aside  by  an  accumulation  of  fascinating  concepts 
opposed  to  the  idea  of  allowing  a free  fluid  in- 
take in  oedema.  For  many  years  the  unthinking 
authority  of  tradition  has  restricted  fluids  in 
such  patients,  aptly  illustrating  the  belief  of 
Sir  Francis  Bacon  that  the  greatest  enemy  of 
truth  is  authority.  It  has  only  been  through 
the  work  of  such  investigators  as  Newburgh 
and  Coller  and  the  the  exhaustive  clinical  ap- 
plications of  Schemm  that  there  has  once  more 
been  assembled  enough  evidence  from  practical 
experience  to  displace  these  fancy  but  irrelevant 
theories. 

APPENDIX:  Diet  sheet  supplied  to  average 
(uncomplicated)  patient,  largely  reprinted  from 
Schemm.12 

SCHEMM  DIET 

The  purpose  of  this  regime  is  to  maintain  the 
circulation  at  its  greatest  efficiency  and  to  de- 
crease the  tendency  of  the  body  to  retain  fluid. 
The  latter  results  from  the  abnormal  retention 
of  sodium.  If  the  sodium  can  be  adequately 
eliminated  from  the  body,  the  amount  of  water 
drunk  will  not  affect  the  fluid  held  by  the  body 
and  in  fact  the  more  water  drunk  the  better. 
The  sodium  is  eliminated  by  arranging  the  diet 
and  medicines  so  that  there  is  always  a slight 
preponderance  of  acid  which  the  sodium  is  re- 
quired to  neutralize.  It  is  more  important  for 
this  slight  acid  to  be  present  than  it  is  for  the 
diet  to  be  particularly  low  in  salt  although  the 
latter  is  also  desirable. 

DIET:  The  diet  is  based  on  the  fact  that 
milk,  all  vegetables,  and  all  fruits  (except 
prunes,  plums  and  cranberries)  yield  an  excess 
of  alkaline  ash  and  these  should  therefore  be 
avoided  in  favor  of  opposing  foods  such  as  meat, 
chicken,  fish,  eggs,  cereal  foods,  and  the  three  ex- 
cepted fruits  mentioned  above.  In  addition  ta- 
ble salt  and  other  sodium  salts  should  be  re- 
striced  to  the  lowest  possible  point. 

Full  Neutral  Diet  (Low-Sodium,  Low  Salt. 
Acid-ash.  Calories  unrestricted). 

FOODS  UNRESTRICTED  AS  TO  AMOUNT 
(from  which  at  least  two  or  three  servings  must 


he  taken  for  any  one  meal)  : 

EGGS:  Two  equal  one  serving  (which  can  be 
substituted  for  a meat  serving). 

MEATS:  Meat,  fish,  or  chicken,  one  serving  of 
about  y±  lb.  per  day. 

BREAD:  Plain  breads  without  nuts  or  raisins. 
Whole  wheat  bread  is  preferable.  Five  slices 
or  cereal  food  servings  as  substitutes  in  each 
day. 

CEREALS:  The  following  only  (one  serving  a 
day  at  least)  — oatmeal,  farina,  quickcooking 
cream  of  wheat,  cracked  or  ground  whole 
wheat,  corn-meal  mush,  hominy,  puffed  rice  or 
puffed  wheat,  muffets. 

CEREAL  FOODS:  Servings  may  be  taken  at 
any  meal  and  must  be  taken  if  meat  or  egg 
is  not  eaten:  Macaroni,  spaghetti,  rice,  home- 
made noodles,  corn. 

FRUIT:  Prunes,  plums,  or  cranberries.  (Other 
fruit  listed  below). 

FOOD  RESTRICTED  AS  TO  AMOUNTS 
(from  which  NO  MORE  THAN  TWO  servings 
should  be  taken  at  any  one  meal)  : 
VEGETABLES:  Two  servings  a day  of  V2  cup 
each  of  any  vegetable  except  parsnips,  lima 
beans,  rhubarb,  chard,  and  spinach,  which  are 
forbidden.  One  small  potato  equals  a serv- 
ing. Use  fresh  or  frozen  vegetables  or  those 
canned  without  salt. 

FRUIT:  One  serving  of  V2  cup  of  fruit  juice 
daily  except  raisins  and  dates  which  are  for- 
bidden. Salads  of  fruits  or  vegetables  may 
be  made  from  the  above,  as  desired.  Raw  fruit 
and  raw  vegetables  should  be  used  several 
times  a week. 

MILK  AND  MILK  PRODUCTS:  Two  cups  of 
milk  daily,  including  that  used  in  preparing 
the  food. 

CREAM : Two  tablespoonfuls  in  coffee  or  tea, 
M cup  for  breakfast  cereal. 

ICE  CREAM:  without  fruit  or  nuts,  one 
small  scoop  in  a day. 

CHEESE:  Only  unsalted  cottage  cheese 

which  may  be  substituted  for  a meat  or  egg 
serving. 

OTHER  FOODS  AND  FOOD 
COMBINATIONS: 

SOUPS:  May  combine  vegetables,  as  allowed 
above,  with  the  milk  allowance  or  with  salt- 
free  broth  to  make  soups.  Salt-free  clear  beef 
or  chicken  broth  may  be  taken  as  desired  both 
with  and  between  meals. 

DESSERTS:  No  limits  as  to  amount:  plain 
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jello,  wine  jelly,  plain  tapioca,  angel  food  or 
sunshine  cake.  (No  cake  or  cookies  made  with 
salt,  soda,  or  baking  powder. 

Limited  by  milk  allowance  above : Custard, 
junket,  cornstarch  p u d d i n g,  eggnogs,  ice 
cream.  Fruit  as  indicated  above. 

BEVERAGES:  One  cup  of  tea  or  coffee  to 

each  meal,  chocolate  made  with  part  of  milk 
allowance. 

NEUTRAL  FOODS:  Unrestricted:  Sugar, 
butter,  oil,  gelatin,  salt-free  salad  dressing, 
plain  tapioca  or  plain  cornstarch,  clear  sugar 
candies.  Butter  must  be  salt-free. 


SAMPLE  MENU 


BREAKFAST : 

V2  cup  "orange  juice 
1 soft  boiled  egg 
and/or  cereal 

LUNCH : 

Corn  soup 
1 poached  egg 
on  toast,  or  buttered 
noodles 


14  cup  cream 
1-2  slices  toast 
3offee 

Lettuce  salad 
Bread  Milk,  1 cup 
V2  cup  baked  custard 


SUPPER : 

Roast  beef  Bread 

1 small  baked  potato  Coffee 
V2  cup  asparagus  V2  cup  plums 

PRECAUTIONS  FOR  DIET 

1.  No  salt  or  soda  to  be  used  in  the  cooking 
or  at  the  table.  If  a salt  substitute  is  required 
use  small  amounts  of  ammonium  chloride.  Use 
no  other  salt  substitutes. 

2.  Obtain  unsalted  sweet  butter  or  wash 
butter  free  from  salt.  Obtain  unsalted  bread 
from  baker  or  make  at  home.  Unsalted  salad 
dressing  must  be  made  at  home. 

3.  Take  no  salted  appetizers  or  salted  foods 
such  as  nuts,  potato  chips,  sardines,  olives, 
pickles,  relishes ; no  cheese  except  unsalted  cot- 
tage cheese ; no  smoked  or  salted  meats  or  fish 
such  as  canned  salmon  or  tuna,  bacon  (unless 
parboiled),  ham,  lunch  meats,  sausage,  or  salt 
pork. 

4.  For  “gas”  or  indigestion  — take  no  bi- 
carbonate of  soda,  or  other  alkali  powders  or 
tablets  — use  calcium  carbonate  only. 

Avoid  cabbage  family  — turnips,  rutabagas, 
peppers,  radishes,  onions,  spices,  greasy  fried 
foods,  and  pork. 


5.  For  extra  liquids  — Take  none  of  the 
vegetable  juices  or  fruit  juices  on  the  restricted 
list,  or  milk  or  salted  bouillon.  Lise  only  well- 
diluted  plum,  prune,  or  cranberry  juice  or  water 
with  fruit  flavoring  or  unsalted  chicken  or  beef 
broth. 

6.  If  less  of  the  acid  ash  foods  is  eaten  for 
some  reason,  less  of  the  basic  ash  foods  should 
also  be  eaten.  Whenever  possible,  however,  a 
full  mixed  diet  of  the  allowed  indicated  portions 
should  be  taken. 

* Cases  admitted  to  St.  Joseph's  Hospial,  Phoenix,  Arizona. 
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THROMBOCYTOPENIA  WITH  SPLENECTOMY 

(Case  Report) 

THOMAS  W.  WOODMAN,  M.D.,  FA.C.S. 

FRANK  .1.  MILLOY,  M.D.,  FA.C.S. 

Phoenix,  Arizona 


Frank  J.  Milloy,  M.  D. 

'T'HIS  twenty  year  old,  white,  American  college 
girl  was  first  seen  on  October  7 — twelve  days 
before  entrance  to  the  hospital.  The  chief  com- 
plaint at  that  time  was  continuance  of  the  men- 
strual flow  which  began  six  weeks  previous. 
Aside  from  this  condition,  she  felt  perfectly 
well,  had  an  excellent  appetite,  but  remained  in 
bed  due  to  the  continuous  menstrual  flow.  Con- 
cerning her  past  history,  she  had  had  the  visual 
childhood  diseases  and,  in  addition,  was  subject 
to  asthma,  although  she  had  experienced  no 
severe  paroxysms.  About  six  months  prior  to  the 
time  when  first  seen  she  had  some  bluish,  dis- 
colored spots  on  her  body,  and  consulted  a physi- 
cian who  made  some  blood  tests  and  told  her  that 
the  platelet  count  was  low.  She  went  away  to 
college  in  the  fall. 

When  the  present  menstrual  flow  began,  she 
was  examined  by  another  physician  who  found 
the  platelet  count  low  again.  She  was  placed  in 
liver,  thiamin  chloride  and  synkamin  by  mouth. 
When  the  flow  persisted  she  was  sent  home.  Now 
she  was  placed  on  enteric  coated  stilbestrol  1 mg. 
daily  by  mouth.  She  was  seen  again  one  week 
later.  During  this  time  the  menses  had  continued 
unabated.  She  still  felt  very  well  but  had  devel- 
oped hemorrhagic  spots  on  the  mucous  mem- 
branes of  the  mouth  and  a few  small  areas  on 
the  body.  The  picture  seemed  to  he  quite  typical 
of  purpura  hemorrhagica.  At  this  time  a request 
was  made  for  a room  in  the  hospital.  She  was 
also  given  100  mg.  of  Anturitin-S.  On  the  fol- 
lowing day  the  menstrual  flow  had  been  reduced 
by  50%.  This  treatment  was  continued  for  five 
days  when  the  flow  had  practically  ceased.  That 
night,  however,  she  became  acutely  ill,  vomited, 
and  the  menses  immediately  became  more  pro- 
fuse than  ever.  A fresh  crop  of  purpuric  spots 
developed  in  the  mouth  and  over  the  body.  She 
was  admitted  to  the  hospital  the  following  day. 

(’hart  No.  1 shows  the  laboratory  findings  at 
this  time  and  up  to  the  day  of  operation.  On 
the  first  hospital  day  she  was  given  500  cc  of 
citrated  blood.  That  night  she  developed  a severe 


buzzing  sound  in  the  head  which  required  opiates 
for  relief.  The  following  morning  she  complained 
of  blurring  vision  and  both  pupils  were  dilated 
and  fixed.  A neurological  examination  was  nega- 
tive. Apparently  she  had  had  a hemorrhage  some 
place  hack  of  the  optic  chiasma.  She  was  given 
small  daily  hood  transfusions  of  250  cc  citrated 
blood.  At  the  end  of  a week  there  was  no  im- 
provement in  the  patient’s  condition.  The  blood 
count  was  practically  unchanged,  the  platelet 
count  lower,  the  menstrual  flow  more  profuse, 
the  buzzing  the  head  required  frequent  sedatives, 
while  nausea  and  vomiting  persisted.  At  this 
time  the  family  gave  their  consent  for  splenec- 
tomy to  be  performed. 

A review  of  the  literature  reveals  some  inter- 
esting facts: 

1.  Thrombocytopenic  purpura  is  the  No.  1 
indication  for  splenectomy. 

2.  Not  many  splenectomies  for  thrombocy- 
topenia have  been  reported.  Most  l’eports  con- 
sist of  one  case  and  then  the  essayist  precedes  to 
review  the  other  cases  that  have  been  reported. 

3.  One  surgeon  discouraged  the  use  of  pre- 
operative transfusions,  stating  that  it  was  impos- 
F'ble  to  improve  the  blood  condition.  This  obser- 
vation was  confirmed  in  the  case  reported  here. 

4.  It  was  the  general  impression  that  as  soon 
as  the  spleen  was  removed,  the  platelet  count 
would  rise  rapidly  and  might  reach  a count  of 
1,500,000.  This  did  not  occur  in  our  case.  In 
fact,  the  platelet  count  was  very  reluctant  to  rise 
and  changed  but  little  until  the  patient  received 
a transfusion  one  week  after  operaton. 

Purpuras  are  classified  as  primary  and  secon- 
dary. Secondary  purpuras  occur  in  the  more 
severe  forms  of  malignant  endocarditis,  typhoid 
fever,  typhus  fever  septicemia,  pyemia,  whoop- 
ing cough,  measles,  cerebrospinal  meningitis,  and 
in  the  more  virulent  of  the  tropical  diseases.  It 
is  also  seen  in  connection  with  such  chronic  dis- 
eases as  scurvy,  syphilis,  leukemia,  pernicious 
anemia,  Hodgkin’s  disease,  various  cardiac  and 
nephritic  lesions,  and  in  fact  with  any  cachectic 
or  debilitating  ailment. 
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The  primary  purpuras  may  be  the  simple  type 
found  chiefly  in  young  children,  without  any  dis- 
ease or  changes  in  the  blood.  Then  there  is  the 
arthritic  type  of  purpuras  which  are  accom- 
panied by  joint  changes  and  are  found  mainly 
in  young  adults.  Examples  are  Schonleins  Dis- 
ease and  Henoch’s  Purpura. 

Primary  idiopathic  thrombocytopenia  purpura 
is  defined  as  a morbid  state  characterized  in  its 
graver  forms  by  a deficiency  of  blood  platelets, 
prolonged  bleeding  time,  deficient  contractility 
of  the  blood  clot  without  delayed  coagulation 
time,  submucous  and  subcutaneous  hemorrhages. 
It  is  more  prone  to  occur  in  young  females. 
There  are  no  reliable  figures  relating  to  the 
mortality  in  purpura  homorrhagica,  but  it  is  be- 
lieved that  most  cases  recover  spontaneously.  In 
rare  cases  known  the  disease  becomes  fulminat- 
ing, with  extensive  hemorrhage  from  the  mucous 
and  serous  surfaces,  and  death  rapidly  ensues. 


LABORATORY  REPORTS  PRIOR  TO  OPERATION 

10-19-46:  Hg:.  4 gms.  28%;  coa?r  time  9 min.;  bleeding:  time 

10  min.;  RBC  2,160,000;  leuk.  8,750.  Icteric  index:  2 units. 
P atelet  count:  70,000  cu  min.  Sedimentation  rate:  150  mm/60 
minutes. 

10-20-46:  Prothormbin  time:  70% 

10-21-46:  Hff.  25  g:m,  29%;  RBC  2,160,000;  Kahn  & Kline 
negative. 

10-23-46:  Hg:.  5.5  g:m.  35%;  RBC  2,110,000;  leuk.  9,300.  Platelet 
count:  30,000/cu.mm. 

10-22-46:  Brucellerg:en  test:  Immediate  reaction, — none;  24 

hr.  neg:.;  48  hr.  neg:. 

10-23-46:  Clot  retraction:  no  retraction  after  28  hrs.  Rh 

positive. 

10-26-46:  Platelet  count:  63,000  per  cu.mm. 

Operation  performed  on  10-27-46. 

BLOOD  REPORTS  FOLLOWING  OPERATION 

10-28-46:  Hg:.  6.75  gm.  44%;  RBC  2,220,000;  leuk.  18,250  plate- 
let count:  52,000/cu.mm. 

10-29-46:  Hg:.  5.7  gm.  38%;  RBC  1,910,000.  Platelet  count:  46,000 

10-30-46:  Hg:.  6.25  gms.  40%;  coag.  time  Wz  min:;  bleeding: 

time  3 min.:  RBC  2,030,000.  P atelet  count:  128,000. 

10- 31-46:  Platelet  r-ount:  1(!0, 000/cu.mm.  Bleeding:  time:  3 min. 
Clotting  time  4 */%  min.  Clot  retraction  time:  no  retraction  with- 
in 30  hours. 

11- 1-46  Hg.  9 gm.  58%;  RBC  3,090,000;  leuk.  14,500.  Prothrom- 
bin time;  Control  13  sec.;  Patient  15  sec.;  Resu  t, — 87%  of 
normal.  Platelet  count:  82,500. 

11-2-46  Platelet  count:  95,000 /cu  mm. 

11-3-46:  Hg.  10.5  gm.  68%;  RBC  3,190,000.  Platelet  count:  90,- 
000  per  cu.mm. 

11-4-46:  Thrombocyte  count:  102,000/cu.mm. 

11-5-46:  P atelet  count:  13 A000/cu.mm. 

11-6-46:  Thrombocyte  count:  153,000/cu.mm. 

11-7-46:  Thrombocyte  count:  110,000/cu.mm. 

11-8-46:  Hg.  6.5  gm.  42%;  RBC  2,460,000.  Thromb:cyte  ccunt: 
140,000/cu.mm. 

11-9-46:  Thrombocyte  count:  150,000/cu.mm. 

11-11-46:  Hg.  6.5  gm.  42%;  RBC  2,290,000  Thrombocyte  count; 
92,000/cu.mm. 

11-12-46:  Thrombocyte  count:  112,000/cu.mm. 

11-15-46:  Thrombocyte  ccunt:  119,000/cu.mm. 

11-19-46:  Hg.  8.5  gm.  55%;  RBC  2,730,000.  Thrombocyte  count: 
92,000/cu.mm. 

11-22-46:  Platelet  count  117,000/cu.mm. 

11- 27-46:  Platelet  count:  93,000/cu.mm. 

12- 1-46:  Hg.  10.5  gm.  68%;  RBC  2,910,000.  Platelet  count:  112,- 
000/cu.mm. 

1-10-47:  Platelet  count:  180,000. 


Thomas  W.  Woodman,  M.  D. — 

This  case  was  extremely  interesting  to  us  be- 
cause of  the  rather  unexpected  clinical  course 
following  splenectomy.  We  were  quite  certain 
that  this  patient  had  a primary  type  of  throm- 


bocytopenia purpura  and  that  following  the 
splenectomy  the  platelet  count  would  increase  so 
rapidly  that  it  would  probably  be  necessary  to 
give  some  anti-coagulants  in  order  to  prevent 
clotting.  As  a matter  of  fact  it  is  common  to 
have  this  platelet  increase  begin  almost  imme- 
diately on  ligation  of  the  splenic  artery.  We 
watched  anxiously  for  the  increase  in  platelets 
but,  as  will  be  noted  on  the  record  of  blood 
counts  following  surgery,  this  increase  did  not 
promptly  occur,  and  as  a matter  of  fact  the 
platelet  count  was  not  particularly  good  at  the 
time  of  discarge  from  the  hospital.  The  convales- 
cence following  splenectomy  was  uneventful  as 
far  as  the  operation  was  concerned.  However 
bleeding  slowed,  stopped,  and  then  recurred  to 
some  extent.  Hemorrhage  was  not  however  par- 
ticularly severe  at  any  time  following  the  opera- 
tion and  it  had  been  terrific  immediately  prior 
to  surgery. 

We  gave  two  pints  of  blood  just  prior  to  sur- 
gery and  another  pint  immediately  afterward. 
Bleeding  was  not  severe  during  the  operative 
procedure  and  the  operation  itself  did  not  pre- 
sent any  particularly  unusual  technical  diffi- 
culties. Recovery  was  somewhat  slow  but  on  the 
whole  progressive  and  the  patient  returned  to 
her  home  in  apparently  good  condition  except 
for  the  fact  that  the  platelet  count  was  low.  She 
was  in  the  office  about  a week  ago  and  at  that 
time  the  platelet  count  was  one  hundred  eighty 
thousand.  She  felt  perfectly  well  except  for 
visual  disturbance.  This,  she  stated,  was  slowly 
improving.  She  bad  a normal  menstrual  period 
recently. 

Considerable  has  been  written  on  the  import- 
ance of  sternal  puncture  in  the  differentiation 
of  the  primary  and  secondary  thrombocytopenia. 
Sternal  puncture  was  not  done  in  this  particular 
case  for  it  was  believed,  after  consultation  with 
pathologists,  that  the  differentiation  would  not 
be  absolute  and  that  the  condition  of  the  patient 
was  such  that  if  there  was  the  slightest  doubt  she 
should  be  given  the  benefit  of  splenectomy.  I do 
not  feel  that  she  would  have  recovered  without 
splenectomy  but  I’m  still  not  completely  con- 
vinced as  to  whether  this  case  was  one  of  primary 
or  secondary  thrombocytopenia. 

There  are  certain  blood  dyscrasias  that  re- 
spond miraculously  to  surgery  and  others  for 
which  surgery  gives  palliative  relief,  and  there 
are  still  others  for  which  surgery  offers  nothing. 
The  surgery  in  these  dyscrasias  is  limited  mainly 


116 


Arizona  Medicine 


March , 1947 


to  splenectomy.  In  Familial  Hemolytic  Anemia, 
Idiopathic  or  Primary  Thrombocytopenic  pur- 
pura, and  Banti’s  disease,  splenectomy  offers 
excellent  results.  Palliative  relief  is  obtained  by 
splenectomy  in  Gaucher’s  disease  and  Von 
Jaksch’s  anemia. 

We  are  primarily  interested  tonight  in  the 
Idiopathic  thrombocytopenic  purpura  or 
Werlhof’s  disease.  In  this  condition  there  is 
marked  and  uncontrollable  reduction  in  the 
number  of  platelets,  spontaneous  hemorrhages 
of  the  mucous  membrances  and  purpura.  Giant 
platelets  are  commonly  observed  in  the  infection. 
The  disease  most  commonly  attacks  young  deli- 
cate girls,  m a y follow  an  acute  infection  or 
tuberculosis.  Spontaneous  capillary  bleeding 
from  and  into  the  mucous  membranes,  especially 
the  nose  and  mouth  are  the  most  frequent  sites. 
Bleeding  from  the  uterus  is  common  and  hemor- 
rhages from  the  retina  and  kidney  are  rather 
common.  The  subcutaneous  hemorrhage  as  a rule 
is  not  profuse  but  usually  consists  of.  a few 
petechiae  not  associated  with  any  exudative 
lesions.  The  blood  pressure  cuff  test  of  dimin- 
ished capillary  resistance  is  positive  a n d is 
roughly  proportional  to  the  degree  of  platelet 
reduction.  Characteristically  the  bleeding  time 
is  prolonged,  but  the  rate  of  clotting  in  vitro  is 
normal.  In  acute  cases  there  is  an  abrupt  onset 
without  warning  or  there  are  a few  days  of  gen- 
eral debility.  In  favorable  cases  the  purpura 
clears  spontaneously  within  three  weeks.  Inter- 
mittant  cases  recur  at  intervals  of  days  or  weeks, 
and  most  cases  die  within  a few  months.  Chronic 
cases  do  not  develop  from  acute  cases.  The  secon- 
dary form  of  purpura  with  thrombocytopenia  is 
due  to  some  recognized  disease  as  a rule  acting 
by  producing  extensive  changes  in  the  bone 
marrow  and  thereby  disturbing  production  of 
the  platelets  from  the  megakaryocytes.  Examples 
are  tumors  such  as  marrow  carcinomatosis  or 
other  tumors  and  blood  diseases  such  as  aplastic 
anemia,  pernicious  anemia,  leukemia  and  granu- 
lopenia. Severe  infections  such  as  sepsis  typhoid 
and  acute  hemorrhagic  smallpox  may  result  in 
secondary  thrombocytopenia.  Intoxications  from 
benzene,  aniline,  ANA,  arsenic  etc.,  together 
with  radio-active  substances,  may  cause  secon- 
dary thrombocytopenia.  Considerable  has  been 
written  regarding  allergy  as  a causative  factor. 

We  believed  this  case  to  be  one  of  primary 
thrombocytopenia  because  of  the  absence  of  fac- 
tors producing  the  secondary  type ; together 


with  its  severity  and  the  mode  of  onset.  I have 
been  unable  to  find  in  the  literature  any  primary 
thrombocytopenic  cases  in  which  the  platelet 
count  did  not  return  to  normal  within  a few  days 
following  splenectomy.  We  are  keeping  our 
fingers  crossed  in  this  particular  case  but  she 
certainly  does  seem  alright  now.  I feel  perfectly 
satisfied  with  having  done  a splenectomy  in  this 
patient  and  feel  that  if  one  is  not  completely 
certain  that  the  disease  is  of  a secondary  type 
the  patient  should  be  given  the  benefit  of  the 
doubt  and  splenectomy  done. 

D.  T.  T.  Frost: 

Tissue : Spleen. 

Gross  Specimen  is  a spleen  weighing  250 
grams  and  measuring  13.0x8.0  x6.5  cms.  The 
capsule  is  moderately  thick,  the  pulp  is  reddish 
brown  in  color  and  the  malphighian  nodules  are 
fairly  large  and  distinct. 

Microscopic  The  capsule  and  trabecullae  of 
the  spleen  are  not  unusual.  The  pulp  spaces 
show  considerable  hyperplasia  of  the  cells,  but 
the  lumen  of  the  pulp  spaces  is  not  filled  with 
cells  as  is  usually  found  in  a marked  hyperplasia 
of  the  spleen.  There  are  scattered  polymorpho- 
nuclear leukocytes  in  the  spaces.  In  addition 
the  malpighian  bodies  are  markedly  hyperplas- 
tic with  large  germinal  centers,  and  more  thick- 
ness of  lymphocytes  surrounding  the  secondary 
nodules.  The  blood  vessels  are  not  unusual. 

Comment : While  this  spleen  is  consistant  with 
thrombocytopenic  purpura,  there  are  no  char- 
acteristic findings  in  the  spleen  of  this  disease. 
However,  there  is  one  disturbing  element,  and 
that  is  the  presence  of  the  polymorphonuclear 
leukocytes  in  the  pulp  spaces  suggestive  of  in- 
flammatory reation.  However,  this  is  not  acute 
in  character,  and  may  be  due  to  the  increase  ir- 
ritation from  operative  procedures.  No  abscess- 
es or  other  suggestion  of  an  acute  splenitis  is 
present. 

Pathological  Diagnosis:  Hyperplasia  of  the 

spleen  particularly  of  the  lymph  follicles  (con- 
sistant  with  thrombocytopenic  purpura). 

DISCUSSION 

Grossly  and  microscopically  this  spleen  is  typi- 
cal. The  hyperplasia  of  the  germinal  centers  of 
the  lymph  follicles  and  the  appearance  of  a 
megakaryocyte  in  one  of  the  sinusoids  substan- 
tiate the  clinical  diagnosis.  The  necrosis  of  the 
germinal  centers  sometimes  found  is  not  present 
in  this  spleen. 


Vol.  4,  No.  2 


Arizona  Medicine 


117 


In  essential  thrombocytopenic  purpura,  the 
spleen  is  notable  for  its  lack  of  specific  change 
and  it  is  impossible  to  differentiate  this  spleen 
bv  objective  criteria. 


The  history  and  laboratory  findings  and  the 
changes  in  the  spleen  of  this  case  fit  well  into 
the  picture  of  essential  thrombocytopenic  pur- 
pura. 


THE  PEPTIC  ULCER  PROBLEM 

CLAUDE  F.  DIXON,  M.  D. 

Division  of  Surgery, 

Mayo  Clinic,  Rochester,  Minnesota 


'T'HE  etiology  and  treatment  of  few  diseases 
A have  caused  more  comment  than  those  of 
gastric  and  duodenal  ulcer,  and  of  all  of  the 
various  types  of  treatment  yet  mentioned  for 
peptic  ulcer  none  to  my  knowledge  has  met  with 
complete  unanimity  of  the  medical  profession. 

I think  that  it  can  be  safely  stated  that  gastric 
ulcer  is  a surgical  condition  unless  it  quickly  re- 
sponds to  medical  treatment.  In  this  mention  of 
response  to  medical  treatment  I have  reference 
to  the  group  of  cases  of  gastric  ulcer  in  which 
roentgenographically  the  lesion  and  its  symptoms 
disappear  after  a few  weeks  of  medical  manage- 
ment during  which  time  the  patient  is  hospi- 
talized. All  other  cases  are  surgical.  There  is  no 
doubt,  any  more,  that  some  persistent  gastric 
ulcers  undergo  malignant  change. 

The  big  problem,  as  I see  it,  is  how  best  to 
manage  duodenal  ulcer.  This  lesion  does  not 
become  malignant  but  because  of  the  frequency 
with  which  it  occurs  and  the  debilitation  it  pro- 
duces, constant  search  is  being  made  for  a satis- 
factory method  of  treatment  which  can  be  em- 
ployed in  the  management  of  the  intractable  type 
of  ulcer.  My  personal  opinion  is  that  the  majority 
of  duodenal  ulcers  can  be  well  controlled  or 
healed  by  good  medical  management. 

About  13  per  cent  of  the  cases  in  which  duo- 
denal ulcer  is  examined  at  the  Mayo  Clinic  are 
considered  surgical.  These  ulcers  are  classified 
as  intractable : they  have  not  responded  to  medi- 
cal management,  produce  severe  pain  and  cause 
obstruction  or  periodic  hemorrhages. 

I am  of  the  opinion  that  some  surgeons  con- 
sider the  majority  of  patients  with  duodenal 
ulcer  candidates  for  surgical  treatment.  From 
my  observation,  I am  prompted  to  ask : Can  more 
of  these  patients  not  be  treated  medically  ? 
Sippey,  you  will  recall,  considered  most  duodenal 
ulcer's  as  medical  problems.  It  was  he  who  laid 
down  the  dictum  that  to  heal  peptic  ulcer  the 
gastric  acids  must  be  constantly  neutralized  or 

Read  before  the  Lois  Grunow  Memorial  Clinic,  Phoesix,  Ari- 
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kept  at  a low  level.  Some  of  the  present-day 
methods  of  medical  management  of  ulcer,  in  my 
opinion,  have  taken  on  a C.I.O.  hue  in  that  the 
medical  treatment  is  carried  out  religiously  dur- 
ing the  daytime  while  during  the  night  the 
patient  is  told  “to  get  his  resj:.  ” Such  manage- 
ment fails  utterly  to  take  into  consideration  that 
the  duodenal  ulcer  patient’s  stomach  is  unable 
to  tell  day  from  night.  Therefore,  as  we  all  know, 
the  outstanding  feature  of  the  condition  is  night 
pain  which  awakens  the  patient  and  he  then 
obtains  relief  by  the  ingestion  of  food.  Adequate 
medical  therapy  therefore  requires  “around  the 
clock ' ’ treatment. 

When  is  a duodenal  ulcer  a surgical  problem  ? 
The  present  consensus  would  seem  to  be  that 
operation  for  ulcer  of  the  duodenum  is  justified 
and  indicated  when  characteristic  ulcer  pain, 
pyloric  obstruction  or  hemorrhage  persists  or 
recurs  in  spite  of  adequate  medical  management, 
assuming  surgical  intervention  is  necessary. 
What  type  of  procedure  should  be  carried  out? 
This  question  has  received,  as  you  well  know, 
many  answers.  Some  surgeons  think  gastro- 
enterostomy is  sufficient.  Others  think  gastric 
resection,  removing  two  thirds  of  the  stomach 
with  or  without  removal  of  the  duodenal  ulcer, 
is  the  procedure  of  choice.  In  1943  Dragstedt 
after  exhaustive  animal  experimentation,  elected 
to  try  interrupting  the  vague  nerves  immediately 
above  the  diaphragm  by  a tranthoracic  approach 
or  by  a subdiaphragmatc  or  abdominal  approach 
for  intractable  duodenal  ulcer. 

The  vagus  nerve  contains  motor,  secretory, 
vasodilator  and  sensory  fibers.  Its  main  func- 
tions from  a physiologic  standpoint  seem  to  be 
motor  and  secretory.  If  one  considers  the  neuro- 
genic factor  an  important  one  in  the  etiology  of 
duodenal  ulcer,  it  would  seem  that  with  interrup- 
tion of  both  vagi  in  the  region  of  the  lower  end  of 
the  esophagus  the  hydrochloric  acid  units  in  the 
gastric  juice  would  be  lowered  or  abolished. 
Dividing  the  vagus  nerves  below  the  heart  with 
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the  hope  that  the  procedure  might  .bring  about 
an  abatement  of  acid  secretion  from  gastric 
mucosal  cells  has  been  carried  out  by  many  in- 
vestigators with  variable  results.  Brodie  in  1814 
attempted  to  denervate  the  stomach  by  sectioning 
the  vagus  nerves.  Laterjet  in  1922  divided  the 
“gastric  nerves’’  in  dogs.  He  found  the  empty- 
ing time  of  the  stomach  delayed,  gastric  acidity 
reduced  and  the  secretion  of  mucus  increased.  He 
divided  the  vagus  nerves  in  six  patients  suffering 
from  gastric  ulcer  and  performed  gastrojejunos- 
tomy at  the  same  time.  Five,  he  stated,  were 
relieved.  One  patient  later  died  because  of  gastric 
carcinoma.  Other  well-known  experiments  on  the 
vagus  nerves  and  their  possible  influence  on 
gastric  secretion  have  been  made  by  Ivy, 
Dragstedt,  Walpole,  Hartzell,  Carlson,  Hollan- 
der, Mann  and  others. 

The  effect  on  the  secretory  mechanism  of  gas- 
tric mucosa  as  to  amount  and  acid  content  of 
secretion  after  vagus  section  has  not  produced 
identical  results  in  the  experimental  animal  or  in 
man  by  the  various  investigators.  It  is  sufficient 
to  say,  however,  that  interruption  of  the  vagus 
nerves  at  the  lower  end  of  the  esophagus  lends 
credence  to  the  belief  that  such  procedure  does 
bring  about  a decrease  in  the  acid  secreted  by  the 
gastric  mucosa. 

It  has  been  long  observed  that  duodenal  ulcer 
is  practically  nonexistent  in  people  with  achlor- 
hydria. This  observation,  coupled  with  the  relief 
obtained  in  patients  suffering  from  duodenal 
ulcer  on  the  oral  administration  of  antacid  sub 
stances,  logically  brings  to  mind  a statement 
made  by  Dragstedt  that  perhaps  peptic  ulcer 
should  be  called  “acid  ulcer.” 

Sixty  years  ago,  Joseph  Warren  asked:  Why 
does  not  the  gastric  juice  digest  its  own  wall 
since  other  albuminous  substances  are  readily 
acted  on?  John  Hunter  said  that  the  stomach 
did  not  digest  itself  because  of  the  “living  prin- 
ciple” which  exists  in  live  tissue.  He  further 
postulated  that  if  it  were  possible  to  place  the 
hand  of  a living  man  into  the  stomach  of  a lion, 
the  gastric  juices  would  not  cause  the  hand  to  be 
dissolved  but  if  the  hand  were  that  of  a dead 
man,  surely  it  would  be  dissolved.  He  further 
emphasized  again  that,  because  of  the  “living 
principle,”  gastric  secretions  would  not  destroy 
living  tissue  as  would  an  acid  placed  on  one’s 
skin  surface.  He  continued  by  citing  that  living 
animals,  such  as  worms,  flies  and  maggots  were 
not  digested  when  taken  into  the  stomachs  of 


other  animals.  Pavlov  and  Heidenhain  con- 
structed accessory  stomach  pouches  in  order  to 
study  the  effect  of  pure  fundus  secretions. 

Dragstedt  and  Ellis  isolated  the  entire  stomach 
in  dogs  by  anastomosing  the  duodenum  to  the 
lower  part  of  tlire  esophagus.  In  this  study  they 
carefully  left  intact  both  vagi  as  well  as  the 
blood  vessels  supplying  the  stomach.  Gastric 
juice  in  such  an  isolated  stomach  is  secreted  by 
means  of  impulses  carried  by  the  vagus  nerves 
and  brought  about  by  the  hormone  gastrin  which 
normally  is  liberated  by  the  stomach  and  upper 
part  of  the  intestine  after  ingestion  of  food.  The 
fundus  of  such  an  isolated  stomach  secreted  an 
aqueous  solution  of  hydrochloric  acid  and  enzyme 
pepsin.  It  is  of  interest  that  Dragstedt  and  Ellis 
in  these  experiments  found  a constant  acid  con- 
centration of  135  units.  If  living  tissues  such  as 
the  spleen  or  kidneys,  with  blood  supply  intact, 
were  implanted  in  accessory  stomachs,  ulcera- 
tion of  the  implanted  organs  soon  occurred  and 
death  of  the  animal  took  place  witwhin  a few 
days  owing  to  hemorrhage. 

If  such  an  experiment  were  carried  out  im- 
planting the  kidneys,  pancreas  or  a segment  of 
the  ileum  into  the  normal  stomach  of  the  experi- 
mental animal,  the  implanted  organ  with  its 
blood  supply  intact  became  covered  by  gastric 
mucosa  but  did  not  show  evidence  of  ulceration. 
These  experiments  obviously  emphasize  that  in 
the  nonisolated  stomach  the  buffer  action  of  the 
pancreatic,  duodenal  and  biliary  secretion  re- 
gurgitated into  the  stomach  prevented  digestion 
and  ulceration  of  implanted  living  tissues.  In 
these  experiments  on  the  intact  stomach  ulcera- 
tion of  its  mucosa  produced  by  trauma,  corrosives 
or  other  factors  invariably  healed  without  treat- 
ment. From  these  and  numerous  other  studies 
one  might  assume  that  peptic  ulcer  occurs  in  man 
when  an  excessive  secretion  of  gastric  juices 
occurs.  If  the  foregoing  is  true,  what  then  is  the 
treatment  of  peptic  ulcer,  particularly  duodenal 
ulcer  of  the  intractable  type?  If  excessive  gastric 
juice  is  of  neurogenic  origin,  what  effect  does 
vagotomy  have  on  peptic  ulcer  in  man  ? 

In  answer  to  these  questions  one  must  first 
state  that  vagotomy  cannot  fully  be  appraised 
until  more  time  has  elapsed.  Those  of  us  who 
have  resected  a segment  of  both  vagus  nerves 
have  made  certain  similar  observations.  First 
immediately  following  operation  there  is  an 
absence  of  ulcer  pain,  a marked  lowering  of  the 
hydrochloric  content  of  the  gastric  juice  and  a 
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decrease  in  the  amount  of  gastric  secretion.  On 
the  basis  of  my  personal  experience  of  some 
twenty-five  to  thirty  cases  of  resection  of  a por- 
tion of  the  vagus  nerves  in  ulcer  patients,  I am 
of  the  present  opinion  that  the  procedure  should 
be  carried  out  by  an  abdominal  approach  which 
permits  exploration  of  the  stomach  and  duo- 
denum. If  obstruction  is  present,  as  is  frequently 
the  case,  in  addition  to  segmental  vagus  resection 
at  the  lower  end  of  the  esophagus,  gastro-enteros- 
tomy  or  gastroduodenostomy  should  be  done. 
These  combined  procedures  may  mask  for  at  least 
a time  the  neurogenic  factor  because  it  is  known 
that  gastro-enterostomy  or  gastroduodenostomy 
will  in  a certain  percentage  of  cases  give  at  least 
good  temporary  results.  Gastro-enterostomy  in 
elderly  patients  with  obstructive  surgical  duo- 
denal ulcer  in  which  the  concentration  of  acid 
is  not  high,  may,  as  we  know,  give  permanent 
relief.  In  three  cases  of  gastro jejunal  nicer  and 
one  gastrojejunocolic  fistula,  only  vagotomy  was 
performed.  There  w7as  immediate  relief  of  all 
symptoms.  In  the  case  of  gastrojejunocolic  fis- 
tula the  opening  communicating  with  the  colon, 
stomach  and  jejunum  was  closed,  the  gastroje- 
junal  stoma  left  intact  and  a portion  of  each 
vagus  removed.  The  patient  died  suddenly  four 
or  five  months  later  from  coronary  occlusion. 
During  the  interim  between  the  operation  and  his 
death,  he  had  according  to  his  referring  physi- 
cian, no  ulcer  symptoms.  At  the  time  when  this 
paper  was  written,  the  other  two  patients  were 
experiencing  complete  relief  from  their  previous 
ulcer  symptoms. 

All  but  two  of  the  patients  having  duodenal 
ulcer  on  whom  I have  personally  operated  have 
had  either  pyloric  obstruction,  recurring  hem- 
orrhages or  both.  In  addition  to  vagotomy  I have 
carried  out  gastrojejunostomy  or  gastroduoden- 
ostomy. The  two  cases  in  which  vagotomy  alone 
was  performed  were  among  my  early  cases ; in 
both  there  was  moderate  duodenal  obstruction 
and  in  retrospect  some  type  of  new  gastric  outlet 
should  have  been  made  at  the  time  vagotomy 
was  performed.  One  of  the  patients  required 
gastrojejunostomy,  which  I established  four 
months  later.  When  this  paper  was  written, 
fifteen  months  later,  this  patient  had  gained  40 
pounds  (18.1  kg.)(iate  as  he  chose  and  was  free 
of  peptic  ulcer  symptoms.  The  other  patient  had 
intermittent  gastric  retention  and  vomiting  but 
he  has  gradually  improved  and  has  no  ulcer  pain. 
It  is  interesting  to  emphasize  here  that,  even 


though  these  two  patients  had  even  more  gastric 
obstruction  following  the  initial  operation  (vago- 
tomy) than  they  had  primarily,  they  had  no 
return  of  ulcer  pain  and  their  gastric  acid  con- 
tent remained  low  and  showed  little  or  no  pres- 
ence of  free  hydrochloric  acid. 

Vagotomy  produces  at  least  for  a time  an 
atonic  stomach  as  emphasized  by  Dragstedt,  who 
found  it  necessary  to  carry  out  gastro-enteros- 
tomy in  seven  cases  secondary  to  division  of  the 
vagus  nerve  in  his  first  fifty  or  sixty  cases. 

At  the  Mayo  Clinic  during  the  eighteen  months 
prior  to  January  1,  1947,  vagotomy  has  been  per- 
formed in  eighty-three  cases.  The  majority  of 
these  procedures  were  performed  by  a subdia- 
phragmatie  or  abdominal  approach  and  in  only 
fourteen  was  vagus  nerve  interruption  alone 
done.  In  all  others  gastro-enterostomy  h a d 
already  been  performed  as  previously  mentioned, 
or  gastro-enterostomy  or  gastroduodenostomy 
was  done  at  the  time  of  vagus  section. 

Various  studies  have  been  carried  out  on  most 
of  the  cases  in  which  we  have  performed  bilateral 
vagotomy.  In  the  majority  of  cases  the  amount 
of  night  secretion  was  diminished.  Also,  there 
was  produced  almost  invariably  a decrease  in  the 
hydrochloric  acid  content  of  the  gastric  secre- 
tions or  an  achlorhydria.  The  postoperative  ad- 
ministration of  histamine  to  the  patients  after 
the  method  of  Code  produced  a marked  rise  in 
the  gastric  contents  of  free  hydrochloric  acid, 
which  one  would  expect,  since  acid-secreting  cells 
of  the  stomach  were  still  present. 

Hollander  suggested  the  administration  of 
insulin  to  patients  following  vagus  section.  His 
studies  are  based  on  the  principle  that  if  10  to  30 
units  of  insulin  be  given  such  patients  tomporary 
hypoglycemia  is  produced  and  if  during  this 
hypoglycemic  state  the  gastric  contents  show 
the  presence  of  hydrocholoric  acid,  it  signifies 
that  the  caudal  nucleus,  from  which  the  vagus 
nerves  arise,  are  still  capable  of  sending  impulses 
through  the  vagus  nerves,  thus  causing  the  acid- 
secreting  cells  to  function  and  therefore  all  the 
vagus  nerve  branches  have  not  been  severed. 

To  summarize  briefly : What  is  the  present 
status  of  vagotomy  in  the  treatment  of  gastric  or 
duodenal  ulcer? 

First,  it  seems  fair  to  state  that  the  neurogenic 
factor  may  play  an  important  role  in  the  causa- 
tion of  peptic  ulcer  since  the  condition  occurs 
most  often  in  highly  nervous,  excitable  persons. 
Vagotomy  does  immediately  relieve  the  nicer 
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muscles.  The  esophagus  is  freed  from  the  sur- 
type  of  pain  in  almost  every  case;  from  the  vast 
amount  of  experimental  evidence  such  relief 
would  seem  likely  to  be  due  to  the  lowering  or 
abolition  of  hydrochloric  acid  content  of  the 
gastric  secretion.  One  of  my  colleagues,  Dr.  W. 
W.  Walters,  is  of  the  opinion  that  at  the  present 
the  procedure  is  in  the  state  of  indecision. 

To  procedure,  vagotomy,  along  with  an  addi- 
tional stomach  outlet  seems  to  me  worthy  of 
further  trial  in  preference  to  gastric  resection  for 
duodenal  ulcer.  The  risk  of  such  operative  pro- 
cedures is  not  high.  Three  deaths  have  occurred 
in  the  hospital  postoperatively,  one  from  cor- 
onary occulsion  and  from  subhepatic  abscess  due 
to  perforation  of  a duodenal  ulcer  w h i c h 
occurred  prior  to  vagotomy  and  gastrro-enteros- 
tomy.  The  third  death,  though  no  necropsy  was 
carried  out  as  was  done  in  the  two  preceding 
cases,  occurred  on  the  fifth  postoperative  day 
during  a convulsion  thought  to  be  due  to  a cere- 
bral vascular  accident. 

Finally,  my  opinion  may  be  summed  up  as 
follows : 

1.  Section  of  the  vagus  nerves  is  best  carried 
out  by  means  of  an  abdominal  approach.  Per- 
sonally, I employ  an  oblique  upper  abdominal 
incision  which  extends  from  the  right  costal 
margin  to  within  3 or  4 inches  (8  or  10cm.)  of 


the  left  superior  iliac  crest,  dividing  both  rectus 
rounding  structures,  a rubber  tube  is  then  placed 
around  the  cardia  and  the  esophagus  is  drawn 
downward  a distance  of  2 or  3 inches  (5  or  8 
cm.).  Both  vagus  nerves  are  easily  palpated  and 
resemble  taut  violin  strings.  On  visualization 
a section  of  both  nerves  is  removed  1 to  2 cm.  in 
length. 

2.  As  a rule,  especially  if  duodenal  obstruc- 
tion is  present,  some  type  of  additional  stomach 
outlet  should  be  made,  as  previously  mentioned. 

3.  In  cases  of  gastric  ulcer  it  seems  wise  to 
remove  the  Icerated  area.  If  the  lesion  is  malig- 
nant, radical  gastrectomy  is  in  order. 

4.  Perhaps  time  will  prove  that  poor  results 
such  as  recurrence  of  peptic  ulcer  following  the 
foregoing  operation  is  due  to  the  presence  of 
small  branches  of  the  vagus  nerve  which  have  not 
been  severed  or  have  been  only  partially  re- 
moved. 

5.  My  experience  thus  far  in  this  method  of 
management  of  ulcer  is  similar  to  that  of  Drag- 
stedt  who  after  carrying  it  out  on  170  patients 
with  various  types  of  peptic  ulcer  is  of  the  im- 
pression that  it  seems  physiologically  sound  but 
that  more  time  and  study  on  the  patients  thus 
treated  is  required  before  a definite  and  final 
statement  regarding  it  can  be  made. 


THROMBOSIS  AND  THE  ANTICOAGULANTS 

OVID  O.  MEYER,  M.  I).** 

Madison,  Wisconsin 


TN  1936  Charles  and  Scott1,  working  in  Best's 
laboratory  in  Toronto,  obtained  a cry  stalline 
form  of  heparina  mucoitin  polysulfuric  acid  pure 
enough  to  be  administered  to  human  beings. 
Previous  to  this,  the  impurities  in  heparin  that 
had  been  isolated  prevented  its  employment  as 
an  in  vivo  anticoagulant.  Much  attention  to  the 
role  of  the  anticoagulants  in  clinical  medicine 
followed  the  investigations  of  Charles  and  Scott1, 
and  Murray  and  Best2. 

The  inves.t  gation  of  thrombosis  and  its  pre- 
vention and  treatment  was  further  stimulated 
in  1939  by  the  isolation  of  an  entirely  different 
antcoagulant  derived  from  spoiled  sweet  clover 

♦Read  as  a lecture  in  Medical  Sciences,  Lois  Grunow  Memorial 
Clinic,  Phoenix,  Arizona,  February  22,  1947. 

♦♦From  the  Department  of  Medicine,  University  of  Wisconsin 
Medical  School. 


and  later  synthesized  by  Linq;!  and  his  associates. 
This  substance,  3,3’-methylenebis  ( 4-hydroxy - 
coumarin),  which  is  distributed  under  the  trade 
name  of  Dicumarol,  operates  in  a manner  quite 
different  from  heparin  in  lessening  the  incidence 
of  thrombosis. 

The  theory  of  coagulation  most  widely  ac- 
cepted at  the  present  time  may  be  expressed  in 
the  following  formula: 

Prothrombin  -f-  Ionized  Calcium  -f-  Thrombo- 
plastin = Thrombin 
Thrombin  + Fibrinogen  = Fibrin 
The  prothrombin  is  derived  principally,  if  not 
solely,  from  the  liver.  The  thromboplastin  is 
present  in  many  body  tissues,  the  platelets  being 
an  important  source.  The  fibrinogen  is  synthe- 
sized in  the  liver.  Depletion  or  reduction  of  any 
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of  these  three  elements  will  cause  delay  in  coagu- 
lation of  the  bluod  and  any  interference  with  the 
chemical  process  will  also  reduce  its  coagula- 
bility. Intravascular  clotting  is  prevented,  ap- 
parently, by  the  small  amount  of  thromboplastin 
present  and  by  an  antithrombin  which  neutral- 
izes any  thrombin  formed.  This  antithrombin  is 
apparently  a serum  albumin. 

A thrombus  may  be  white,  made  up  essentially 
of  platelets,  or  red,  composed  largely  of  fibrin 
and  red  blood  cells  entangled  in  it,  although 
there  is  always  a basis  of  platelets.  Mixed 
thrombi,  partly  pale  and  partly  red,  are  the  most 
common.  A thrombus  and  a coagulum  are  closely 
related  and  for  practical  purposes  need  not  be 
differentiated,  partcularly  since  mixed  thrombi 
are  the  most  frequent  and  since  it  is  accepted 
that  thrombus  formation  is  inhibited  by  hypo- 
coagulability  of  the  blood. 

There  are  several  possible  etiologic  factors  in 
thrombus  formation.  The  starting  point  of  a 
thrombus  is  a small  mass  of  platelets  whic  li 
usually  has  been  preceded  by  damage  to  the 
vessel  walls,  stasis  of  the  blood,  or  a modification 
of  the  coagulability  of  the  blood.  The  common 
factors  that  may  be  involved  are:  (1)  trauma; 
(2)  infection;  (3)  chemicals;  (4)  stasis,  local  or 
cardiac;  (5)  thrombophilia;  (6)  drugs,  such  as 
digitalis,  aminophyllin,  snake  venoms,  etc. 

A blow  to  a part  of  the  body,  as  the  leg,  for 
example,  may  injure  a vein  and  result  in  endothe- 
lial damage  that  might  cause  a thrombus  to 
develop  at  the  site.  Infection  (phlebitis)  is  com- 
monly associated  with  thrombus  formation  be- 
cause of  damage  to  the  vessel,  a form  of  trauma 
in  a sense.  Similarly,  chemicals  injected  into  a 
vein,  especially  if  they  are  not  rapidly  carried 
off  by  the  flow  of  blood  may  result  in  damage  to 
the  venous  wall  with  resultant  thrombosis  at  the 
site.  One  immediately  thinks  of  many  chemical 
irritants  capable  of  this,  such  as  a hypertonic 
glucose,  bichloride  of  mercury,  dyes  injected  for 
visualization  of  the  gall  bladder,  penicillin,  and 
many  others. 

Stasis  of  the  blood  is  also  a frequent  cause  of 
thrombosis.  This  may  be  local  where  there  is 
obstruction  of  the  venous  return  from  an  ex- 
tremity or  other  part,  or,  much  more  frequently, 
it  may  be  general,  as  in  cardiac  decompensation. 
Several  years  ago  Dr.  Mead  Burke4  observed 
from  autopsy  findings  that  the  cases  of  venous 
thrombosis  from  the  medical  service  exceeded 
those  from  the  surgical  service,  and  that  the  inci- 


dence was  extremely  high  in  patients  that  had 
had  cardiac  decompensation.  It  was  especially 
frequent  during  the  first  two  weeks  of  hospi- 
talization, that  is,  during  a period  of  immobiliza- 
tion with  bed  rest. 

Thrombophilia,  a great  increase  in  platelets 
after  splenectomy,  for  instance,  is  very  conducive 
to  the  development  of  thrombosis,  and  it  seems 
to  me  that  the  administration  of  an  anticoagu- 
lant after  this  operation  is  clearly  indicated. 
Finally,  the  work  of  Macht5,  of  De  Takats, 
Trump  and  Gilbert0  and  of  others  suggests  that 
the  administration  of  digitalis  produces  hyper- 
coagulability of  the  blood  and  thus  leads  to 
thrombus  formation  and  embolism.  More  re- 
cently, Link7  and  his  associates  have  demon- 
strated that  the  methyl  xanthines,  caffeine, 
theobromine,  and  theopliyllin  may  produce 
hvperprothrombinemia  in  animals,  and,  they 
infer,  a greater  likelihood  of  thrombosis  in  man, 
although  clinical  evidence  for  this  inference  is 
yet  wanting.  In  1945,  Quick8  reported  before  the 
Central  Society  for  Clinical  Research  that  he 
was  unable  to  establish  that  the  methyl  xanthines 
had  a hyperprothrombinemic  action,  and  Rieben9 
of  Switzerland  has  also  reported  failure  to  con- 
firm Link’s  observation.  It  has  long  been  known 
that  several  snake  venoms  may  lead  to  thrombus 
formation  in  some  instances  by  acting  on  pro- 
thrombin to  form  thrombin,  and  in  others,  as 
with  the  moccasin  venom,  by  acting  directly  on 
fibrinogen  to  form  fibrin.  Cobra  venom,  on  the 
hand,  is  an  anticoagulant. 

Many  anticoagulants  are  well  known,  some  of 
which  act  only  in  a test  tube,  others  in  vivo  as 
well  as  in  vitro ; Dicumarol  is  useful  only  as  an 
in  vivo  anticoagulant. 

Some  of  the  commoner  anticoagulants  are  : (1 ) 
oxalates,  which  prevent  clotting  in  a test  tube  by 
precipitating  calcium;  (2)  fluorides,  Avhich  form 
a weakly  dissociated  calcium  salt;  (3)  sodium 
citrate,  w h i c h forms  a double  salt,  calcium 
sodium  citrate;  (4)  azo  dyes,  such  as  trypan 
blue,  and  Chicago  blue  6b.  These  are  all  used 
to  prevent  coagulation  in  a test  tube.  The  anti- 
coagulants most  commonly  used  for  preventing 
clotting  in  vivo  are  (5)  hirudin,  the  anticoagu- 
lant of  leeches,  which  acts  as  a typical  inti- 
thrombin  like  heparin  in  that  it  inactivates 
thrombin;  (6)  snake  venom,  notably  cobra 
venom,  a powerful  anticoagulant  which  probably 
acts  on  the  thromboplastin  to  produce  its  effect, 
in  association  with  erythrocyte  hemolysis;  (7) 
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heparin,  a mucoitin  polysulfuric  acid  and  an 
extremely  potent  anticoagulant  derived  from 
beef  liver  and  other  tissues,  which  acts  as  an 
antithrombin  preventing  conversion  of  pro- 
thrombin to  thrombin : According  to  Quick10,  its 
acid  properties  allow  it  to  bind  proteins  or  a pro- 
tein of  blood,  which  is  the  explanation  of  its  anti- 
thrombic  activity.  The  complex  so  formed  has 
the  power  to  bind  thrombin,  which  is  then  pre- 
vented from  performing  its  essential  role  in  the 
coagulation  of  blood.  This  reaction  of  protein 
binding  is  reversed  by  a strongly  basic  protein 
like  protamine,  which  is  an  effective  antidote  for 
an  excess  of  heparin.  Heparin  also  has  the  pro- 
perty of  diminishing  the  agglutinability  of  plate- 
lets, a very  important  function  in  the  prevention 
of  thrombosis,  Wright11,  Best,  Cowan  and  Mac- 
Lean12,  and  Dale  and  Jaques13. 

Heparin  is  quantitated  in  units.  Although 
a unit  is  not  exactly  defined,  it  is  usually  con- 
sidered to  be  the  amount  of  the  anticoagulant 
which  inhibits  the  clotting  of  1 cc.  of  blood  in 
the  cold  for  24  hours.  Best14  has  suggested  that 
a unit  might  profitably  be  defined  as  the  activity 
contained  in  1/100  mg.  of  the  purest  material. 
Not  all  products  on  the  market  are  of  the  same 
concentration,  but  some  are  so  prepared  that  1 
cc.  is  the  equivalent  of  10  mgs.  or  1000  toronto 
units  of  heparin ; thus  a 10  cc.  vial  would  con- 
tain 10,000  units.  For  the  average  case,  it  is 
custmary  to  put  20  cc.  in  the  initial  liter  of  glu- 
cose or  saline,  allow  the  fluid  to  flow  slowly, 
and  measure  the  coagulation  time  at  two  ot  four 
hour  intervals  until  the  proper  coagulation  time 
is  reached,  i.e.  15  to  20  minutes,  the  two-tube 
method  of  Lee  and  White  being  used  to  deter- 
mine the  coagulation  time.  After  this  is  attained, 
the  flow  is  adjusted  to  maintain  this  level ; 10  cc. 
in  each  subsequent  liter  is  usually  adequate,  the 
fluid  perhaps  being  allowed  to  flow  somewhat 
more  rapidly  to  maintain  the  proper  coagulation 
time.  The  heparin  must  be  given  parenterally, 
preferably  intravenously,  and,  in  the  opinion  of 
most  workers,  preferably  continuously  rather 
than  intermittently.  Jorpes15,  however,  admin- 
isters heparin  intermittently  and  feels  that  this 
is  the  proper  procedure.  Two  to  four  hours  after 
the  administration  of  heparin  is  stopped,  the 
coagulation  time  of  the  blood  returns  to  normal. 

Dicumarol,  3,3'-methylenebis  (4-hydroxy cou- 
marin)  is  the  synthesized  material  which  is  bio- 
logically identical  with  the  material  isolated  from 
spoiled  sweet  clover  responsible  for  hemorrhagic 


disease  in  cattle.  It  reduces  the  prothrombin  in 
the  blood16  and,  as  we  have  found  recently,  also 
lessens  the  agglutinability  of  platelets17  and  pro- 
duces hypocoagulability  of  the  blood  in  man  and 
in  many  animals.  It  does  not  function  as  an  anti- 
coagulant in  vitro.  Its  great  advantage  over 
heparin  is  that  it  is  inexpensive  and  is  active 
when  given  orally,  irregularly  active  when  given 
rectallv.  It  can  he  given  intravenously  in  a 
strongly  alkaline  solution,  which  is  not  as  stable 
as  might  he  desired.  Dicumarol  produces  no 
demonstrable  effect  upon  the  prothrombin  time 
for  24  to  48  hours  after  administration,  and  the 
effect  is  protracted,  reaching  a maximum  in  3 to 
5 days  and  then  subsiding  for  2 to  4 days  until 
return  to  normal.  This  protracted  effect,  it  is 
obvious,  may  be  either  advantageous  or  disadvan- 
tageous, according  to  circumstances.  The  usual 
initial  dose  is  5 mgs. /'Kg.  Thereafter  we  usually 
give  1.5  mgs. /Kg.  per  day,  the  dosage  being  de- 
termined by  the  prothrombin  time ; when  it  is 
too  great,  the  drug  is  omitted  one  or  more  days 
until  the  prothrombin  time  starts  to  decrease, 
when  the  1.5  mgs. /Kg.  dosage,  as  needed,  is6 
resumed.  It  is  obvious  that  it  requires  some  ex- 
perience and  skill  to  judge  when  the  drug  should 
he  continued  and  when  ommitted.  We  aim  to 
maintain  the  prothrombin  time  at  approximately 
25  to  50  per  cent  of  normal  — that  is,  in  a range 
of  16  to  21  seconds  by  our  method  of  determining 
prothrombin  time,  where  the  control  time  is 
about  1 1 seconds  for  a prothrombin  of  100  per 
cent.  With  the  suggested  dosage  80  per  cent  of 
patients  will  obtain  desirable  prothrombin  levels. 
Some  require  larger  doses,  and  an  occasional 
patient  is  very  sensitive  to  the  drug.  Conse- 
guently,  individualization  of  therapy  and  daily 
determinations  of  prothrombin  time,  at  least 
for  the  first  week,  and  frequently  thereafter, 
are  absolutely  essential  if  accidents  are  to  be 
avoided. 

Dicumarol  should  not  he  administered  to  pa- 
tients with  hemorrhagic  disease,  significant  liver 
disease,  or  renal  disease  with  gross  impairment 
of  function.  Caution  is  indicated  if  fever  or  a 
dietary  deficiency  exists. 

The  antidotes,  if  excessive  hypoprothrom- 
binemia  or  bleeding  occur,  are  transfusion  of 
fresh  blood,  perhaps  daily  for  several  days. 
400  to  500  cc.  and/or  the  intravenous  adminis- 
tration of  large  doses  of  synthetic  vitamin  K,  40 
to  64  mgs.  Ordinary  clinical  doses  of  Vitamin 
K are  totally  ineffectual. 
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THE  EXPERIMENTAL  AND  CLINICAL 
EFFECT  OF  DICUMAROL 
ADMINISTRATION 

Early  in  our  studies18  it  was  demonstrated  in 
animals  that  Dicumarol  did  not  have  great  toxi- 
city in  dogs  and  that  the  liver  was  not  damaged 
even  by  excessive  doses  of  the  drug.  Hemorrhage, 
however,  which  was  often  widespread  and  usually 
involved  the  gastro-intestinal  tract,  was  a com- 
mon ^result  of  excessive  dosage  and  was  fre- 
quently attended  by  widespread  dilatation  of  the 
small  blood  vessels.  It  was  possible  to  demon- 
strate that  of  the  dogs  given  a single  dose  of  5 
mgs./Kg.  of  Dicumarol,  a much  smaller  pro- 
portion than  of  the  control  dogs  developed 
venous  thrombosis.  Thrombosis  was  induced  in 
the  radial  veins  by  the  injection  of  the  sclerosing 
agent  monolethanolamine  oleate  (monolate)  ; 
with  the  technique  used,  50  per  cent  of  the  con- 
trol animals  developed  thromboses  but  only  6 per 
cent  of  the  Dicumarol-treated  dogs19. 

Figure  1 shows  the  effects  of  Dicumarol  upon 
the  prothrombin  time  and  coagulation  time  in 
one  human  being  studied.  Studies  of  liver  func- 
tion, renal  function,  erythrocyte,  leukocyte,  and 
platelet  counts  were  all  negative. 


coagulation  time  in  a 66  kg.  white  male.  The  line  marked  con- 
trol represents  the  prothrombin  times  of  an  untreated  patient 
picked  at  random  on  the  ward  each  day  and  offers  check  upon 
the  potency  of  the  thromboplastin  employed  and  the  technique 
of  the  prothrombin  time  test. 

The  indications  for  anticoagulant  therapy  are 
many.  Thus  an  anticogulant  may  be  wisely  used 
prophylactically  in  operations  where  the  inci- 
dence of  thrombosis  is  high,  as  in  surgery  of  the 
pelvis,  vascular  surgery  and  after  splenectomy. 
Anticoagulant  therapy  is  especially  indicated  for 
patients  who  at  the  time  of  previous  surgery  suf- 
fered thrombophlebitis  or  embolism.  These  drugs 
are  indicated  when  there  is  thrombophlebitis 
and  phlebothrombosis  with  or  without  pulmonary 
infarction,  unquestioned  cerebral  thrombosis, 


mesenteric  thrombosis,  and  probably  coronary 
thrombosis. 

Thrombophlebitis  and  plileborthrombosis  are 
very  common.  The  latter,  which  is  especially 
likely  to  produce  subsequent  pulmonary  embol- 
ism, often  occurs  without  pain  and  is  not  infre- 
quently overlooked.  Many  methods  of  treating 
these  conditions  have  been  suggested  in  recent 
years.  Ligation  of  the  femoral  vein,  or  iliac  vein, 
as  advised  by  Homans20  (some  surgeons  have 
advocated  bilateral  ligation)  is  perhaps  the 
surest  method  of  preventing  pulmonary  embolus 
and  infarction.  It  is  not  always  a simple  surgical 
procedure  and,  in  the  opinion  of  some,  is  rather 
drastic.  The  need  for  it  increases  with  the  ad- 
vancing years21,  since  the  incidence  of  serious 
and  fatal  embolus  increases  with  each  decade 
beyond  forty.  OOchsner  and  De  Bakey22  have 
advocated  regional  sympathetic  ganglion  block, 
previously  advocated  by  Leriche  to  relieve  the 
arterial  and  venous  spasm  and  pain.  It  is  pre- 
sumed that  the  blood  flow  is  thus  speeded  up  and 
the  development  of  thrombus  minimized. 

It  need  hardly  be  said  that  anticoagulant 
therapy  will  not  resolve  a thrombus  already 
formed,  whether  it  is  associated  with  inflamma- 
tion of  the  vein  or  not.  If  phlebitis  exists,  the 
thrombus  usually  adheres  to  the  vein  and  is 
unlikely  to  travel.  The  purpose  then  of  anti- 
coagulant therapy  is  to  prevent  the  development 
of  a second  thrombus  elsewhere,  or  a propagated 
thrombus  — a fresh  thrombus  at  the  site  of  the 
original  one  — a thrombus  which  is  likely  to  be 
loosely  attached,  and  readily  broken  off  to  form 
an  embolus.  This  is  the  logic  of  anticoagulant 
therapy  in  these  cases.  And  since  Dicumarol  does 
not  exert  its  effect  for  24  to  48  hours,  the  ideal 
therapy  is  the  early  institution  of  heparin  ad- 
ministration with  concomitant  exhibition  of 
Dicumarol.  As  soon  as  the  prothrombin  time  is 
prolonged,  one  may  assume  that  the  Dicumarol 
is  exerting  its  effect  and  that  the  heparin  may 
be  dispensed  with.  Some  caution  is  necessary, 
however,  since  large  doses  of  heparin  produce 
hypoprothrombinemia,  and  on  rare  occasions, 
ordinary  doses  of  heparin  may  cause  rduction  in 
the  prothrombin. 

The  results  of  this  type  of  therapy  in  the  hands 
of  capable  physicians  are  best  exemplified  in  the 
large  series  of  clinical  cases  at  the  Mayo  clinic, 
recorded  in  the  paper  of  Barker  in  the  August, 
1946,  issue  of  Minnesota  Medicine23.  Some  of  the 
results,  which  are  truly  impressive,  are  shown  in 
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the  following:  two  tables,  which  Doctor  Barker 
has  kindly  permitted  me  to  use. 

TABLE  I 


NONFATAL  POSTOPERATIVE  PULMONARY  EMBOLISM 
AND  INFARCTION 


Control  group; 
anticoagulants 
not  administered 


Number  Per  Cent 


Total 

678 

100 

Subsequent  venous  thrombosis, 

pulmonary  embolism  or 
infarction 

297 

43.8 

Subsequent  fatal 

pulmonary  embolism 

124 

18.3 

Dicumarol 

administered 

Per 

Number  Cent 

292  100 


3 1.0 

1*  0.3 


‘After  prothrombin  had  returned  to  normal. 


TABLE  II 


POSTOPERATIVE  THROMBOPHLEBITIS 


Control  group; 
anticoagulants 
not  administered 


Dicumarol 

administered 

Per 


Number 

Per  Cent 

Number 

Cent 

Total  cases 

897 

100 

280 

100 

Subsequent  venous  thrombosis, 

pulmonary  embolism  or 
infarction 

227 

25.3 

8* 

2.8 

Subsequent  fatal 

pulmonary  embolism 

51 

5.7 

0 

0 

‘One  case  of  minor  pulmonary  infarction  and  seven  cases 
of  thrombophlebitis  in  three  of  which  the  value  for  prothrombin 
was  greater  than  30  per  cent  when  the  reccurrence  developed. 


Our  findings  in  a much  smaller  series  of  cases 
of  thrombophlebitis  and  pulmonary  embolism 
tend  to  confirm  Barker’s  observation23  that  sub- 
sequent thrombophlebitis  and  pulmonary  em- 
bolsm  rarely  occur  after  anticoagulant  therapy 
has  been  properly  administered. 

The  one  hazard  is  hemorrhage,  which  may  be 
serious  and  difficult  to  control.  The  best  insur- 
ance against  this,  I believe,  is  accurate  daily 
determination  of  the  prothrombin  time.  In  a 
hospital  this  determination  should  be  done  by  a 
single  technician,  one  who  is  well  trained  in  the 
procedure  and  one  who  does  these  tests  fre- 
quently. In  our  experience,  repeated  several 
times  now,  that  the  best  of  technicians  must 
spend  a month  in  doing  daily  determinations  to 
acquire  the  skill  and  accuracy  required.  Once 
trained,  she  should  handle  all  the  patients  treated 
with  Dicumarol.  Usually  those  who  have  had 
trouble  with  the  drug  have  been  relying  upon 
inaccurate  determinations  of  prothrombin  time 
and  thus  have  had  a false  sense  of  security. 

I have  attempted  this  morning  to  outline  for 
you  what  is  known  about  anticoagulants  at  the 
present  time,  to  cite  some  of  the  indications  and 
contraindications  for  their  use,  and  to  describe 


some  of  the  results  that  may  be  obtained  form 
their  proper  employment.  The  use  of  b o t h 
heparin  and  Dicumarol  involves  no  special  haz- 
ards except  that  of  gross  hemorrhage  from  over- 
dosage or,  in  the  unusually  susceptible  individ- 
ual, from  the  usual  dosage.  The  disadvantages  of 
heparin  are  that  it  costs  much  more  and  requires 
parenteral  administration,  whereas  Dicumarol  is 
cheap  and  may  be  given  by  mouth.  When  heparin 
is  employed  the  coagulation  time  must  be  deter- 
mined ; when  Dicumarol  is  used,  the  prothrombin 
time,  a technically  more  difficult,  but  equally 
accurate,  determination  when  properly  done, 
must  lie  measured.  Heparin  has  a very  real  ad- 
vantage in  that  the  coagulation  time  of  the  blood 
will  return  to  normal  within  a few  hours  after 
administration  has  been  stopped,  thus  permit- 
ting much  better  control  of  the  theapv. 

Finally,  1 would  emphasize  the  need  for  em- 
ploying anticoagulants  when  they  are  indicated 
and  only  when  they  are  indicated,  careful  indi- 
vidualization of  therapy,  and  close  daily  atten- 
tion to  the  patient  while  under  therapy.  The  an- 
ticoagulants are  useful  but  dangerous  drugs;  al- 
most never  should  they  be  employed  in  patients 
who  are  not  hospitalized. 
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H.  INFLUENZAE  MENINGITIS 
(with  Report  of  Incidence  in  a Newborn  with  Recovery) 

MILTON  C.  F.  SEMOFF,  M.M.,  F.A.C.P. 

Tucson,  Arizona 


■\yTENINGITIS  caused  by  H.  Influenzae,  is  of 
-LV-i-  g-reat  interest  to  the  pediatrician,  as  a 
matter  of  pride  in  the  lowered  mortality,  with 
deference  to  the  incidence  in  children  (ranking- 
first  to  third),  and  with  humility  in  the  diffi- 
culty of  early  recognition  of  the  indicative  signs 
and  symptoms. 

The  lowered  mortality  can  be  seen  in  the  report 
from  the  Hospital  for  Sick  Children,  Toronto. 
They  reported  166  cases  during  1919  and  1944. 
The  early  group  of  70  cases  had  a 98%  fatality. 
The  next  group  of  50  cases  using  horse  and 
guinea  pig  sera  had  a 78%  fatality.  The  next 
group  of  20  patients  introduced  the  early  sulfon- 
amides and  above  sera  with  a reduction  to  75% 
fatality.  The  most  recent  group  of  16  patients 
treated  with  anti-B  rabbit  sera  and  usually  sulfa- 
diazine reduced  the  fatality  to  50%  ; and  the  last 
group  of  10  patients  treated  with  sulfadiazine 
alone,  also  reported  a fatality  of  50%.  I surveyed 
nine  cases  at  Crildren’s  Hospital  in  Chattanooga 
from  1940  to  1942 ; we  had  four  recoveries  out 
of  nine  cases  treated  with  varying  sulfa  drugs. 

Influenzae  Meningitis  is  more  common  in 
children  than  is  usually  considered  ; varying  with 
the  incidence  of  epidemics  and  the  ^locality  con- 
cerned, it  ranks  first  and  never  lower  than  third, 
in  all  forms  of  meningitis ; meningicoccoc  and 
pneumococcoc  meningitis,  being  the  other  two 
common  forms  encountered. 

The  definite  diagnosis  of  H.  Influenzae  men- 
ingitis is  made  bacteriologically  from  spinal 
taps,  blood  cultures,  and  nasopharyngial  smears. 
However,  it  is  early  recognition  of  indicative 
signs  and  symptoms  of  meningitis  leading  to 
the  above  procedures  that  is  of  major  importance. 
During  the  first  year  of  life,  any  unexplained 
fever  associated  with  irritability,  alternating 
with  drowziness,  a high  pitched  cry,  and  glassy 
eyes,  should  warrant  a spinal  tap.  After  the 
first  year,  any  unexplained  fever  with  or  without 
drowziness,  transient  delirium,  hyperactive  re- 
flexes, generalized  hyperaesthesia,  resistance  and 
pain  on  neck  flexion,  positive  Kernig  and  Brud- 
jinski  reflexes,  should  likewise  lead  to  spinal 
puncture.  Buldging  fontanelles,  stiff  neck,  and 
opisthotonus  are  all  too  late  signs. 

Reported  at  the  Staff  Meeting,  Tucson  Medical  Center,  Ari- 
zona. 


Bacteriologically  H.  Influenzae  is  a gram 
negative  small  coccobacilli  with  filamentous 
forms,  and  it  stains  poorly.  If  the  organism  is 
obtained  directly,  a positive  diagnosis  can  be 
made  by  demonstration  of  capsular  swelling. 
This  is  done  in  exactly  the  same  manner  as 
pneumococcoc  typing,  with  type  specific  sera, 
swelling  of  the  capsule,  and  usually  agglutina- 
tion present  in  a few  minutes.  However,  no  typ- 
ing should  be  considered  negative  until  thirty 
minutes  have  elapsed.  If  no  organism  is  demon- 
strable, cultures  must  be  made.  Alexander  uses 
Leventhal  broth  agar  plates  and  blood  agar 
plates.  Within  twelve  to  twenty  four  hours, 
small  colonies  will  be  available  for  typing.  If 
there  is  a mixed  flora,  two  or  three  drops  of  a 
penicillin  solution  (ten  units  per  milliliter)  on 
a chocolate  agar  plate  with  heavy  inoculation 
will  inhibit  all  organisms  except  H.  Influenzae. 
Inoculation  at  the  same  time  of  an  agar  slant 
will  allow  the  other  organisms  to  grow  readily 
while  II.  Influenzae  grows  poorly.  Within  twelve 
hours  the  organism  will  be  available  for  typing. 
It  should  be  remembered  that  the  rough  forms 
will  not  type,  but  these  are  seldom  pathological. 

The  therapy  for  this  disease  can  be  roughly 
considered  as  the  sulfonamides,  Anti-B  Influen- 
zae rabbit  serum,  penicillin  and  streptomycin. 
Almost  all  of  the  sulfonamides  have  been  re- 
ported favorable  at  some  time.  The  consensus  of 
opinion  at  the  present  favors  sulfathiozole ; this 
is  probably  due  to  the  accessibility  of  the  drug. 
Type  B is  the  most  common  group  of  pathologic 
H.  Influenzae.  Of  seventy  one  cultures  reported 
at  Toronto  seventy  were  type  B.  Rabbit  sera  is 
available  only  for  t his  type.  Penicillin  as  shown 
by  many  investigators  does  not  inbibit  the  growth 
of  H.  Influenzae.  However,  many  reports  are 
available  showing  clinically  “a  benifical  syn- 
ergy. ’ ’ Streptomycin  has  been  reported  very 
favorably  but  is  not  as  yet  generally  available. 

The  following  outline  of  therapy  is  the  sum 
total  of  various  investigators  reports.  However, 
basically,  they  all  follow  Alexander’s  work. 
When  an  impression  of  meningitis  has  been 
made,  a spinal  tap  should  be  done,  blood  cultures 
should  be  taken  and  if  feasible,  nasopharyngial 
smears  and  cultures  should  be  made.  Upon  com- 
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pletion  of  the  above  procedure,  sodium  sulfa- 
diazine should  be  given  subcutaneouly  (.1  gram 
per  kilo). 

This  is  recommended  even  if  the  drug  can  be 
tolerated  by  mouth,  in  order  quickly  to  build  up 
a high  level.  Adequate  fluids  are  administered 
in  the  interval  of  waiting  for  the  laboratory 
reports.  Penicillin  or  streptomycin  may  also  be 
given  at  this  time.  If  the  organism  is  a type  B 
and  the  clinical  condition  warrants  Antibody,  it 
may  be  administered  intravenously.  This  is  more 
efficient  if  administered  after  twelve  hour  delay, 
except  in  chronic  or  severe  cases. 

Sulfadiazine  alone,  is  recommended  if  the 
patient  is  seen  within  twenty-four  hours  of  the 
onset,  if  the  spinal  fluid  is  forty  or  above,  or  if 
after  forty-eight  hours  the  spinal  fluid  is  sterile, 
and  the  clinical  condition  is  improved.  The  drug 
is  continued  for  two  weeks  after  the  spinal  fluid 
is  setrile  and  normal  in  its  constituents.  It  has 
been  recommended  that  the  original  subcutane- 
ous dose  be  repeated  at  twelve  hours  for  at  least 
two  doses.  Orally,  sulfadiazine  should  be  admin- 
istered with  sodium  bicarbonate  (two  to  three 
times  the  amount  of  sulfa)  in  an  attempt  to 
maintain  a urine  pH  of  7.5.  Extra  fluids  are 
given  by  the  route  the  patient  can  most  easily 
tolerate  and  assimilate.  For  intravenous  use 
.6  M Lactate  with  5%  glucose  at  the  rate  of 
twenty  c.c.  per  kilo  per  hour  for  the  first  two 
hours,  has  been  recommended.  A blood  level  of 
15  mgm%  is  desirable. 

Type  B Anti  H.  Influenzae  serum  is  to  be 
administered  in  all  the  chronic  or  severe  cases 
and  those  which  have  not  responded  favorably 
to  the  sulfonamides.  The  most  desirable  proce- 
dure is  to  type  the  organism  first.  If  sera  is  to 
be  given,  the  amount  is  calculated  in  the  vials  of 
twenty-five  mgm  antibody  nitrogen. 

This  is  based  upon  the  spinal  fluid  sugar  ex- 
pressed in  mgm (f.  The  necessary  chart  accom- 
panies each  ampoule.  Enough  antibody  should 
be  given  in  the  first  dose  if  possible  to  supply  a 
surplus  in  the  blood  stream,  so  that  it  will  not 
be  necessary  to  repeat.  The  sera  is  diluted  with 
ten  c.c.  of  normal  saline  per  kilo  and  adjusted 
to  drip  for  two  hours.  If  possible,  this  should 
be  followed  in  twelve  to  twenty-four  hours  with 
a test  for  sufficiency  of  antibody.  The  patient’s 
blood  is  drawn ; the  serum  is  diluted  to  ten  and 
tested  against  a known  organism  for  swelling. 
In  severe  cases  more  antibody  must  be  admin- 
istered and  daily  controls  taken. 


For  the  very  severe  cases  in  which  there  has 
been  no  favorable  response  Alexander  recom- 
mended intra-thecal  administration  of  the  anti- 
body. This  is  definitely  a last  stand  procedure. 
She  has  reported  a very  interesting  procedure 
in  intra-thecal  block:  one  c.c.  of  heparin  is  first 
given  intra-thecally  to  clear  the  block ; this  is 
then  followed  by  the  sera. 

Penicillin  lias  been  referred  to  previously. 
Three  recoveries  were  reported  in  Uraguay  with 
the  use  of  sulfathiazole  and  penicillin.  The 
authors  compared  their  results  with  the  previous 
poor  reports  of  sulfathiazole  alone.  They  feel 
definitely  that  the  penicillin  was  the  difference. 
A type  F.H.  Influenzae  meningitis  with  recovery 
was  reported  using  sulfathiazole,  sulfadiazine, 
and  penicillin.  The  author  here,  also  offers  his 
opinion  of  a definite  “beneficial  synergy.”  My 
case  which  recovered,  was  given  sulfadiazine  and 
five  thousand  units  of  penicillin  every  three 
hours  for  seven  days. 

In  treating  H.  Influenzae  Meningitis,  spinal 
punctures  must  be  done  almost  daily  until  the 
fluid  is  clear  and  the  chemistry  and  cell  count 
approach  normal.  This  differs  from  the  accepted 
treatment  of  the  other  common  forms  of  meningi- 
tis. There  should  be  no  fear  of  doing  these  taps 
as  frequently  as  necessary.  One  report  from  Los 
Angeles  County  Hospital  told  of  a two  year  old 
female  child  that  had  sixty-nine  taps  in  seventy- 
five  days  with  recovery  and  residual  findings. 
Case  No.  451A  T.M.C. 

I).  B.  white  male  was  born  on  June  7,  1945,  at 
the  Tucson  Medical  Center,  weight  7 pounds 
9 ounces,  height  19 V2  inches.  The  mother  was  a 
multapara,  who  had  severe  vomiting  for  the  first 
three  months  of  pregnancy  and  at  term  developed 
a mild  toxemia  (urinary  albumin,  blood  pressure 
190mm).  She  was  induced  by  rupturing  of  the 
membranes  and  had  an  uneventful  delivery.  The 
baby  crie  dlustily.  He  was  put  to  the  breast  with 
lactose  water  after  feedings.  His  weight  fell  to 
6 pounds  15  ounces  on  the  fourth  day  but  by  the 
sixth  day  he  had  gained  to  7 pounds.  Early  on 
the  morning  of  the  sixth  day  his  temperature 
rose  to  101.4  F;  by  8:00  A.M.  the  nurse  noted 
“a  sharp  shrill  cry,  as  if  in  pain. " He  refused  to 
nurse  and  the  obstetrician  ordered  a formula. 
The  baby  would  fall  asleep  and  then  awake 
fretful.  On  the  seventh  day  the  temperature 
remained  elevated,  rising  to  102.2  F at  5 P.M. 
The  nurses  noted  “eyes  blurry,  respiration  dif- 
ficult at  times,  fretful,  and  crying  while  feed- 
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ing.  ” I first  saw  the  child  at  5 P.M.  and  noted 
a mild  jaundice,  mild  spasticity  of  the  extremi- 
ties irritable,  sharp  cry,  and  mild  dehydration. 

He  was  given  calmulsion  by  m outh  and 
Ringer’s  Solution  subcutaneously.  The  baby  had 
a quiet  night,  took  his  feedings  well,  but  the 
temperature  spiked  to  104  F.  The  next  morning, 
the  eighth  day,  forty-eight  hours  since  the  first 
symptom,  the  infant  looked  better,  but  a spinal 
tap  was  done.  The  CNS  fluid  was  under  no 
marked  pressure,  xanthrochromic,  and  cloudy. 
Penicillin  was  started  by  hypo  and  sulfadiazine 
by  mouth  (one  grain  per  pound  stat  and  two 
grains  per  pound  per  twenty-four  hours).  Spinal 
fluid  cell  count  40,600  ; 85%  polys,  15%  lymphs  ; 
smear  showed  diplobacilli.  The  next  day  culture 
was  identified  as  IT.  Influenzae.  Bloodcount 
showed ; Hb.  13.2  gms,  RBC  4,560,000  WBC  16,- 
550  Segs  71%,  Stabs  17%,  lymphs  11%.  Eosin 
1%'.  That  night  the  baby  had  a severe  cyanotic 
spell,  responded  to  Cormine,  and  then  continued 
to  take  the  medication,  water,  and  formula  by 
mouth.  On  the  tenth  day,  for  the  first  time,  neck 
became  stiff  with  mild  oposthotonus  and 
cyanosis.  Oxygen  was  given  PRN.  On  the  twelfth 
day,  the  baby  had  severe  cyanotic  spells  with  con- 
vulsions and  muscular  twitching.  On  the  thir- 
teenth days,  the  fontanelle  was  full.  However, 
the  temperature  remained  under  100  after  this 
date.  The  infant  oral  feeding  and  medication. 
Cisterna  puncture  gave  relief  after  the  dry  spinal 
taps.  Mild  convulsions  at  night  with  Syanosis 
persisted  until  the  ninteenth  day ; thereafter, 


the  clinical  course  was  upgrade.  On  the  thirty- 
ninth  day  he  weighed  9 pounds,  the  CNS  fluid 
had  twenty-two  cells,  and  the  culture  negative. 
He  was  discharged  on  the  forty-fifth  day  weigh- 
ing 9 pounds  11  ounces,  feeding  well,  active,  with 
no  evident  residual  findings.  , 

He  was  seen  in  the  office  at  six  and  a half 
months  old  weighing  17  pounds,  12  ounces, 
happy,  active,  feeding  well.  At  one  year  and 
three  months  of  age  he  weighed  twenty-two 
pounds,  was  thirty-one  inches  tall,  and  showed 
no  residual  findings  of  his  menningitis. 
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PRECANCEROUS  DERMATOSES 

LOUIS  G.  JEKEL,  M.  D. 

Phoenix,  Arizona 


T)KECANCEROUS  dermatoses  are  skin  lesions 
JL  which  may  undergo  malignant  change.  Some 
of  them  regularly  and  invariably  become  can- 
cerous, namely  erythroplasia  and  xeroderma  pig- 
mentosum. Others,  such  as  senile  keratoses  fre- 
quently become  malignant,  but  do  not  do  so  in- 
variably. Still  others,  such  as  secaceous  cysts, 
rarely  become  cancerous.  In  this  short  paper 
each  condition  will  be  discussed  in  such  detail  as 
its  importance  would  seem  to  warrant. 

The  senile  keratosis  occurs  as  a reddish  or  red- 
dish-brown scaly  spot  varying  in  size  up  to  one 
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centimeter  or  more  in  diameter.  It  is  irregular 
in  outline  and  usually  little  if  any  raised  above 
the  surface  of  the  surrounding  skin.  The  favored 
areas  are  those  most  frequently  exposed  to  the 
sunlight,  namely  the  dorsal  surfaces  of  the  hands 
and  forearms,  and  the  face.  The  patient  usually 
is  of  light  complexion.  Treatment  consists  of 
removing  the  lesion.  This  can  be  done  by  electro- 
desiccation, which  probably  is  the  simplest,  or 
by  x-ray  or  radium  therapy,  the  hot  cautery, 
carbon  dioxide  snow,  or  by  cold  scalpel  surgery. 
With  suitable  treatment,  complete  cure  of  the 
lesion  is  assured. 
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Several  other  conditions  are  similar  to  senile 
keratoses,  namely  chronic  actinic  dermatitis, 
chronic  radiodermatitis,  xeroderma  pigmento- 
sum, and  cornu  cutaneum.  Chronic  actinic  der- 
matitis is  known  more  familiarly  as  sailor’s  skin 
or  farmer's  skin.  It  usually  occurs  in  middle- 
aged  or  elderly  persons,  (rarely  in  the  young) 
who  are  fair-complexioned,  often  red-haired  and 
freckled,  and  who  have  led  an  outdoor  life  with 
long  exposure  to  sunshine.  In  this  condition  one 
finds  very  numerous  typical  keratoses,  in  addi- 
tion to  dryness,  wrinkling,  freckling,  and  telan- 
giectasia . Chronic  radiodermatitis  is  much  the 
same  as  chronic  actinic  dermatitis  except  that  it 
is  usually  localized  to  a smaller  area.  Xeroderma 
pigmentosum  closely  resembles  chronic  actinic 
dermatitis,  but  begins  in  early  childhood,  and  is 
considered  to  he  concerned  with  a congenital 
hypersensitivity  to  sunlight.  Keratoses  or  car- 
cinomas that  appear  in  chronic  actinic  derma- 
titis, chronic  radiodermatitis,  or  xeroderma  pig- 
mentosum m ust  be  removed  by  appropriate 
methods.  Cornu  cutaneum,  which  is  another 
simple  hyperkeratosis,  should  he  removed  with 
destruction  of  its  bse  to  prevent  cancer, 
although  it  must  be  stated  that  cancer  resulting 
from  a cutaneous  horn  is  not  common. 

The  seborrheic  keratosis  is  of  little  importance 
as  a precancerous  lesion,  inasmuch  as  malignant 
degeneration  rarely  occurs.  It  is  the  yellowish 
to  brownish-black  lesion  seen  most  frequently  on 
the  seborrheic  areas  of  the  back,  but  also  some- 
times on  the  chest  and  face,  and  elsewere.  It  is 
quite  flat  at  first,  later  becoming  thicker  and 
darker  sometimes  even  taking  on  a verrucous 
appearance.  It  varies  in  size  up  to  about  two 
centimeters  in  diameter,  and  is  round  or  oval  in 
shape  and  shows  a sharply  demarcated  border. 
Frequently  the  patient  requests  removal  of  this 
lesion  either  for  cosmetic  reasons  or  because  of 
itching. 

Certain  chemical  substances  produce  keratoses. 
Many  of  these  result  from  occupational  ex- 
posures. Some  of  the  chemical  agents  known  to 
he  serious  offenders  are  arsenic,  carbon,  hydro- 
carbons, and  products  such  as  soot,  aniline,  pitch, 
paraffin,  tar,  anthracene  and  petroleum.  Arseni- 
cal keratoses,  it  must  be  pointed  out,  occur  in 
persons  who  have  received  arsenic  as  medication 
as  well  as  in  those  who  have  had  occupational  ex- 
posure. The  arsenical  keratosis  shows  a pre- 
dilection for  the  palms  and  soles,  a fact  which 
renders  the  indistinguishable  in  many  cases  from 


other  keratoses.  The  workers  who  develop  these 
various  chemical  keratoses  because  of  occupa- 
tional hazards  include  sailors  and  fishermen, 
tailors,  textile  workers,  railway  engineers  and 
firemen,  gas  works  employees,  petroleum  work- 
ers, tar  and  paraffin  workers,  chimney  sweeps 
and  many  others. 

There  are  two  conditions  which  are  brought  up 
at  this  point,  not  because  they  are  classified  as 
keratoses,  but  rather  as  dyskeratoses,  namely 
Bowon’s  Disease  and  Paget’s  cfisease.  These  two 
conditions  are  merely  to  be  mentioned  and  then 
dismissed,  not  because  they  are  unimportant,  but 
rather  because  they  are  no  longer  considered  to 
be  precancerous  lesion.  They  are  cancers  from 
their  inception. 

Nevi  or  moles  occur  very  frequently,  but  malig- 
nant melanomas  although  they  are  frequently 
seen,  must  occur  in  only  a small  percentage  of 
moles.  Certain  types  of  nevi  seem  to  be  more 
frequently  related  to  malignancy  than  others, 
namely  the  very  black  or  blue-black  nevi.  These 
lesions  occur  most  frequently  on  or  about  the 
face,  but  may  occur  at  other  sites,  especially 
about  the  feet  and  toes.  The  brown  pale  nevi, 
especially  those  possessing  hairs,  are  usually  not 
malignant.  Most  authorities  consider  it  unwise 
to  fulgurate  nevi,  or  to  use  acids  or  refrigeration 
in  an  attempt  to  destroy  them.  Radiation  therapy 
is  not  successful.  The  hot  cautery  for  local 
destruction  or  scalpel  considered  good  and  safe 
methods.  The  chances  of  recovery  are  slight 
once  a malignant  nevus  has  started  to  grow, 
especially  if  metastases  have  already  occurred. 

Precancerous  lesions  of  the  mucous  mem- 
branes include  the  common  leukoplakia,  the  less 
common  kraurosis  vulvae,  and  the  uncommon 
erythroplasia. 

Leukoplakia  occurs  on  all  parts  of  the  mouth, 
including  the  tongue,  the  lips,  the  gums  and  the 
tonsils  as  well  as  the  cheeks.  It  also  may  be  seen 
occasionally  on  the  penis  and  about  the  female 
genitalia.  The  mouth  lesions  are  found  predomi- 
nantly in  men,  only  5%  of  the  patients  being 
women.  The  lesion  appears  as  a white  patch, 
variable  in  size,  usually  smooth  or  only  slightly 
rough.  Symptoms  are  usually  absent  or  neg- 
ligible. Syphilis  is  a predisposing  factor  in  oral 
leukoplakia,  as  is  poor  oral  hygiene.  Almost  all 
of  its  victims  are  smokers. 

Inasmuch  as  one  patient  in  every  three  suffer- 
ing from  leukoplakia,  develops  squamous-cell  car- 
cinoma, the  lesions  must  be  kept  under  close 
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observation,  and  oral  hygiene  must  be  perfect. 
Any  lesion  showing  suspicious  changes  should 
be  excised  or  destroyed  with  the  electrocautery. 
Radiation  therapy  is  not  advised  because  re- 
currence is  common  following  this  procedure. 

Kraurosis  vulvae  is  a relatively  uncommon 
condition  found  in  elderly  women,  beginning  as 
red  spots  about  the  vaginal  orifice  which  extend 
to  involve  large  areas  and  later  become  pale, 
atrophic  and  sclerotic  with  ultimate  retraction 
of  the  tissues.  The  cause  of  the  condition  is  not 
known,  but  it  is  c e r t a i n that  degenerative 
changes  associated  with  age,  and  chronic  irrita- 
tion both  may  play  a part.  Treatment  may  be 
conservtive  if  the  patient  is  kept  under  frequent 
observation.  Hormonal  therapy  is  advocated  by 
some  investigators.  If  a suspicious  change  in  the 
lesion  should  appear,  vulvectomy  may  be  indi- 
cated. 

Erythroplasia  is  an  uncommon  condition  in- 
volving the  glans  and  prepuce  or,  less  frequently, 
the  vulva,  and  still  less  frequently,  the  mouth. 
The  lesions  are  red  patches  varying  in  size  up  to 
a diameter  of  one  centimeter  or  more.  They  may 
be  dry  or  moist,  with  a shiny  or  velvety  appear- 
ance. Carcinoma  appears  ultimately  in  all  un- 


treated cases,  and  all  except  radical  treatment 
is  unsuccessful.  Surgical  removal  of  the  lesion 
is  advocated  once  the  diagnosis  is  established  by 
biopsy. 

There  is  a miscellaneous  group  of  skin  dis- 
orders which  infrequently  undergo  malignant 
change.  Little  discussion  of  these  conditions  is 
necessary  to  this  paper.  Old  scars,  especially 
those  due  to  burns,  develop  carcinoma  often 
enough  to  cuse  one  to  be  on  his  guard.  The  same 
is  true  of  ulcers  of  long  standing,  especially  when 
infection  is  present.  Syphilis,  especiallly  in  the 
mouth,  more  especially  in  conjunction  with 
leukoplakia,  and  most  especially  on  the  tongue 
as  interstitial  glossitis,  is  a frequent  offender. 
Finally  discoid  lupus  erythematosus,  lupus  vul- 
garis, sebaceous  cysts,  Von  Recklinghausen’s 
neurofibromatosis,  and  other  skin  disorders  may 
at  times  develop  cancers.  All  of  these  are  to  be 
managed  in  a manner  indicated  by  the  prevailing 
circumstances. 

SUMMARY 

The  precancerous  dermatoses  are  discussed 
briefly.  Emphasis  is  placed  on  diagnosis,  treat- 
ment, and  prognosis. 


STUDIES  ON  THE  EFFECT  OF  DILUTING  FLUIDS 
ON  SEROLOGICAL  TITRES 
II.  A Comparison  of  the  Titres  Obtained  When  the  Sera 
Are  Diluted  Prior  to  Inactivation  and  When 
They  Are  Diluted  After  Inactivation 

EDWARD  L.  BREAZEALE1,  THEODORE  R.  REUSSER2,  and  L.  F.  PIERCE3 


'TfHIS  is  the  second  of  a series  of  papers  deal- 
lining  with  the  subject  of  serological  titering 
of  Studes  on  the  effect  of  diluting  fluids  on  . . . 
syphilitic  sera.  In  an  earlier  paper1  the  effect 
of  diluting  with  (a)  normal  saline  (b)  2.5% 
saline  and  (c)  seronegative  sera  was  discussed. 

If  we  assume  that  seropositive  blood  is  reac- 
tive due  to  the  presence  of  an  antibody-like  sub- 
stance, which  we  may  call  reagin,  it  would  appear 
that  the  t.itre  should  not  be  affected  by  the  type 
of  diluting  fluid  used.  However,  in  the  previous 
paper  dealing  with  this  subject,  the  authors 
brought  out  the  fact  that  by  using  pooled  sero- 
negative sera  instead  of  saline,  a titre  of  from 

1.  Arizona  State  Board  of  Health — Division  of  Laboratories, 
Tucson,  Arizona. 

2.  Tucson  Medical  Laboratories,  Tucson,  Arizona. 

3.  L.  F.  Pierce  Laboratories,  Los  Angeles,  California. 


four  to  ten  times  as  great  could  be  obtained.  It 
is  of  interest  to  note  that  in  “Technics  of  Serodi- 
agnostic  Tests  for  Syphilis,  1944 ’2  that  several 
of  the  author  serologists  recommend  normal 
saline  (Kahn,  Wassermann,  Kline,  Mazzini, 
Eagle),  some  recommed  2.5%  saline  (Kahn), 
while  still  others  prefer  the  use  of  pooled  nega- 
tive sera  (Kline,  Hinton).  From  this  it  will  be 
seen  that  if  a serum  was  diluted  with  saline  and 
titered  by  the  method  of  Mezzini  or  Eagle  in  one 
laboratory,  and  then  another  laboratory  titered 
the  same  sample  by  the  method  of  Kline  or 
Hinton  using  pooled  negative  sera,  there  would 
be  an  apparent  discrepancy  in  results. 

EXPERIMENTAL 

In  an  effort  to  help  explain  the  observed 
phenomenon  reported  in  the  first  of  these  papers 
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the  following  experiments  were  carried  out  in 
this  laboratory. 

Blood  samples,  as  they  were  received  by  this 
laboratory,  were  sparated  from  their  clots,  and 
centrifuged  at  high  speed  for  five  minutes  and 
the  clear  supernatant  sera  poured  off.  The  sera 
were  then  divided  into  two  portions,  one  “in- 
actived”  in  an  electrically  controlled  water  bath 
at  56°  C for  30  minutes,  and  4)  raw  sera  diluted 
at  56°  C for  a period  of  30  minutes  and  the  sec- 
and  portion  used  for  the  raw  dilution  studies. 
The  inactivated  samples  were  then  examined 
according  to  the  methods  of  Kahn,  Kline  and 
Hinton.  Serial  dilutions  were  then  made  as  fol- 
lows: 1.  Inactivated  esra  diluted  with  2.5% 
saline ; 2.  inactivated  sera  diluted  with  inacti- 
vated seronegative  sera;  3.  raw  sera  (second 
portion  above)  diluted  with  saline  and  then  in- 
activated at  56°  C for  30  minutes,  and  4.  raw 
sera  diluted  with  raw  seronegative  sera  and 
then  inactivated  at  56°  C for  30  minutes.  All 
dilutions  were  examined  by  the  same  technics 
as  were  the  original  samples.  Only  those  results 


obtained  by  the  Kahn  technic  are  reported  in 
Table  1.  Standard  Klines  and  Rapid  Rintons 
were  run  on  each  dilution,  while  only  a one  tube 
Kahn  (0.025  ml  antigen  as  recommended  by 
Kahn)  was  used  in  determining  the  titre. 
RESULTS 

TABLE  I (See  page  4) 

Individual  readings  on  representative  samples 
are  given  in  Table  II. 

TABLE  II  (See  page  4) 
DISCUSSION 

The  results  indicate  that  (a)  a higher  titre  is 
obtained  when  sera  is  used  as  a diluting  media 
than  those  obtained  where  saline  is  employed  and 
(b)  that  a higher  titre  is  obtained  when  the  sera 
is  diluted  raw  and  then  inactivated  than  when 
inactivated  sera  is  titred. 

There  is  no  readily  available  explanation  for 
this  observation.  Obviously,  the  basic  mechanism 
responsible  for  t he  production  of  a positive  sero- 
logical test  must  be  linked  in  some  way  to  a 
thermo-lable  substance  in  the  sera.  It  would 
appear  that  there  must  be  some  type  of  molecule 


TABLE  I 


THE  EFFECT  ON  TITRE  OF 


DILUTING  SERA  BEFORE 
(Kahn  Results1) 
Number  remaining  positive 


AND  AFTER  INACTIVATION 


DILUTIONS 

Control  Reaction  4+  (36  Sera) 


Diluted 

with 

J 

1:1  | 

1:2 

1:4 

1:8 

1:16 

| 

1:32 

1:64 

1:128 

1:256 

1:512 

1:1024 

1:2048 

Saline 

Raw 

36  | 

36 

35 

29 

16 

! 

6 I 

3 

1 

1 

0 

0 

0 

0 

Sera 

Raw 

| 

36  | 

36 

36 

36 

34 

1 

27  | 

20 

1 

10 

3 

3 

2 

0 

Saline 

Heated 

I 

36  | 

35 

27 

14 

7 

2 ; 

0 

0 

0 

0 

0 

0 

Sera 

Heated 

1 

36 

36 

36 

| 29 

22 

1 

11  1 

6 

1 

0 

0 

0 

0 

Control  Reaction  3+ 

(18  Sera) 

Saline 

Raw 

18 

17 

14 

7 

3 

0 

0 

0 

0 

0 

0 

0 

Sera 

Raw 

18 

18 

18 

17 

12 

1 

8 

3 

0 

0 

0 

0 

0 

Saline 

Heated 

18 

12 

5 

0 

0 

| 

0 

0 

0 

o 

0 

o 

0 

Sera 

Heated 

| 

18 

17 

15 

5 

4 

1 

0 1 

0 

0 

0 

0 

0 

0 

Control  Reaction  2+ 

(12 

Sera) 

Saline 

Raw 

I 

12 

12 

9 

1 

0 

1 

0 

0 

0 

0 

0 

0 

0 

Sera 

Raw 

1 

12  ! 

1 

12 

12 

1 

10 

6 

1 

0 

0 

0 

1 

0 1 

1 

0 1 

0 

Saline 

Heated 

12  | 

10 

1 

0 

0 

0 I 

0 

0 

0 

0 

0 

0 

Sera 

Heated 

12  | 

11 

5 

0 

0 

0 ! 

0 

0 

0 

0 

0 

0 
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Control  Reaction  1+  (6  Sera) 


Saline 

Raw 

6 

5 

4 

1 

0 

0 I 

o ! 

o ! 

0 

0 1 

i 

0 1 

0 

Sera 

Raw 

6 

6 

6 

1 

0 

1 

o l 

1 

o 

1 

0 

0 

0 

0 

0 

Saline 

Heated 

6 

4 

1 

1 2 

I 

1 0 

0 

1 

1 0 | 

1 

0 l 

1 

0 ( 

0 

' 

0 

0 

0 

Sera 

Heated 

0 

5 

2 

0 

0 

1 

0 1 

1 

0 1 

1 

0 I 

0 

0 

I 

0 I 

0 

Control  Reaction  Negative  (25 

Sera) 

Saline 

Raw 

0 

o 

0 

0 

0 

1 

0 I 

1 

0 [ 

1 

0 

0 

0 

1 

0 

0 

Sera 

Raw 

0 

0 

0 

0 

0 

1 

0 1 

0 

1 

0 

0 

0 

I 

0 1 

0 

Saline 

Heated 

0 

0 

0 

0 

0 

1 

o 1 

1 

0 I 

1 

0 l 

0 

0 

1 

0 

0 

Sera 

Heated 

0 

0 

0 

0 

0 

1 

0 [ 

1 

o 

I 

0 1 

0 

0 

0 

o 

1.  Complete  agreement  with  Kline,  Hinton  results. 


TABLE  II 

INDIVIDUAL  DILUTION  READINGS  COMPARING  THE  EFFECT  OF  DILUTION  ME  DIAS 

(Kahn  Results1) 


DILUTIONS 


Sample 

No. 

Control 

Reaction 

j 

Diluent 

I 

1 1:1 

1 

! 

1:2 

1 

1:4 

1 

1 

1:8  | 

1 

1:16 

1 1:32 

1 

1 

1:64 

! 

I 1:128 

1 

1 1:256 

1 

| 1:512 

1 

I 1:1024 

1 

Saline  Raw 

1 4+ 

1 

4+ 

1 

4+ 

1 

3 + 

1 2+ 

1 1+ 

1 

— 

1 - 

| 

— 

| 

| 

Sera  Raw 

1 4 + 

! 

4+ 

1 

4+ 

I 

4+ 

1 4+ 

1 3+ 

I 

3 + 

1 2 + 

1 2+ 

! 1 + 

1 + 

1 

4+ 

1 

1 

1 

| 

1 

! 

1 

1 

1 

! 

1 

Saline  Inaet. 

! 4+ 

1 

4+ 

1 

3+ 

I 

2+ 

1 + 

— 

I 

— 

! — 

— 

— 

1 

Sera  Inact. 

1 4+ 

1 

4+ 

1 

4+ 

1 

3 + 

2+ 

1 1 + 

1 

+ 

- 

! - 

| — 

| — 

1 

1 

Saline  Raw 

1 

1 3+ 

1 

1 

2+ 

1 

1 

1 + 

1 

1 

+ 

1 

— 

1 

1 

1 

1 

1 

1 

1 

1 

Sera  Raw 

I 4+ 

! 

3+ 

1 

3+ 

I 

2+ 

1 + 

1 + 

1 

— 

1 

— 

| 

— 

30 

3+ 

| 

1 

1 

I 

1 

| 

1 

1 

1 

1 

Saline  Inact. 

i 2+ 

1 

1 + 

1 

1 

I 

1 

1 

I 

1 

1 

Sera  Inact. 

1 3+ 

1 

2+ 

I 

1 + 

1 

— 

— 

1 — 

1 

— 

| — 

I — 

| — 

| — 

1 

1 

Saline  Raw 

I 

1 2+ 

1 

1 

1 + 

1 

1 

1 

1 

1 

1 

! 

1 

1 

1 

1 

1 

! 

1 

1 

Sera  Raw 

1 3+ 

1 

3 + 

1 

2 + 

1 

1 + 

- 

| 

1 

— 

| 

— 

| 

— 

25 

2 + 

1 

I 

1 

1 

1 

I 

l 

1 

1 

! 

1 

i 

I 

Saline  Inact. 

i i+ 

1 

1 + 

1 

1 

1 

1 

1 

1 



1 

Sera  Inact. 

! 3+ 

1 

3+ 

1 

2+ 

1 

- 

1 

1 

1 

1 - 

1 

1 - 

1 

1 

Saline  Raw 

1 

! 1 + 

1 

1 

1 + 

1 

1 

+ 

1 

1 

1 

! 

! 

I 

! 

1 

1 

1 

1 

[ 

I 

[ 

1 

Sera  Raw 

i 3+ 

1 

2+ 

1 

1 + 

1 

— 

- 

| 

1 

— 

— 

| 

| 



18 

1 + 

1 

i 

1 

1 

1 

1 

1 

[ 

I 

1 

1 

1 

Saline  Inact. 

1 1+ 

I 

+ 

1 

1 

1 

1 

!- 

1 

I 

1 

1 

Sera  Inact. 

i 2 + 

1 

1 + 

! 

1 

1 

1 

! 

| 

1 

— 

1 

1 

Saline  Raw 

I 

1 

| 

! 

1 

1 

1 

1 

1 

I 

1 

1 

1 

1 

1 

1 

1 

1 

1 

Sera  Raw 

| 

i 

— 

1 

— 

! 

— 

| 

1 

— 

— 







97 

Neg. 

i 

l 

1 

! 

1 

I 

1 

1 

1 

1 

Saline  Inact. 

1 

1 

1 

1 

1 

I 

1 

1 

1 

1 

Sera  Inact. 

! — 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1.  Complete  agreement  with  Kline  and  Hinton  results. 


splitting-  substance  in  a seropositive  sera  that 
is  thermo-lable.  If  this  were  true,  we  coulcl  have 
some  logical  basis  for  inactivation  of  sera  for 
flocculation  precipitation  tests.  It  is  a well 
known  fact  that  unless  a serum  is  strongly  posi- 
tive all  of  the  conventional  tests  will  show  nega- 
tive results  on  a raw  sample.  This  same  phenom- 
enon is  probably  responsible  for  the  increased  ti- 


tre  when  raw  sera  are  diluted  with  pooled  nega- 
tive sera.  From  the  results  obtained  on  a small 
series  no  difference  was  observed  when  raw  neg- 
ative sera  or  inactivated  negative  sera  were  used 
for  a diluent.  This  fact  would  indicate  that  the 
fraction  responsible  for  these  increased  titres  was 
elements,  in  the  positive  sera  is  activating  a por- 
tion of  the  negative  sera,  thereby  raising  the 
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titre.  This  element  is  probably  not  completely 
destroyed  by  heat,  for  if  it  were,  it  would  be 
expected  that  the  same  titre  would  he  obtained 
when  saline  was  used  as  when  negative  sera  were 
used  as  a diluting  fluid. 

It  is  of  interest  to  note  from  Table  1 that  ap- 
proximately the  same  titres  were  obtained  when 
raw  sera  were  diluted  with  saline  as  when  heated 
sera  were  diluted  with  negative  sera.  Here  again 
no  readily  available  explanation  is  available,  and 
one  can  only  offer  a hypothesis.  It  appears  prob 
able  that  in  the  case  of  the  raw  sera  and  the 
saline  that  we  are  dealing  with  an  ionic  concen- 
tration factor,  that  is  that  the  sera  will  come 
to  a constant  ionic  concentration  to  any  given 
dilution.  When  that  seru  mis  diluted,  the  ionic 
concentration,  ( Ca ) — ) — , becomes  lowered  and 
thereby  permitting  additional  (Ca)-| — |-  to  be- 
come ionized.  The  vector  causing  this  ionization 
is  still  highly  active  since  the  sample  has  not 
been  “inactivated”  by  heat.  On  the  other  hand 
if  the  force,  or  vector,  causing  this  ionization  has 
been  destroyed  or  inhibited  by  heating,  and  then 
the  heated  sera  diluted  with  saline  a simple  dilut- 
ing out  of  the  active  particles  results  and  a nega- 
tive test  is  obtained.  However,  apparently  this 


active  force,  or  vector,  is  not  completely  de- 
stroyed by  heat  and  when  a sera  is  titred  with 
negative  sera  it  exerts  some  degree  of  force  on 
that  diluent  and  thereby  increases  the  ionization 
of  the  salts  and  consequently  the  titre. 

These  explanations  are  offered  only  as  an 
hypothesis.  Work  is  continuing  in  this  labora- 
tory and  it  is  hoped  a more  complete  explanation 
will  be  forthcoming  shortly. 

CONCLUSION 

1.  Higher  titres  are  obtained  when  a sera 
is  titrated  before  inactivation  than  is  obtained 
on  heated  sera  regardless  of  whether  sera  or 
saline  is  used  as  the  diluent. 

2.  The  same  titre  is  obtained  if  raw  pooled 
negative  sera  is  used  as  where  inactivated  pooled 
negative  sera  is  the  diluting  media. 

3.  It  would  appear  that  the  active  ingredient 
was  a thermo  lable  substance  found  in  the  sero- 
positive sera,  and  inhibited,  but  not  completely 
destroyed  by  heat  at  56°  C for  30  minutes. 
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Our  New  President  For  1947-1948 


Preston  Thomas  Brown  was  born  in  Denver, 
Colorado,  in  1905.  He  received  his  medical  de- 
gree from  the  University  of  Colorado  School  of 
Medicine  in  1928,  and  took  his  interneships  at 
the  University  Hospital  of  the  State  University 
of  Iowa  and  at  Memorial  Hospital,  New  York 
City.  He  returned  to  the  University  Hospital 
at  Iowa  City  for  a residency  in  obstetrics  and 
gynecology,  which  was  completed  in  1933,  fol- 


lowing which  he  located  in  Phoenix,  where  he 
practiced  these  specialties  until  his  enlistment 
in  the  Army  in  1942. 

He  entered  the  Army  with  rank  of  Major  and 
after  the  usual  training  service  in  the  United 
States,  he  went  overseas  with  the  108th  Station 
Hospital  unit  as  chief  of  the  surgical  service. 
Later  he  was  commanding  officer  with  this  unit 
as  chief  of  the  surgical  service.  Later  he  was 
commanding  officer  with  this  unit  in  Australia, 
New  Guinea,  Philippines  and  Japan.  At  termin- 
ation of  the  war,  he  was  honorably  discharged 
with  rank  of  Lieutenant-Colonel. 

Dr.  Brown  is  a diplomats  of  the  American 
Board  of  Obstetrics  and  Gynecology  and  a Fel- 
low of  the  American  College  of  Surgeons.  He 
has  served  and  is  still  serving  in  places  of  re- 
sponsibility in  Maricopa  County  medical  circles. 
He  is  an  active  member  of  the  staffs  of  all  three 
general  hospitals  in  Phoenix  and  at  present  is 
chairman  of  the  general  staff  at  St.  Joseph’s 
Hospital.  Upon  resumption  of  practice  in  Phoe- 
nix he  is  confining  his  work  to  medical  and  sur- 
gical gynecology.  A capable  administrator  in 
any  office  he  has  filled  in  civilian  practice  and 
in  army  service,  he  will  ably  discharge  the  im- 
portant duties  of  the  highest  office  in  medical 
organization  in  Arizona. 


“Voluntary  Medical  Prepayment 
Plans  as  They  Apply  to  Rural 
Communities’’ 

by 

James  R.  MeVay,  M.D.,  Kansas  City,  Mo. 
Vice  Chairman,  Council  on  Medical  Service, 
A.M.A. 

A review  of  the  history  of  voluntary  medical 
prepayment  plans  reveals  that  in  their  modern 
concept  they  are  strictly  American.  The  oldest 
of  American  plans  is  the  Northern  Pacific  Rail- 
road Benefit  Association  which  was  organized 
in  1882  and  has  operated  continuously  since  that 
date.  Prepayment  plans  have  developed  through 
industrial  establishments,  universities,  consum- 
er and  cooperative  groups,  various  governmental 
units,  Blue  Cross  and  medical  societies  or  groups 
of  physicians.  In  addition,  insurance  com- 
panies have  offered  various  types  of  health  and 
accident  coverage  to  the  public.  The  medical 

This  is  a copy  of  a talk  given  in  Chicago  Friday  morning. 
February  7,  1947  at  the  Second  Annual  National  Conference 
on  Rural  Health,  sponsored  by  the  Committee  on  R'ural  Medical 
Service  of  the  American  Medical  Association. 
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profession  has  contributed  to  the  successful  op- 
eration of  all  of  these  plans. 

Efforts  are  being  made  to  obtain  accurate  fig- 
ures on  the  number  of  people  covered  by  these 
various  voluntary  prepayment  plans.  At  pres- 
ent any  figures  must  be  considered  as  estimates 
as  no  way  has  yet  been  devised  to  eliminate  du- 
plications in  cases  where  people  have  subscribed 
to  two  or  more  of  these  plans. 

I am  indebted  to  Mr.  L.  S.  Kleinschmidt,  of 
the  Division  of  Prepayment  Plans  of  the  Coun- 
cil on  Medical  Service,  for  the  factual  data  giv- 
en in  this  paper.  The  closest  estimates  obtain- 
able today  indicate  that  the  total  number  of 
persons  covered  by  he  various  types  of  volun- 


tary  prepayment  plans  is  as 

follows : 

Total 

Year  of 

Type  of  Plan 

Coverage 

Informatio 

Industrial 

1,516,000 

1945 

University  Student 

100.000 

1943 

Consumer  and  Cooperative 

504,000 

1943-45 

Governmental 

580,000 

1945-46 

Blue  Cross 

25.000,000 

1946 

Medical  Society  & Physicians  Groups 

5,000,000 

Insurance  companies,  hospital,  surgical, 
accident  and  health  coverage 

32.700.000 

44.000.000 

Total 

76.700.000 

Progress  was  slow  in  the  beginning.  Expan- 
sion of  plans  as  we  know  them  today  has  oc- 
curred largely  during  the  past  ten  years  and 
the  major  increase  in  enrollment  in  the  past 
three  years. 

The  prepayment  plans  for  medical  care  re- 
ceived their  first  impetus  as  a result  of  the 
phenomenal  success  of  the  Blue  Cross  Hospital 
Service  Plans.  With  both  the  hospital  and  the 
patients  in  need  of  some  sort  of  program  to 
ease  the  burden  of  hospitalization  costs,  these 
plans  grew  rapidly.  Today  the  term  “Blue 
Cross”  is  recognized  by  almost  everyone  in  the 
United  States. 

Using  the  experience  of  prepayment  hospital 
plans  as  a guide,  a number  of  state  medical  so- 
cieties undertook  to  develop  medical  care  plans. 
The  first  statewide  plan  was  the  California 
Physician’s  Service  organized  in  February,  1939. 
Within  a year  Michigan  Medical  Service  was 
organized.  These  two  plans,  together  with  the 
county  medical  society  bureaus  of  the  States  of 
Washington  and  Oregon  gave  the  medical  pro- 
fession the  necessary  experience  upon  which  to 
build  what  has  now  become  a nationwide  move- 
ment. 

The  growth  of  medical  care  prepayment  plans 
since  1939  has  almost  paralleled  that  of  the  hos- 
pital service  plans.  It  took  Blue  Cross  between 
five  and  six  years  to  place  thirty-eight  plans  in 


operation.  This  compares  favorably  with  the 
six  years  it  took  to  develop  thirty-seven  medical 
care  plans.  The  same  comparison  can  be  made 
with  reference  to  enrollment.  In  their  first 
seven  years  medical  care  plans  enrolled  2,845,- 
000  while  Blue  Cross  enrolled  2,870,000. 

The  development  of  prepayment  medical  care 
was  in  many  ways  more  difficult  and  compli- 
cated than  that  of  hospitalization.  Hospital 
care  is  a more  unified  service  with  relatively  few 
procedures  involved,  whereas  medical  care  in- 
cluded an  almost  unlimited  variety  of  services. 
The  problems  involved  in  the  payment  and 
handling  of  claims  for  medical  procedures  are 
far  more  difficult  than  those  for  hospitalization. 
Years  of  experimenting  with  various  methods 
has  resulted  in  definite  progress  toward  essen- 
tially sound  advancement.  Hospital  care  plans 
deal  with  a relatively  few  institutions  whereas 
medical  care  plans  deal  with  several  hundred 
or  even  thousands  of  doctors.  A medical  care 
plan  then  to  be  practical  must  not  rely  upon  a 
relatively  uniform  institutional  point  (if  view 
but  actually  upon  a host  of  individual  attitudes 
if  we  are  to  retain  a high  quality  of  medical  care. 

The  growth  of  voluntary  health  care  insurance 
plans  since  1939  has  been  most  remarkable. 
Counting  the  28  local  plans  in  Washington  and 
Oregon  as  two  statewide  plans,  there  are  now 
58  medical  care  plans  sponsored  by  medical 
societies  or  Blue  Cross.  Plans  are  now  in  opera- 
tion in  33  states  and  are  in  the  process  of  forma- 
tion in  13  more  states  and  the  District  of 
Columbia.  This  leaves  but  two  states,  Missis- 
sippi and  South  Carolina,  without  some  develop- 
ment reported  sine  1939  and  that  the  rate  of 
growth  has  been  rapid  and  steadily  increasing 
attest  to  the  application  of  common  sense  and  to 
the  desire  of  the  medical  profession  to  have 
prepayment  medical  care  of  a high  quality 
available  to  all  the  people. 

The  A.M.A.  Ten  Point  Program 

The  House  of  Delegates  of  the  American  Med- 
ical Association  in  their  annual  session  at  Chi- 
cago in  1945  adopted  the  following  resolution: 
“The  Board  of  Trustees  and  the  Council  on 
Medical  Service  will  proceed  as  promptly  as 
possible  with  the  development  of  a specific  na- 
tional health  program  with  emphasis  on  the 
nationwide  organization  of  locally  administered 
prepayment  medical  care  plans  sponsored  by 
medical  societies.” 


Voi.  4 , No. 


Arizona  Medicine 


135 


The  Ten  Point  Program  recommended:  1. 

Minimum  standards  of  nutrition,  housing,  cloth- 
ing, and  recreation  are  fundamental  to  good 
health.  2.  Preventative  medical  services  should 
be  available  to  all  and  should  be  rendered 
through  professionally  competent  health  de- 
partments. 3.  Adequate  prenatal  and  ma- 
ternity care  should  be  made  available  to  all 
mothers.  4.  Every  child  should  have  proper 
attention  including  scientific  nutrition,  immun- 
ization, and  other  services  included  in  infant 
welfare.  5.  Health  and  Diagnostic  Centers  and 
hospitals  necessary  to  community  needs  are 
preferably  supplied  by  local  agencies.  6.  Vol- 
untary health  insurance  for  hospitalization  and 
medical  care  is  approved.  7.  Medical  care,  in- 
cluding hospitlization  to  all  veterans  should  be 
provided  preferably  by  a physician  of  the  vet- 
eran's choice.  8.  Research  for  the  advance- 
ment. of  medical  science  including  a national 
science  foundation  is  endorsed.  9.  Services  ren- 
dered by  volunteer  philanthropic  health  agencies 
should  be  encouraged.  10.  Widespread  educa- 
tion in  the  field  of  health  and  the  widest  possible 
dissemination  of  information  regarding  the  pre- 
vention of  disease  and  its  treatment. 

In  order  to  implement  the  sixth  point  relating 
to  voluntary  health  insurance,  the  Council  on 
Medical  Service  established  certain  minimum 
standards  of  acceptance.  These  are : approval 
by  the  state  or  local  medical  society  in  the  area 
in  which  it  operates,  the  assumption  of  the  local 
medical  profession  of  the  responsibility  for  a 
high  grade  of  medical  care,  the  free  choice  of 
physicians,  the  honest  use  of  promotional  ma- 
terial, the  retention  of  the  sanctity  of  the  physi- 
cian-patient relationship,  accepted  enrollment 
practices,  and  clarity  of  benefits.  Plans  meeting 
these  requirements  will  be  soundly  organized. 
The  plans  which  meet  and  continue  to  meet 
these  requirements  are  given  the  “Seal  of  Ac- 
ceptance of  the  Council  on  Medical  Service  of 
the  American  Medical  Association.  Provisions 
are  made  for  the  frequent  review  of  the  plans 
and  any  found  violating  these  fundamental  prin- 
ciples of  sound  procedure  may  have  their  seal 
of  acceptance  revoked.  On  the  other  hand  the 
Council,  being  more  concerned  with  healthy  ex- 
pansion of  plans  and  benefits  provides  informa- 
tion and  aid  to  all  accepted  plans  and  others 
seeking  acceptance  so  that  their  service  to  the 


health  needs  of  their  communities  may  be  con- 
tinually broadened. 

Methods  of  Expansion. 

With  the  experimental  phases  of  medical  care 
plans  well  under  way  more  attention  can  now 
be  devoted  to  expansion  of  enrollment  and  ex- 
pansion of  benefits  with  special  attention  to 
reaching  rural  subscribers.  The  Council  on 
Medical  Service  has  established  a Division  of 
Voluntary  Prepayment  Medical  Care  Plans 
which  acts  as  a clearing  house  of  factual  in- 
formation, experience,  and  successful  practices 
of  all  operating  plans  and,  by  the  constant  in- 
terchange of  this  information,  enables  the  rapid 
correction  of  unsatisfactory  practices. 

The  expansion  of  enrollment  and  the  expan- 
sion of  benefits  have  been  termed  by  Dr.  H.  H. 
Shoulders,  President  of  the  American  Medical 
Association,  as  the  vertical,  which  involves  the 
question  of  how  high  up  the  scale  of  benefits 
indemnities  or  services  can  go  under  the  insur- 
ance principle  and  how  high  the  costs  can  go  to 
cover  these  increased  services ; and  the  hori- 
zontal, involving  the  question  of  how  far  it  is 
necessary  to  go  to  reach  all  potential  subscrib- 

The  early  plans  in  Washington  and  Oregon 
included  practically  all  medical  services,  sur- 
gery, home  and  office  care,  and  even  limited 
nursing  and  dental  care.  Throughout  the  years 
this  broad  coverage  has  been  continued.  The 
plans  organized  in  1939  and  1940  followed  this 
lead  and  also  provided  for  reasonably  complete 
medical  care.  In  contrast  to  the  experience  in 
the  Northwestern  states,  the  experience  of  the 
latterly  formed  plans  with  full  coverage  was  un- 
satisfactory. It  was  found  that  the  public  would 
not  pay  the  premiums  necessary  to  carry  out 
such  a broad  contract.  Whenever  a surgical  con- 
tract plus  a general  medical  care  contract  was 
offered  to  the  public,  the  ratio  of  enrollment  was 
more  than  100  to  1 in  favor  of  the  surgical  pro- 
gram. As  a result  the  plans  have  generally  pre- 
ferred to  begin  operations  with  fairly  restricted 
coverage  such  as  surgical  care,  obstetrical,  x-ray, 
and  anesthesia  in  hospitalized  cases.  Now  most 
of  the  services  necessary  in  cases  so  severe  as 
to  require  hospitalization  are  covered. 

The  tendency  to  limit  services  to  those  per- 
formed in  the  hospital  is  a natural  one.  In  the 
first  place  most  of  the  costly  illnesses  are  those 
that  require  hospitalization.  Secondly,  there  is 
going  to  be  little  abuse  of  such  services.  Third- 
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ly,  the  actuarial  experience  in  hospitalized  cases 
is  sufficient  to  provide  plans  with  a more  certain 
basis  for  determining  adequate  premiums.  A 
recent  study  of  fifty-one  medical  service  plans 
shows  that  thirty-four  of  the  plans  offer  surgi- 
cal services,  obstetrical  and  specified  medical 
services  in  the  hospital.  This  same  study  shows 
that  plans  are  continuing  to  expand  benefits. 
Twelve  of  the  plans  provide  for  general  medical 
care,  such  as  home  and  office  calls,  and  five 
plans  provide  almost  complete  coverage. 

The  average  premium  for  a single  subscriber 
is  approximately  $1.25  and  ranges  from  as  little 
as  sixty  cents  to  $4.85  a month.  Family  cover- 
age ranges  from  $1.35  to  $10.00  a month  with 
an  average  of  about  $3.00. 

Plans  are  still  experimenting  with  benefits 
and  with  premium  rates.  As  one  plan  succeeds 
in  some  new  idea,  the  basis  for  this  success  is 
made  available  to  other  plans.  The  same,  of 
course,  is  true  of  failures.  In  this  manner  ver- 
tical expansion  will  continue  to  grow  as  actual 
experiences  and  public  demand  dictate. 

Reviews  of  experience  in  rural  areas  have  in- 
dicated that  with  the  facilities  available  the  rate 
of  use  under  prepayment  is  higher  than  in  the 
cities.  The  accumulation  of  physical  defects  and 
of  chronic  illness  is  greater.  The  risk  of  acci- 
dents is  greater.  Farmers  are  not  usually  cov- 
ered by  Workmen’s  Compensation.  All  injuries 
and  illnesses  automatically  come  within  the 
scope  of  the  prepayment  plan. 

The  success  of  a plan  offering  general  medi- 
cal coverage  depends  on  meeting  the  people’s 
need  for  medical  care  with  proper  control  of 
abuses  and  on  the  maintenance  of  the  costs  at 
a point  consistent  with  adequate  standards  of 
service  and  at  premiums  salable  to  rural  sub- 
scribers. It  is  the  job  of  the  medical  profession 
to  keep  its  members  informed.  So  too,  it  is  the 
job  of  the  enrolling  groups,  whether  they  be 
factory,  farm,  or  community  to  prevent  the 
abuse  of  the  benefits  of  the  plans  by  their  mem- 
bers. Equal  interest  in  determining  both  cov- 
erage and  premiums  on  a local  basis  should  facil- 
itate answers  as  to  what  additional  medical  ser- 
vices are  needed,  what  the  subscribers  will  pay, 
and  what  the  plan  charge  must  be  to  remain  fi- 
nancially sound. 

Horizontally,  the  expansion  of  the  prepay- 
ment medical  care  program  is  limited  only  by 
the  ability  and  willingness  of  the  public  to  en- 


roll as  subscribers.  It  is  true  that  most  of  the 
plans  have  tended  to  concentrate  on  urban  areas 
where  large  group  enrollment  was  possible.  This 
was  a sound  method  because  the  sooner  a plan 
obtains  an  adequate  risk  spread,  the  sooner  it 
can  expand  its  benefits  and  enrollment  program. 
Large  group  enrollment  provides  this  spread 
more  easily  and  with  less  acquisition  cost. 

However,  the  pattern  is  now  changing  and 
having  reached  a reasonable  enrollment  and  a 
sound  financial  level,  ways  and  means  of  reach- 
ing all  population  groups — particularly  the  ru- 
ral— are  being  explored. 

In  general,  the  pattern  has  not  been  to  deal 
with  the  farm  group  as  a separate  problem  but 
to  include  them  in  what  is  called  community  en- 
rollment. In  community  enrollment  the  farm- 
er is  considered  a part  in  the  area  encircling  a 
town  or  village.  Usually  the  town  is  the  center 
for  trading.  The  whole  community  then  becomes 
a group  with  premium  payments  payable  at 
some  central  place. 

A Method  for  Proceeding 

A successful  Blue  Cross  enrollment  campaign 
in  rural  areas  was  carried  out  in  Colorado  by 
the  Weld  County  Agricultural  Health  Associa- 
tion. Enrollment  was  on  a community  basis 
reaching  all  elements  of  the  community  as  a 
civic  service.  Weld  County,  the  largest  county 
in  Colorado,  is  about  three  times  the  size  of 
Rhode  Island  and  has  a population  of  63,700. 
Clreeley  is  the  largest  town  in  the  county  with 
15,900  population,  and  there  are  several  smaller 
towns.  Prominent  businessmen,  farm  organiza- 
tion leaders  and  various  club  leaders  met  with 
the  Blue  Cross  representatives  and  decided  to 
form  a Health  Association  under  the  Colorado 
law  governing  cooperatives.  Twelve  directors, 
each  representing  a definite  district  in  Weld 
County,  govern  the  Health  Association.  This 
division  provided  workable  units  in  size  and 
population  for  an  enrollment  and  administra- 
tive program.  Enrollment  was  not  limited  to 
Blue  Cross  but  each  district  was  allowed  to  en- 
roll separately  in  the  Colorado  Medical  Service 
plan  whenever  fifty  per  cent  or  more  of  the  fam- 
ilies in  the  district  had  subscribed  to  the  Health 
Association.  To  date  Weld  County  has  8,000 
participants  enrolled.  Colorado  has  organized 
ten  other  similar  county  health  associations  and 
thus  have  enrolled  one  in  every  six  persons  in 
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rural  areas  and  one  out  of  every  two  urban 
residents. 

Iowa  has  organized  fifty-five  similar  County 
Health  Improvement  Associations.  Other  states 
are  enrolling  on  a similar  community  basis  with 
iess  formal  organization. 

Voluntary  prepayment  plans  are  growing  rap- 
idly in  rural  areas.  A survey  of  Blue  Cross  Ru- 
ral enrollment  reported  in  November,  1946,  by 
the  Blue  Cross  Commission  shows  an  increase  of 
200  per  cent  since  1944.  The  study  shows  a total 
of  1,637,533  subscribers  and  dependents  now  as 
compared  with  500,000  rural  members  in  1944. 

Many  medical  care  plans  have  developed  their 
organizations  to  the  point  where  rural  enroll- 
ment is  being  carried  on  or  plans  are  being  made 
by  those  reaching  into  rural  areas.  A study  of 
these  plans  now  under  way  indicates  that  about 
one-half  of  those  doing  rural  enrollment,  twelve 
plans,  have  reported  304,542  subscribers  and  de- 
pendents. It  is  estimated  that  the  study,  when 
completed,  will  show  medical  care  plans  in  a po- 
sition comparable  with  Blue  Cross  of  two  years 
ago — or  a half  million  rural  members. 

The  problem  cannot  be  solved  at  a national 
level.  It  must,  to  be  successful,  be  worked  out 
in  the  community  where  the  need  exists.  There 
must  be  developd  a community  responsibility 
which  will  lend  its  active  support  if  any  effort 
is  to  succeed. 

Continuing  improvements  in  transportation 
and  extension  of  better  roads  will  accelerate  the 
growing  tendency  of  rural  people  to  bring  the 
patient  to  the  physician.  Thus  the  physician’s 
care  and  the  use  of  other  health  facilities  can 
be  extended  over  an  area  that  includes  a suf- 
ficient number  of  people  to  meet  the  costs  of 
the  services  provided. 

Use  of  the  Insurance  Principle 

A study  of  the  fees  for  medical  services  ren- 
dered by  the  rural  practitioners  shows  they  are 
not  excessive.  However,  there  are  times  when 
illnesses  strike  and  the  severity  of  the  cases  can- 
not be  predetermined.  For  this  reason  many 
fai-m  families  faced  with  severe  illness  find  it 
difficult  to  meet  the  full  costs  from  their  income. 
This  problem  of  meeting  the  costs  is  basically 
the  same  as  it  is  with  people  living  in  towns. 
The  only  sound  method  so  far  devised  is  through 
the  use  of  the  insurance  principle  we  have  de- 
scribed. Prepayment  medical  care  plans  avail- 
able to  all  people  of  a community,  towns  people 


and  farmers  alike,  tend  to  spread  the  risk  and 
distribute  the  costs.  Thus,  having  the  cost  known 
in  advance,  proper  planning  and  budgeting  for 
these  otherwise  unpredictable  costs  is  possible. 

Families  or  individuals  iinable  to  pay  the  full 
costs  of  medical  care  from  their  incomes  and 
those  now  receiving  public  assistance  should  be 
called  upon  to  pay  for  their  own  medical  care 
as  far  as  is  consistent  with  their  incomes  and 
provision  made  through  locally  administered 
public  funds  to  pay  the  balance  of  the  premium 
required  to  participate  in  a prepayment  plan. 
Every  effort  should  be  made  to  help  and  not  to 
pauperize  or  regiment  the  most  individualistic 
element  of  our  social  economy — the  American 
Farmer. 

The  problem  of  the  lower  income  groups  can 
be  solved  by  local  communities  and  state  actions 
in  line  with  the  rapidly  developing  voluntary 
prepayment  medical  care  movement. 

Division  of  Responsibility 

Who  carries  the  responsibility  for  the  medical 
care  program?  The  physicians  because  of  their 
special  training  cannot  escape  the  responsibility 
for  the  professional  aspects  of  the  program.  Ex- 
perience has  shown  that  they  do  not  want  to. 
The  recipients  of  the  medical  service  (the  peo- 
ple) cannot  escape  the  responsibility  of  paying 
the  costs  of  the  services.  Both  should  do  their 
full  share  in  providing  the  needed  facilities. 
Witli  full  cooperation  of  the  medical  profession 
and  the  people,  working  in  mutual  confidence,  a 
medical  care  program  can  succeed  by  undertak- 
ing the  various  types  of  medical  service  one  step 
at  a time.  As  experiene  is  gained,  additional 
types  of  medical  care  can  be  included.  Cover- 
age may  be  as  complete  as  is  desirable  in  any 
community.  Progress  can  be  as  rapid  as  experi- 
ence indicates  and  the  economic  situation 
permits. 

For  ten  years  or  more  doctors  have  operated 
experimental  plans  in  medical  care  insurance. 
On  the  basis  of  this  experience  they  now  feel 
ready  to  recommend  prepayment  plans  to  the 
people.  The  Council  on  Medical  Service  created 
by  the  House  of  Delegates  of  the  American  Med- 
ical Association  has  as  one  of  its  primary  func- 
tions the  fostering  and  developing  of  prepay- 
ment plans.  The  American  Medical  Associations 
have  rural  health  committees  devoting  their 
attention  to  the  rural  problem  as  do  the  various 
State  Medical  Associations. 
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Ii  Can  Be  Done 

Local  representatives  of  farm  organizations 
sucli  as  those  present  here  today,  together  with 
business  groups  and  local  medical  societies  work- 
ing in  full  cooperation  and  mutual  confidence 
and  understanding  are  now  in  a position  as 
never  before  to  work  out  this  heretofore  difficult 
phase  of  delivering  medical  care  to  all  the  peo- 
ple. And  unfettered  by  the  totalitarian  idealo- 
gies  of  the  old  world  we  will  continue  to  be 
“America,  the  land  of  individual  opportunity.” 

Industrial  Health  Meetings 

A conclave  of  combined  professional  person- 
nel in  industrial  health  work  over  the  entire 
nation  will  take  place  at  the  Hotel  Statler,  Buf- 
falo, N.  Y.,  Api'il  26  through  May  4,  1947. 

These  meetings  will  represent  the  32nd  annual 
gathering  of  the  AMERICAN  ASSOCIATION 
OF  INDUSTRIAL  PHYSICIANS  AND  SUR- 
GEONS ; the  9th  annual  conference  of  the 
AMERICAN  CONFERENCE  OF  GOVERN- 
MENTAL INDUSTRIAL  HYGIENISTS;  the 
8th  annual  meeting  of  the  AMERICAN  IN- 
DUSTRIAL HYGIENE  ASSOCIATION;  the 
5th  annual  conference  of  the  AMERICAN  AS- 
SOCIATION OF  INDUSTRIAL  NURSES,  and 
the  4th  annual  meeting  of  the  AMERICAN  AS- 
SOCIATION OF  INDUSTRIAL  DENTISTS. 

The  sessions  will  be  replete  with  many  new 
subjects  of  interest,  including  among  others, 
round  table  discussions  for  chemists,  engineers, 
physicians  and  nurses ; a symposium  on  new 
problems  in  the  developments  of  industrial  hy- 
giene ; a discussion  of  state  codes  and  industrial 
hygiene  administration ; conferences  on  environ- 
mental control,  on  particle  size,  and  analytical 
procedures ; clinics  on  fractures  and  traumatic 
surgery,  including  a symposium  on  back  prob- 
lems ; hazards  incident  to  the  use  of  the  atomic 
bomb ; reports  on  the  Bikini  experiments  with 
motion  pictures ; tracer  chemistry  in  toxicologi- 
cal research  and  experience  with  range  finding 
tests ; progress  in  the  teaching  of  industrial  med- 
icine in  American  medical  schools ; the  develop- 
ment and  administration  of  industrial  dental 
clinics  in  various  industrial  groups ; a panel  dis- 
cussion on  new  preventive  measures  in  industry ; 
a penal  discussion  on  in-service  education  of  the 
nurse  in  industry,  and  many  other  subjects 
which  can  be  found  by  consulting  the  prelim- 
inary program. 

Prominent  speakers  on  important  subjects 


will  be  featured  at  dinner  session's,  including 
other  events  such  as  the  Cummings  Memorial 
Lecture  and  the  presentation  of  the  Knudsen 
Award  for  the  Most  Outstanding  Contribution 
to  Industrial  Medicine  during  the  past  year. 

Also  available  at  this  meeting  will  be  the  op- 
portunity to  inspect  and  study  a splendid  group 
of  scientific  and  technical  exhibits,  with  the 
most  recent  developments  and  medical  depart- 
ment accessories. 

Further  details  and  a copy  of  the  preliminary 
program  may  be  secured  by  writing  to  Dr.  Ed- 
ward C.  Holmblad,  Managing  Director  of  the 
American  Association  of  Industrial  Physicians 
and  Surgeons,  28  East  Jackson  Blvd.,  Chicago 
4,  111. 

All  hotel  reservations  are  made  by  the  Hous- 
ing Bureau,  Buffalo  Convention  and  Tourist 
Bureau,  Inc.,  602  Genesee  Bldg.,  Buffalo,  N.  Y. 

(Prepared  for  announcement  of  coming  meetings  in  Buffalo, 
N.  Y.,  April  27-May  4,  1947. 

Office  of  the  Surgeon  General 

ARMY  REPORTS  ON  USE  OF 
STREPTOMYCIN 

The  new  anti-infection  agent,  streytomycin, 
which  is  in  the  same  general  class  as  penicillin, 
appears  effective  in  appropriate  doses  against 
more  than  half  the  infective  bacterial  organisms 
ordinarily  encountered  by  surgeons,  according 
to  the  report  to  The  Surgeon  General’s  Office 
from  the  Ha  Horan  General  Hospital.  Clinical 
studies  of  the  use  of  the  drug  throughout  the 
army  have  been  submitted  and  evaluated  at  Hal- 
loran. 

On  the  other  hand,  it  apparently  has  specific 
poisonous  effects  when  given  over  an  extended 
period,  and  bacteria  soon  become  resistant  to  it 
so  that  it  probably  can  be  used  only  with  maxi- 
mum effect  within  a limited  period  on  the  same 
patient. 

The  drug  became  available  only  late  in  the 
war  and  is  still  scarce  and  expensive. 

Army  experience  with  the  drug  is  probably 
the  most  extensive  to  date  due  to  the  ability  to 
compile  and  follow  results.  Outside  the  services 
because  of  limited  opportunities  to  observe  re- 
sults in  large  numbers  there  have’  been  varied, 
and  sometimes  quite  exaggerated,  reports ‘on  its 
value  and  it  often  is  referred  to  popularly  as  a 
“miracle  drug.”  From  the  first  careful  observa- 
tions of  its  effects  have  been  carried  out  by  army 
doctors  by  orders  of  The  Surgeon  General,  and 
these  are  being  continued.  The  findings  to  date 
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are  summarized  in  the  Army  Medical  Bulletin 
of  November  1946. 

The  observation  of  the  ability  of  bacteria  to 
develop  resistance  to  the  drug  after  a few  days 
may  be  of  particular  importance  at  this  time. 
The  same  has  been  noted  in  respect  to  both  the 
sulfa  drugs  and  penicillin,  but  apparently  the 
phenomenon  is  more  pronounced  with  streptomy- 
cin. In  at  least  one  case,  test  tube  experiments 
showed,  there  was  a 100-fold  increase  of  the  re- 
sistance value  for  a particular  type  of  infection 
in  an  individual  for  the  rest  of  his  life.  Improper 
use  may  cause  variation  and  selection  in  disease 
agents  so  that  streptomycin  is  no  longer  effective 
for  the  infection  where  it  is  of  greatest  value  at 
the  present  time. 

Bacteria,  on  the  basis  of  certain  chemical  reac- 
tions, ordinarily  are  divided  into  two  classes — 
gram  positive  and  gram  negative.  The  new  drug, 
in  test  tube  experiments,  seems  effective  in 
varying  concentrations,  against  60  per  cent  gram 
positive  and  80  per  cent  gram  negative  organ- 
isms ordinarily  encountered  in  surgery. 

Of  paramount  importance,  is  determination 
whether  a specific  micro-organism  is  susceptible 
to  the  drug  before  it  is  administered  by  mouth, 
by  injection,  or  direct  application. 

The  army  experience  bears  out  previous  claims 
that  streptomycin  is  of  especial  value  in  clearing- 
up  infectious  of  the  urinary  tract,  provided  that 
the  organisms  causing  the  infections  are  suscep- 
tible ones.  If  the  treatment  is  not  entirely  ef- 
fective in  three  days  ordinarily  no  good  results 
can  be  expected  from  its  continuation.  In  gonor- 
rheal infection  which  has  proved  resistant  to 
both  sulfadiazine  and  penicillin  outstanding  re- 
sults have  been  obtained. 

Use  in  army  hospitals  gives  no  support  to 
claims  that  the  drug  is  of  value  in  infections  of 
the  prostate.  The  drug  is  not  concentrated  in 
that  organ. 

It  was  found  to  have  very  little  value  against 
bone  infections,  except  when  used  in  conjunction 
with  surgery  where  there  could  be  direct  ap- 
plication. 

Thus  far  streptomycin  has  not  given  dramatic 
results  in  peritonitis,  but  its  continued  use  as  an 
auxiliary  treatment  seems  justified. 

In  various  dysenteries  due  to  susceptible  bac- 
teria considerable  benefit  has  been  noted,  some- 
times when  the  drug  is  given  by  mouth  alone. 

In  septicemia — still  provided  that  the  organ- 
ism responsible  for  the  infection  is  a susceptible 


one — streptomycin  has  proved  very  effective, 
but  it  is  still  essential  that  unapproachable  foci 
of  infection  be  removed  by  surgery. 

The  substance  has  little  value,  so  far  as  the 
army  experience  goes,  against  typhoid  fever  and 
it  is  apparently  of  no  use  in  controlling  carriers 
of  this  disease. 

In  undulant  fever  there  have  been  apparent 
clinical  arrests  of  the  infection  from  the  com- 
bined use  of  streptomycin  and  sulfadiazine  after 
each  drug  given  alone  had  failed.  Further  study 
will  be  required,  however,  before  any  valid  con- 
clusions can  be  reported. 

It  is  very  effective  against  tuleremia,  or  rab- 
bit fever,  provided  the  specific  organism  re- 
sponsible has  been  demonstrated  in  test  tube  ex- 
periments to  be  susceptible  to  the  drug. 

Up  to  date  experience  with  only  a few  cases 
of  meningitis  have  been  reported  and  the  re- 
sults, in  conjunction  with  other  treatments, 
have  been  quite  good.  The  Army  doctors  found, 
however,  that  it  must  be  given  by  injection  into 
the  space  between  the  thick  membranes  surround- 
ing the  brain  and  spinal  cord  and  the  brain  or 
spinal  cord  tissue.  Circulating  in  the  blood 
stream,  it  cannot  pass  this  barrier  to  reach  the 
infecting  organisms. 

Excellent  results  have  been  obtained  with  di- 
rect application  of  the  drug  to  infections  of  the 
external  ear,  the  pleural  cavities  and  the  brain. 
Infections  elsewhere  will  not  reach  local  foci  of 
infection  in  sufficient  concentration  to  be  ef- 
fective. 

One  of  the  hopes  of  the  medical  profession  has 
been  that  streptomycin  would  prove  of  some  val- 
ue against  tuberculosis.  The  army  experience 
neither  confirms  nor  refutes  this  since  a much 
longer  series  of  investigations  will  be  required 
before  there  can  be  any  valid  conclusions. 

Balances  against  the  demonstrated  value  of 
streptomycin  in  suitable  cases  are  some  appar- 
ently toxic  effects.  Some  of  these  are  probably 
due  to  impurities  in  the  drug  but  others  seem 
to  be  specific  for  the  drug  itself.  The  most 
serious  of  these  is  what  seems  to  be  an  irrevers- 
ible damage  to  part  of  the  eighth  cranial  nerve 
which  appears  when  streptomycin  is  given  in 
large  doses  by  injection  for  more  than  ten  days. 
This  means  that  one’s  sense  of  balance  may  be 
disturbed  for  a long  time,  with  possible  attacks 
of  dizziness  and  nausea.  This  was  found  in  two 
army  cases.  A third  patient  showed  partial  deaf- 
ness, indicating  that  there  had  been  a poisonous 
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effect  on  t he  other  portion  of  the  eighth  cranial 
nerve,  which  is  the  path  of  hearing.  Toxic  ef- 
fects also  were  noted  on  the  kidneys.  All  this 
demonstrated  that  the  drug  should  be  given 
oidy  by  physicians,  and  then  only  after  careful 
consideration  of  the  organisms  involved  and  the 
safe  dosage. 


NEW  WATER-PURIFYING  TABLET 
DEVELOPED  BY  ARMY 

A new  tablet  for  purifying  water  in  the  sol- 
dier’s canteen  which  is  considered  superior  to 
the  chlorine-type  tablets  used  during  the  war, 
has  been  announced  by  the  War  Department. 

With  iodine  employed  instead  of  chlorine,  the 
new  tablets  make  the  drinking  water  less  ob- 
jectionable in  taste  and  odor.  Tests  have  shown 
that  the  iodine-containing  tablet  has  greater 
sterilizing  flexibility  in  that  it  can  be  used 
under  a wide  range  of  conditions.  It  is  also  more 
suitable  and  dissolives  more  quickly  than  its 
predecessor.  This  tablet  was  developed  by  sci- 
entists of  the  Army  Medical  Department,  Quar- 
termaster Corps  and  Corps  of  Engineers. 

When  the  chlorine-containing  tablets  wei’e 
dissolved  in  water,  soldiers  complained  that  they 
made  the  water  unpleasant  to  the  taste.  It  was 
found  that  even  with  strict  supervision  it  was 
sometimes  difficult  to  prohibit  the  soldiers  from 
drinking  water  from  streams  or  wells  of  ques- 
tioned purity. 

After  examining  a large  number  of  different 
compounds,  scientists  found  that  triglycine  hy- 
droperiodide  possessed  the  highest  military  char- 
acteristics. Quickly  dissolving  tablets  contain- 
ing this  chemical  which  liberated  seven  and  one- 
half  parts  per  million  of  elemental  iodine  were 
subjected  to  extensive  testing.  It  was  found  to 
be  a safe  and  highly  effective  agent. 

Additional  tests  of  the  new  “tablet,  water 
purification,  individual,  iodine,”  as  the  com- 
pound has  been  designated,  will  be  carried  out 
during  the  ensuing  year. 


SURGEON  CATALOGUES  NERVOUS 
REACTIONS 

Seven  distinct  nervous  reactions  developed 
among  the  men  who  flew  “the  hump" — the  air 
supply  route  from  India  to  China  across  the 
Himalayas — during  the  war. 

Continuous  service  on  this  cloud  road  probably 
provided  the  most  severe  nerve  strain  endured 
by  Army  air  men  and  study  of  the  observed 


symptoms,  as  reported  to  the  Surgeon  General's 
Office  by  Major  William  M.  Jeffries  of  the 
Medical  Corps,  a Flight  Surgeon  of  the  Air 
Transport  Command  in  the  China,  Burma,  In- 
dia Theater,  discloses  what  might  be  expected 
when  men  are  pressed  toward  the  limits  of  hu- 
man endurance. 

The  fact  that  many  showed  no  symptoms  at  all, 
Major  Jeffries  stresses,  is  a high  tribute  to  the 
men  who  composed  this  force. 

The  “hump”  route,  as  he  describes  it,  was 
over  a series  of  high,  jagged  mountain  ranges 
divided  by  rivers  flowing  through  precipitous 
gorges.  There  were  no  emergency  landing  fields. 
Much  of  the  way  was  over  Jap-held  territory. 
Storms  frequently  blew  ships  far  off  course. 
Icing  conditions  were  often  bad,  yet  de-icing 
equipment  had  been  removed  from  most  planes. 
Flights  were  made  at  altitudes  of  from  17,000 
to  35,000  feet,  yet  oxygen  equipment  was  often 
inadequate;  usually  passengers  had  none.  Land- 
ing fields  were  endangered  by  low  ceilings  and 
ground  fog.  Surrounding  high  mountains  al- 
lowed no  margin  for  error  on  instrumental  let- 
downs. On  the  ground,  heat  and  humidity  were 
so  great  that  clothing  was  constantly  drenched 
with  perspiration.  Prickly  heat  was  almost  uni- 
versal and  sleep  almost  impossible.  There  was 
constant  danger  from  snakes  and  insects — cer- 
tainly annoyances. 

The  Combination  of  these  factors,  says  Major 
Jeffries,  was  sufficient  to  shake  the  stability  of 
some  of  even  the  soundest  individuals,  a large 
number  of  psychological  disorders  developed, 
and  it  was  remarkable  that  more  were  not  en- 
countered. 

Psychiatric  cases  were  occurring  in  large  num- 
bers in  Italy  in  the  late  winter  and  spring  of 
1944.  This  led  to  a clinical  study  of  individual 
cases,  and  a study  of  men  exposed  to  the  same 
stresses  who  showed  no  abnormal  nervous  reac- 
tion. 

There  is  no  such  thing,  the  psychiatrists  con- 
clude, as  “getting  used  to  combat.”  In  the 
North  African  Theater,  for  example,  practical- 
ly all  infantrymen  who  were  not  otherwise  dis- 
abled ultimately  became  nervous  casualties. 
There  was  general  agreement  between  both  medi- 
cal and  line  officers  that  200  days  in  combat, 
not  necessarily  continuously,  represented  about 
the  limit  of  human  endurance.  By  that  time  if  a 
man  had  not  definitely  “cracked  up"  he  had 
become  so  jittery  that  he  was  ineffective  as  a 
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soldier  and  a demoralizing  influence  among  his 
comrades. 

The  British,  however,  believed  that  a man 
could  stand  400  days  and  attributed  the  differ- 
ence to  their  policy  of  pulling  an  infantryman 
out  of  action  at  the  end  of  12  days  or  less  for  a 
rest  of  at  least  four  days.  American  infantry- 
men in  Italy  frequently  stayed  in  combat  con- 
tinuously 30  to  40  days  and  occasionally  as  long 
as?  80  days. 

The  report  recommends  that  the  limit  of  com- 
bat for  any  infantryman  be  210  days — and  this 
only  in  extreme  emergency.  It  also  urges  that 
special  recognition  and  privileges  be  given  in- 
fantry soldiers,  that  greater  efforts  be  made  in 
indoctrinating  soldiers  and  the  categories  and 
channels  of  evacuation  be  clarified  for  both  line 
officers  and  Medical  officers  to  the  end  that  true 
malingerers  will  not  be  evacuated  and  severe 
psychoneurotics  not  retained  in  their  combat 
units. 

The  war  ended  before  recommendations  of  this 
report  could  be  put  into  practice. 

MANY  AMERICANS  IMMUNE  TO  MUMPS 

Thirty  per  cent  of  the  American  people  prob- 
ably have  had  mumps  without  knowing  it.  The 
result  has  been  a high  degree  of  immunity  to 
epidemics  of  this  common,  but  sometimes  quite 
serious,  disease  of  childhood.  Such  is  the  con- 
clusion from  studies  of  50  groups  of  children 
and  adults  conducted  by  University  of  Pennsyl- 
vania and  Harvard  University  medical  scient- 
ists under  a contract  with  the  Commission  on 
Measles  and  Mumps  of  the  Surgeon  General’s 
Office,  United  States  Army.  Mumps  and  measles 
usually  are  paired  as  childhood  maladies.  Each 
is  caused  by  a specific  filtei’able  virus.  Both 
diseases  are  very  contagious.  One  virus  pre- 
sumably is  as  widely  disseminated  in  the  popula- 
tion as  the  other.  Yet  the  studies  reported 
by  the  Doctors  Elizabeth  P.  Maris,  John  F 
Enders,  Joseph  Stokes,  Jr.,  and  Lewis  W.  Kane, 
show  that  about  33  per  cent  of  young  adults  have 
a probable  acquired  immunity  to  the  disease 
indicating  some  past  infection  of  which  they 
were  unaware.  One  attack  of  mumps  is  believed 
to  protect  an  individual  against  further  attacks 
of  the  virus  for  thfe  rest  of  his  life.  Statistical 
studies  have  shown  that  whereas  about  90  per 
cent  of  the  American  population  suffer  from 
measles  at  some  time  or  other,  only  60  per  cent 
are  victims  of  mumps.  The  immunity  of  a per- 


son was  determined  by  the  so-called  “comple- 
ment-fixation” test  of  the  blood  serum  with 
mumps  virus  cultivated  in  incubated  chicken 
eggs,  and  also  by  a skin  test  with  similar  mate- 
rial. In  this  hidden  reservoir  of  acquired  immun- 
ity mumps  seems  to  bear  some  likeness  to  polio- 
myelitis, also  a virus  disease  of  children.  It  is 
believed  that  about  90  per  cent  of  the  population 
have  had  polio  in  a sub-clinical  form  at  some 
time,  with  the  result  that  they  are  permanently 
protected  against  it.  The  reasons  why  mumps 
should  attack  some  persons  in  such  a mild  form 
that  it  is  not  recognized — it  may  amount  to  no 
more  than  a slight  headache  or  an  ‘ ‘ out-of-sorts  ’ ’ 
feeling — is  unknown.  The  technique  of  determin- 
ing immunity  may  prove  of  considerable  value  in 
times  of  mumps  epidemics  when  the  relative  sus- 
ceptibility of  a population  can  be  determined 
before  undertaking  defense  measures. 


AMERICAN  CONGRESS  ON  OBSTETRICS 
AND  GYNECOLOGY 

The  program  of  the  Third  American  Congress 
on  Obstetrics  and  Gynecology  to  be  held  Sep- 
tember 8-12,  1947,  in  St.  Louis  will  feature  gen- 
eral sessions  for  all  groups  making  up  the  con- 
gress as  well  as  smaller  individual  group  meet- 
ings and  round  table  discussions.  The  morning 
sessions  will  be  panel-type  presentations  of  the 
following  subjects : Tuesday,  Sept.  9 : Anesthesia 
and  Analgesia;  Wednesday,  Sept.  10:  Cancer; 
and  Thursday,  Sept.  11 : Caesarean  Section. 

The  afternoon  meetings  of  the  medical  section 
of  the  Congress  will  consider  on  Tuesday:  Psy- 
chosomatic Aspects  of  Pregnancy;  on  Wednes- 
day : Pregnancy  complicating  Cardiac  Disease, 
Diabetes  and  Tuberculosis ; and  on  Thursday : 
Recent  Advances  in  Endocrinology. 

Round  Table  discussions  from  four  o’clock  to 
five  daily  will  consider  such  topics  as  etiology 
of  abortion,  asphyxia,  fibroids,  prolonged  labor, 
infertility,  early  ambulation,  adolescence,  treat- 
ment of  abortion,  genital  relaxation,  ovulation, 
the  menopause,  the  cystic  ovary,  uterine  bleed- 
ing, nutrition  in  pregnancy,  geriatric  gynecol- 
ogy, endymetriosis  and  erythroblastosis. 

Concurrent  sessions  and  round  tables  for  nurs- 
es, hospital  administrators  and  public  health 
workers  are  being  arranged. 

The  popular  forceps  and  breech  demonstra- 
tions that  attracted  so  much  attention  at  the 
Second  Congress  in  1942  will  be  increased  in 
number  so  that  eighteen  demonstrations  per  day 
will  be  held,  six  each  at  nine,  one  and  five  o’clock 
daily. 

A large  Scientific  and  Educational  Exhibit 
is  being  set  up  under  the  direction  of  Dr.  J.  P. 
Pratt  of  Detroit  and  a comprehensive  Motion 
Picture  Program  is  being  arranged  by  Dr.  John 
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Parke  of  Washington,  D.  C.  The  committees 
assisting  these  doctors  will  review  applications 
by  prospective  participants  late  this  spring. 
Anyone  wishing  to  make  application  for  space 
in  the  Scientific  Exhibit  or  for  time  on  the  Mo- 
tion Picture  Program  may  obtain  the  proper 
blanks  from  the  office  of  the  Congress  at  24 
West  Ohio  Street,  Chicago  10,  Illinois. 

NOTICE 

The  U.  S.  Food  and  Drug  Administration 
wishes  to  bring  the  following  notice  to  the  at- 
tention of  physicians.  Analbis  Suppositories  are 
involved  in  the  deaths  of  about  14  children  un- 
der six  years  of  age.  The  trouble  may  be  due  to 
excessive  doses  of  the  drug.  However,  pending 
full  investigation,  the  manufacturer,  Specific 
Pharmaceuticals,  Inc-.,  331  Fourth  Ave.,  New 
York  City,  is  recalling  all  outstanding  stocks, 
and  the  Food  and  Drug  Administration  is  as- 
sisting them.  There  are  still  quantities  of  the 
drug  in  possession  of  pharmacies,  hospitals  and 
physicians.  Any  physician  who  does  have  this 
drug  is  urgently  requested  to  return  it  to  the 
manufacturer  for  credit. 


ANNUAL  MEETING,  AMERICAN  COLLEGE 
OF  CHEST  PHYSICIANS 

The  Thirteenth  Annual  Meeting  of  the  Amer- 
ican College  of  Chest  Physicians  is  scheduled 
to  he  held  at  the  Ambassador  Hotel,  Atlantic 
City,  New  Jersey,  June  5 to  8.  An  interesting 
scientific  program  has  been  planned  for  this 
meeting.  Prominent  speakers  from  other  coun- 
tries will  present  papers. 

The  oral  and  written  examinations  for  Fel- 
lowship will  be  held  on  the  first  day  of  the  meet- 
ing, June  5.  Applicants  for  Fellowship  in  the 
College  who  plan  to  take  these  examinations 
should  communicate  at  once  with  the  Executive 
Secretary,  American  College  of  Chest  Physi- 
cians, 500  North  Dearborn  Street,  Chicago  10, 
Illinois. 

The  Convocation  for  new  Fellows  and  Life 
Members  of  the  College  will  be  held  on  Sunday, 
June  8.  At  this  time  certificates  will  be  award- 
ed to  Fellows  and  Life  Members  admitted  since 
June,  1946. 


AMERICAN  ACADEMY  OF  ALLERGY 
The  American  Academy  of  Allergy,  in  coop- 
eration with  the  Medical  Faculty  of  the  Uni- 
versity of  California,  will  offer  an  Orientation 
course  in  Clinical  Allergy  for  General  Practi- 


tioners at  the  University  of  California  Hospital, 
San  Francisco,  from  July  7 to  11  inclusive,  1947, 
under  the  auspices  of  Medical  Extension,  LTni- 
versity  of  California.  This  course  (which)  has 
received  the  approval  of  the  Committee  on  Edu- 
cation of  the  American  Academy  of  Allergy 
(will  be  announced  in  detail  in  a later  issue  of 
this  publication.)* 

STACY  R.  MET  TIER,  M.D. 

Head  of  Postgraduate  Instruction 
Medcal  Extension,  University  of  Cal- 
Medical  Extension,  University  of 
California  Medical  Center,  San  Fran- 
cisco 22,  California. 

* As  you  wish,  and  feasible 
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Journal,  American  Medical  Association. 

131 :1 419-1420  August  24,  1946 
Renal  Damage  Due  to  Ischemic  Muscle  Necrosis. 
MAJOR  WM.  MOLONEY,  MAJOR  SIDNEY 
L.  STOVALL  and  MAJOR  DAVID 
II.  SPRANG,  JR. 

Stimulated  by  the  work  of  Bywaters  and 
other  British  investigators,  the  present  authors 
present  case  representing  the  so-called  “crush 
syndrome”  or  ischemic  muscle  necrosis  syn- 
drome, which  occurred  in  a soldier  aged  23  years, 
who  suffered  a severe  compound  fracture  of  the 
right  femur  and  extensive  soft  tissue  damage. 
The  femoral  artery  was  found  to  he  in  severe 
spasm  in  Hunter’s  canal,  during  the  operation 
for  debridement,  some  hours  after  his  accident, 
which  was  associated  with  thrombosis  of  the 
femoral  vein.  A Leriche  periarterial  stripping 
was  done,  which  resulted  in  a return  of  pulsation 
to  1”  above  the  distal  end  of  Hunter’s  canal. 
Intensive  parenteral  treatment  with  plasma, 
blood,  antibiotics  and  chemotherapy  was  insti- 
tuted and  continued  throughout  the  course  of 
his  critical  period.  Urine  passed  2 days  later  was 
dark  orange  in  color  and  contained  large  num- 
bers of  pigment,  containing  casts.  A benzidrine 
test  gave  a strongly  positive  reaction.  Some 
edema  of  the  opposite  ankle  appeared,  which  was 
followed  by  a tense  firm  swelling  over  the  poster- 
ior left  leg  on  the  following  day.  Incision  for 
suspected  hematoma  revealed  only  that  the  mus- 
cles were  under  great  tension.  In  the  meantime 
a guillotine  amputation  of  the  affected  extremity 
(right)  was  performed. 

The  urinary  findings  (above)  suggested  the 
true  nature  of  his  condition  and  subsequent  lab- 


Vol.  4,  No.  2 


Arizona  Medicine 


143 


oratory  investigations  of  the  patient’s  urinary 
specimens  at  Cambridge  University  confirmed 
the  presence  of  myoglobin  (and  not  oxyhemoglo- 
bin) on  spectroscopic  studies. 

During  an  apparently  satisfactory  convales- 
cence the  patient  suddenly  developed,  on  his  9th 
day,  painful  cyanosis  of  the  left  foot  which  grad- 
ually demarcated  and  necessitated  amputation 
of  the  distal  1/3  of  the  foot ; following  which  he 
made  a slow  recovery. 

The  authors  point  out  the  fatal  tendencies  in 
renal  damage  following  crush  injuries  and  the 
urgent  necessity  of  its  prompt  recognition  in 
order  that  adequate  treatment  may  be  instituted. 
They  explained  the  vascular  spasm  on  the  ap- 
parently uninjured  side  as  a reflex  mechanism. 
The  nature  of  the  toxic  damage  to  the  kidneys  is 
not  clearly  understood.  Alkaline  diuresis  (as 
was  established  in  this  case)  is  the  first  line  of 
defense  against  such  renal  damage,  according  to 
By  waters,  and  perhaps  saved  this  patient’s  life. 
This  condition  must  always  be  suspected  and 
proper  urinary  studies  be  carried  out,  along  with 
other  studies  in  an  attempt  to  throw  further 
light  upon  this  interesting  and  often  serious 
condition. 

J.  Kulowski,  M.  D. 

JOURNAL  OF  BONE  AND  JOINT  SURGERY 

Yol.  28,  No.  3;  Old  Series,  Vol.  44  Page  550 
July,  1946 

Knee  Fusion  by  the  Use  of  a Tree-Flanged  Nail 
David  M.  Bosworth 

Orthopedic  Service  of  St.  Luke’s  Hospital 
New  York 

The  author  presents  a method  of  arthrodesis  of 
the  knee  in  which  a three  flanged  nail  of  the 
Smith-Petersen  type  is  used  to  secure  stability 
and  continuous  apposition,  thereby  hastening  the 
arthrodesis.  This  type  of  operation  has  been 
done  in  eighteen  patients  by  the  author.  Four- 
teen of  these  cases  are  presented.  In  these  four- 
teen cases  good  fusion  was  secured  in  all  but 
one,  and  this  Avas  a case  of  Charcot  joint  with 
severe  disintegration. 

The  operative  procedure  is  carried  out  through 
a horse-shoe  incision.  The  articular  surfaces  are 
removed  and  the  joint  debrided  if  necessary.  A 
Smith-Petersen  nail  is  inserted  in  an  oblique 
medio-lateral  direction  through  the  joint  line. 
The  posterior  two-thirds  of  the  patella  is  removed 
and  may  be  used  as  a free  graft.  The  posterior 
surface  of  the  remaining  one-third  of  the  patella 
with  ligament  attached  is  placed  across  the  joint 


line  in  contact  with  the  previously  denuded  up- 
per end  of  the  tibia  and  lower  end  of  the  femur. 
A plaster  boot  is  applied,  the  foot  portion  being 
removed  in  ten  days  to  three  weeks,  so  that  only 
a cylinder  cast  is  used  for  the  succeeding  three 
months  and  the  patient  may  be  ambulatory  with 
crutches. 

This  type  of  arthrodesis  is  recommended  for 
Charcot  joints,  infections,  arthritis,  osteoearthri- 
tis,  residual  poliomyelitis  and  the  relaxed  knee 
of  hydrocephalus.  It  is  not  recommended  for 
tuberculosis  of  the  knee  because  of  the  danger 
of  concurrent  secondary  infection.  It  is  likewise 
not  to  be  used  where  an  open  epiphyseal  line  has 
to  be  crossed  or  in  cases  where  osteomyelitis  has 
been  present  or  a suppurative  arthritis  is  still 
active.  The  great  advantage  of  maintenance  of 
continuous  apposition  of  the  surface  without  a 
bone  graft,  the  fact  that  only  a simple  plaster 
boot  is  required  and  the  consequent  shortening 
of  hospialization  all  combine  to  recommend  this 
as  an  attractive  procedure. 

S.  L.  STOVALL,  M.  D. 

SURGERY,  GYNECOLOGY  AND 
OBSTETRICS 

August,  1946 

The  author  studied  changes  which  take  place 
when  preserved  ox  fascia  is  placed  in  contact 
with  living  human  tissue.  In  this  case  implanta- 
tions were  done  during  various  operative  proce- 
dures, especially  for  hernia  as  advocated  by  Har- 
rison. Two  x 2V2"  pieces  of  ox  fascia  were  asepti- 
cally  prepared  and  preserved  in  70%  ethyl  alco- 
hol for  two  weeks ; immediately  after  the  animal 
was  killed.  The  implants  were  removed  at  sub- 
sequent reoperations  at  intervals  up  to  four  years 
in  duration.  The  author  found  that  the  pre- 
served fascia  rapidly  becomes  adherent,  and  is 
gradually  replaced  by  the  ingrowth  of  fibroblasts 
and  capillaries  and  the  formation  of  human 
connective  tissue.  But,  this  process  is  still  incom- 
plete after  four  years,  at. which  time  the  original 
fascia  can  still  be  identified.  During  this  pro- 
cess of  incorporation  there  is  surprisingly  little 
foreign  body  reaction.  The  value  of  preserved 
fascia,  however,  as  a framework  into  which  nor- 
mal tissue  may  grow,  in  various  plastic  proce- 
dures, is  pointed  out  concretely  in  these  observa- 
tions. 

The  author  recalls  that  the  use  of  dead  mate- 
rial as  grafts  lias  been  based  on  the  work  of  Na- 
geatte  and  Sencert.  The  former  argued  (1916) 
that  all  connective  tissue  substances  were  funda- 
mentally non-living  in  character  and  origin.  He 
therefore  believed  that,  since  connective  tissue 
substances  are  inert  coagula  formed  from  living 
cells  (like  blood  plasma)  that  both  fresh  and  pre- 
served connective  tissue  grafts  would  become 
incorporated  so  perfectly,  by  a process  he  (Na- 
geatte)  called  “ reviviscence  ”,  that  they  could 
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noa  later  be  distinguished  from  the  surrounding 
recipient  tissues.  The  experimental  work  of  sev- 
eral others,  in  support  of  this  contention,  is 
mentioned.  The  observations  of  the  present 
author  do  not,  however,  agree  in  this  nor  did  he 
find  anything  to  back  Nageatte’s  theory  of  the 
nature  and  origin  of  the  connective  tissue,  al- 
though the  value  of  the  preserved  tissue  was 
quite  evident.  The  significance  of  alcoholic 


preservation  was  learned  from  animal  experi- 
ments of  Kooutz,  who  believed  that  the  alcohol 
eliminates  the  antagonistic  action  of  foreign  pro- 
tein, since  he  did  not  note  any  difference  be- 
tween heterogenous  and  homogenous  grafts  un- 
der the  conditions  of  his  experiments. 

J.  KULOWSKI,  M.  I). 

1.  "The  Fate  of  Preserved  Heterogenous  Grafts  of  Fascia 
when  Transplanted  Into  Living  Human  Tissues."  Jacob  Chandy, 
M.D.,  B.S..  M.Sc.;  Philadelphia,  Pa. 
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Medical  Society 

After  having  served  as  your  President  for 
the  past  year,  it  seems  fitting  that  I should 
review  some  of  the  activities  of  the  Society  dur- 
ing my  incumbency  and  make  such  observations 
and  recommendations  as  appeal  to  me  to  be 
proper  and  for  the  good  of  the  Society. 

During  the  past  year,  our  Society  has  grown 
greatly  in  membership  and  it  has  been  gratify- 
ing to  note  the  excellent  attendance,  including 
those  recently  returned  from  service,  as  well  as 
the  many  newcomers  who,  since  the  war,  have 
chosen  Phoenix  as  their  home.  Not  only  has 
the  Society  grown  in  numbers,  but  with  this 
growth,  there  has  been  an  increase  in  the  vol- 
ume of  business  and  number  of  problems  pre- 
sented. This  lias  reached  such  proportions  that 
it  has  been  difficult  to  crowd  into  one  monthly 
meeting,  all  the  business  of  the  Society  and 
have  any  time  left  for  a scientific  program.  To 
relieve  this  situation,  I believe  it  would  be  advis- 
able for  the  Board  of  Directors  to  hold  regular 
stated  monthly  meetings,  preferably  about  the 
middle  of  the  month,  at  which  time  all  business 
and  all  proposals  should  be  presented.  The 
Board  of  Directors  should  be  empowered  by 


the  Society  to  act  directly  upon  all  minor  mat- 
ters. The  Board  of  Directors  should  present  to 
the  Society  at  the  regular  meetings,  all  matters 
of  major  importance  and  all  questions  of  general 
policy,  along  with  their  carefully  considered 
recommendations.  In  this  manner,  more  prompt 
action  could  be  secured  on  routine  matters  and 
more  time  would  be  allowed  for  the  discussion 
and  deliberation  upon  important  subjects  by 
the  Society  as  a whole. 

Frequently,  the  President  or  the  Secretary 
are  approached  by  members  of  the  Society  re- 
garding the  propriety  and  ethics  of  certain 
contemplated  acts  or  procedures,  the  answers 
to  which  often  require  great  discrimination, 
judgment  and  familiarity  with  technical  details. 
The  President  or  the  Secretary  may  or  may  not 
possess  these  qualifications  but,  even  so,  the 
approval  or  disapproval  of  any  proposed  act 
throws  too  great  a responsibility  on  one  indi- 
vidual. I believe  it  would  be  well  to  have  ap- 
pointed a committee  of  three  members,  who  are 
experienced  and  well  versed  on  these  matters,  to 
whom  such  inquiries  could  be  directed.  The  du- 
ties of  this  committee  might  well  be  expanded 
to  include  a few  lectures  to  the  Society  in  gen- 
eral and  to  the  probationary  members  in  partic- 
ular, if  such  a status  be  established  by  proposed 
changes  in  our  By-Laws,  on  the  general  subject 
of  medical  ethics,  melical  liability  and  juris- 
prudence. 

During  the  past  year,  plans  were  inaugurated 
for  the  continued  expansion  of  the  library,  par- 
ticularly for  the  establishment  of  a permanent 
home  for  the  library  and  the  Society.  While  it  is 
not  contemplated  that  this  home  can  be  establish- 
ed in  the  immediate  future,  we  should  neverthe- 
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less  continue  to  actively  plan  for  its  develop- 
ment and  be  ready  to  initiate  the  program  when- 
ever a favorable  occasion  arises. 

To  our  new  members  and  to  those  recently  re- 
turned. attention  is  called  to  the  group  insurance 
plan  covering  health  and  accident,  available  to 
them  under  liberal  terms.  This  insurance  has 
been  operative  during  the  past  year  with  satis- 
factory service  to  participants;  and  those  not 
already  enrolled,  are  urged  to  obtain  full  details 
regarding  this  service  from  the  Secretary. 

The  Salt  River  Valley  Blood  Bank  has  com- 
pleted its  third  successful  year  under  the  spon- 
sorship of  the  Society.  Few  of  us  realize  the 
tremendous  amount  of  work,  effort  and  talent 
devoted  to  the  initiation  and  operation  of  this 
project,  particularly  by  Dr.  Louis  Baldwin  and 
Mrs.  Katherine  Baldwin.  During  the  past  year, 
the  blood  bank  has  been  the  object  of  some 
criticism  from  outside  organizations  and  indi- 
viduals, but  a recent  investigation  by  an  impar- 
tial group  resulted  in  a very  favorable  report 
and  recommendations  that  the  bank  be  continued 
under  the  sponsorship  of  the  Society.  The  op- 
eration of  the  bank,  in  spite  of  some  ill-con- 
sidered criticism,  has  reflected  credit  upon  the 
Society  and  the  management  of  the  bank.  Cer- 
tain changes  and  expansions  in  the  service  are 
contemplated  and  the  united  support  of  the 
members  of  our  Society  will  contribute  immense- 
ly to  its  continued  successful  operation. 

There  is  one  other  agency  which  is  not  di- 
rectly sponsored  by  the  Society,  but  which  draws 
its  advisory  board  largely  from  our  members  to 
which  I would  like  to  call  your  attention.  The 
Visiting  Nurses’  Service,  under  the  very  able 
direction  of  Miss  Rogers,  was  inaugurated  a little 
over  a year  ago  and  has  rendered  an  excellent 
service  to  the  community  and  the  profession  in 
Phoenix.  If  you  have  not  already  utilized  this 
service,  may  I suggest  that  you  familiarize 
yourself  with  what  it  has  to  offer?  It  is  worthy 
of  our  support,  and  I urge  you  to  utilize  its 
services  to  the  advantage  of  both  your  patient 
and  yourself. 

During  the  past  year,  the  Society  has  consid- 
ered and  discussed  at  great  length,  at  times 
somewhat  heatedly  and  acrimoniously,  but  fi- 
nally, we  trust,  with  a commendable  degree  of 
harmony  and  unanimity,  the  medical  service 
plan  sponsored  by  the  Arizona  State  Medical 
Association.  This  is  now  in  the  final  stages  of 
organization ; and  at  latest  reports,  its  inau- 


guration is  scheduled  for  the  near  future.  Suc- 
cessful operation  of  this  plan  can  not  be  accom- 
plished without  the  sincere  cooperation  of  all 
members  of  our  profession,  and  I feel  justified 
in  urging  your  whole-hearted  support  as  the 
greatest  aid  in  overcoming  the  inevitable  obsta- 
cles and  possible  mistakes  which  may  attend  the 
inauguration  of  such  a venture. 

Now,  as  I relinquish  the  office  of  President, 
it  is  with  mingled  feelings  of  regret,  satisfaction 
and  relief — regret  that  I may  not  have  measured 
up  to  my  responsibilities  and  always  faithfully 
carried  out  the  will  of  the  Society  and  fulfilled 
the  qualifications  for  President  which  is  stated 
in  the  By-Laws,  “to  be  the  real  head  of  the  pro- 
fession in  the  County  during  the  year  and  to 
leave  the  Society  in  better  condition,  both  as  re- 
gards scientific  attainment  and  harmony  than 
when  he  took  office” — satisfaction  that  some  def- 
inite objectives  have  been  attained  and  agree- 
ment reached  upon  important  controversial  steps 
without  seriously  disrupting  the  harmony  which 
prevailed  during  the  administration  of  my  pre- 
decessor, Dr.  John  W.  Pennington,  who  guided 
the  Socoiety  so  succesesfully  for  two  years  dur- 
ing the  war — relief  in  that  the  responsibilities 
incumbent  upon  this  high  office  now  rest  upon 
other  shoulders  and  that  the  society  has  chosen 
so  wisely  one  who  will  represent  us  creditably 
and  under  whose  guidance  we  can  go  on  to  ever 
higher  achievement.  I am  deeply  appreciative 
of  the  honor  which  you  conferred  upon  me  and 
my  fellow  officers;  and  for  them  and  myself,  I 
bespeak  for  our  worthy  successors  the  same 
whole  hearted  support  and  willing  cooperation 
which  you  have  accorded  us. 

I wish  here  to  express  my  very  special  appre- 
ciation to  my  fellow  officers  and  to  the  various 
chairmen  and  committee  members  who  always 
responded  so  willingly  and  carried  out  assigned 
tasks  so  efficiently.  Dr.  Thoeny,  it  is  with  pleas- 
ure I welcome  you  to  the  chair  and  relinquish 
to  you  the  office  of  President  of  the  Maricopa 
County  Medical  Society. 


DISTINGUISHED  GUESTS  ATTEND  THE 
GILA  COUNTY  MEDICAL  SOCIETY 
MEETING  OF  DEC.  17,  1946 
The  Gila  County  Medical  Society,  presided 
over  by  Dr.  Marcus  G.  Kelly  of  Miami.  Ari- 
zona held  its  annual  meeting  at  the  Cobre  Valle 
Country  Club,  Tuesday  evening,  December  17, 
honoring  their  wives  and  distinguished  visitors 
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of  the  Women’s  Auxiliary  of  the  Medical  As- 
sociation. Present  were:  Mrs.  Jesse  I).  Hamer, 
national  president  of  the  Women’s  Medical  Aux- 
iliary of  the  United  States  from  Phoenix;  Mrs. 
Carl  Harris,  state  treasurer;  and  Mrs.  Thomas 
H.  Bate,  vice-president  of  the  State  Auxiliary ; 
and  Mrs.  Harvey  S.  Faris  of  Tucson,  president 
of  the  State  Auxiliary.  Mrs.  Bate  and  Mrs.  Faris 
were  accompanied  by  their  husbands,  Dr.  Thom- 
as H.  Bate  and  Dr.  Harvey  S.  Faris,  who  were 
also  guests  of  the  Society. 

Also  present  were  Mr.  Gerald  Craig,  superin- 
tendent of  Gila  County  Hospital  and  his  wife ; 
and  Mr.  Guy  Ligon,  manager  of  Miami-Inspira- 
tion  Hospital  and  his  wife. 

Members  of  the  Society  who  attended  and 
their  wives  were  as  follows:  Dr.  and  Mrs.  Clar- 
ence Gunter;  Dr.  and  Mrs.  T.  C.  Harper;  Dr. 
and  Mrsr.  A.  J.  Bosse ; Dr.  and  Mrs.  Walter  M. 
O’Brien;  all  of  Globe;  Dr.  and  Mrs.  John  Aarni 
of  Rav,  Arizona ; Dr.  and  Mrs.  Nelson  D.  Brav- 
ton  ; Dr.  and  Mrs.  Cyril  M.  Cron ; Dr.  and  Mrs. 
Marcus  G.  Kelly;  Dr.  and  Mrs.  Ira  E.  Harris; 
Dr.  and  Mrs.  Robert  M.  Wade;  Dr.  and  Mrs. 
M.  E.  Burgess;  Dr.  and  Mrs.  Russell  R.  Nice, 
all  from  Miami. 

At  the  annual  election  of  officers  which  fol- 
lowed the  banquet,  Dr.  M.  E.  Burgess  of  Miami 
was  electer  President  ; Dr.  A.  J.  Bosse  of  Globe, 
vice-president;  Dr.  Nelson  1).  Brayton  of  Miami, 
secretary-treasurer. 

In  the  Scientific  Session,  Dr.  Bate  of  Phoenix, 
gave  a very  informative  address  on  the  usage 
of  Penicillin  in  Europe  while  in  the  U.  S.  Army. 

c/e>ll  !^3|(gy 

Stall  ^Meeting* 

~ - f-'- 

MARICOPA  COUNTY  MEDICAL  SOCIETY 
October  7 

1.  Precancerous  Lesions  of  the  Skin  — Dr. 
Louis  G.  Jekel. 

2.  Y ariations  in  Treatment  of  Cancer  in 
Relation  to  Anatomical  Location — Dr.  John 
Foster. 

3.  A Plea  for  Earlier  Diagnosis  in  Cancer — 
Dr.  Norman  D.  Hall. 

November  4 

1.  Recent  Advances  in  General  Surgery — 
Dr.  Thomas  H.  Bate. 

2.  Recent  Advances  in  Orthopedic  Surgery — 
Dr.  Geo.  A.  Williamson. 


January  6 

1.  Recent  Advances  in  General  Medicine- 
Dr.  Kent  Thayer. 

2.  Recent  Advances  in  Cardiovascular  Dis- 
eases— Dr.  Wm.  D.  King. 

3.  Recent  Advances  in  Gastrointestinal  Dis- 
ease— Dr.  Joseph  Bank. 


PIMA  COUNTY  MEDICAL  SOCIETY 
October  5 

1.  The  Allergic  Army — Dr.  William  Steen. 

2.  Aberant  Pancreas — Dr.  Arthur  J.  Pres- 
ent. 

3.  Motion  Picture  Film — “ Sulfathalidine  in 
Treatment  of  Chronic  Ulcerative  Colitis.”  (cour- 
tesy Sharp  and  Dohme) 

November  8 

1.  Treatment  of  Diarrhea — Dr.  B.  P.  Storts. 


ST.  JOSEPH’S  HOSPITAL  (Phoenix) 
September  25 

1.  Eosinophilic  Hyperplasia  or  Granuloma — 
Dr.  M.  W.  Merrill. 

2.  Clinical  Diagnosis  and  Discussion,  opened 
by — Dr.  Geo.  A.  Williamson  and  Dr.  E.  Henry 
Running. 

3.  Histopathological  Diagnosis  and  Discus- 
sion— Dr.  T.  T.  Frost. 

3.  X-ray  Diagnosis  and  Therapy — Dr.  John 
Foster. 

5.  Hypertrophic  Gastritis  Resembling  Neo- 
plasm. A report  of  two  cases  with  Lantern  Slide 
Demonstration — Dr.  Joseph  Bank. 

October  11 

1.  An  Unusual  Ureteral  Condition — Dr.  John 
W.  Pennington. 

Pathological  Discussion  by  Dr.  T.  T.  Frost. 

2.  Eosinophilic  Leukemia — Dr.  T.  Del  Gi- 
orno. 

Discussion  by — Dr.  R.  II.  Stevens. 

December  6 

1.  Case  of  Diabetes  Insipidus  with  Unusual 
Etiological  Factors — Dr.  H.  Denninger. 

Discussion  of  a case  with  special  reference  to 
diagnosis  and  treatment  of  Diabetes  Insipidus — 
Dr.  M.  R.  Richter. 

Pathological  Findings — Dr.  0.  0.  Williams. 

January  9 

1 . Case  of  Thrombocytopenic  Purpura  with 
Splenectomy — Dr.  Frank  J.  Milloy. 

Discussion  of  the  Surgical  Aspects  — Dr. 
Thomas  W.  Woodman. 

Pathological  Discussion — Dr.  T.  T.  Frost. 
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2.  Case  Presentation  and  Follow-up  on  a 
Case  of  Epidural  Abscess — Dr.  M.  W.  Merrill. 


ST.  MONICA’S  HOSPITAL  (Phoenix) 
October  16 

1.  Psychogenic  Factors  in  Two  Asthma  Cases 
— Dr.  Albert  Eckstein. 

November  16 

1.  Non-Specific  Urethritis — Dr.  Paul  Singer. 


ST.  MARY’S  HOSPITAL  (Tucson) 

July  16 

1.  Pneumoenteritis,  a New  Disease? — Dr.  F. 
C.  Gregg. 

August  20 

1.  Case  Report  Thrombocytopenic  Purpura — 
Dr.  H.  C.  Thompson. 

September  17 

1.  Enterogenous  Cyst,  Case  Report — Dr.  H. 
G.  Cogswell. 

October  15 

1.  Esophageal  Varicies  associated  with  Hemo- 
philic Arthritis — Dr.  H.  E.  Kosanke. 

Clinical  Pathological 
Conference* 

»«an  ' 1 ns* 

Phoenix  Clinical  Club 

A fifty-six-year-old  Greek  woman  was  admit- 
ted to  the  hospital  complaining  of  chills  and 
fever  and  a mass  in  the  left  upper  quadrant. 

Three  years  before  admission  the  patient  en- 
tered another  hospital  because  of  a painful  mass 
in  the  left  upper  quadrant  and  easy  bruising 
of  six  months’  duration.  She  had  tired  easily 
and  had  lost  about  20  pounds  in  weight  during 
the  preceding  year.  She  also  complained  of  epi- 
sodes of  red  urine  and  a bloody  vaginal  dis- 
charge. Physical  examination  at  that  time  re- 
vealed a small  wizened  woman  who  showed  evi- 
dence of  considerable  weight  loss.  There  were 
petechiae  on  the  palate,  and  a tourniquet  test 
was  positive.  Several  quite  large  purpuric  areas 
were  seen  on  the  extermities,  especially  on  the 
legs.  The  liver  was  felt  by  one  observer  two  to 
three  finger-breadths  below  the  right  costal  mar- 
gin. The  spleen  extended  to  10  cm.  below  the 
left  costal  margin.  Hinton  and  Wassermann 
tests  were  negative.  The  urine  was  normal.  The 


2.  Scalenus  Anticus  Syndrome,  bilateral  — 
Dr.  Meade  Clvne. 


GOOD  SAMARITAN  HOSPITAL  (Phoenix) 
October  28 

1.  Anticoagulant  Therapy — 

Case  Presentation — Dr.  Haislip 

Case  Presentation — Dr.  Cohen 

Clinical  Use  of  Dicumarol  and  Heparin — Dr. 
Cohen. 

General  Discussion. 

2.  Vomiting  in  the  Newborn,  with  Case  Re- 
port— Dr.  E.  Henry  Running. 

35 — Arizona  Medicine 

3.  Use  of  Penicillin  in  Beeswax  in  Certain 
Pediatric  Conditions — Dr.  Carl  Holmes. 

November  25 

1.  Pneumonectomy  for  Bronchogenic  Carci- 
noma with  Presentation  of  Patient — Drs.  Kent 
Thayer  and  D.  W.  Melick. 

2.  Use  of  Penicillin  in  Beeswax  in  Certain 
Pediatric  Conditions — Dr.  Carl  A.  Holmes. 

3.  Amebiasis,  Case  Report — Dr.  D.  B.  Hais- 
lip. 

red-cell  count  was  3,500,000,  with  10.5  gm  of 
hemoglobin  and  a hematocrit  of  30  per  cent ; the 
white-cell  count  was  2100,  with  55  per  cent  neu- 
trophils, of  which  10  per  cent  were  band  forms, 
and  42  per  cent  lymphocytes.  The  red  cells 
showed  mild  anisocytosis,  and  the  platelets  were 
markedly  reduced,  numbering  59,000  per  cubic 
millimeter.  A gastric  analysis  showed  no  free 
acid  in  the  fasting  specimen  and  17  units  of 
total  acid  after  histamine.  The  icteric  index 
was  normal.  X-ray  examination  of  the  long 
bones  was  negative.  During  the  twenty-three 
hospital  days  her  temperature  was  98.6 °F.  every 
third  day.  She  was  given  four  x-ray  treatments 
of  65  r each  over  the  splenic  area,  with  no  change 
in  the  size  of  the  spleen.  Five  days  after  x-ray 
treatment  she  was  discharged  improved. 

The  patient  had  taken  quinine  irregularly 
once  or  twice  a week  for  about  a year,  with  some 
relief.  During  the  five  months  before  admission 
to  this  hospital  she  experienced  regular  attacks 
of  chills  and  fever,  occurring  every  seventy-two 
hours  between  6 :00  and  7 :00  p.m.  A backache 
in  the  upper  lumbar  region  was  present  at  all 
times  of  the  day  and  had  persisted  since  the  on- 
set of  the  present  illness.  For  approximately 
two  months  before  admission  her  appetite  had 
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been  poor,  and  she  had  some  exertional  dyspnea 
and  orthopnea  and  a slight  cough. 

The  patient  was  born  in  Greece  and  had  lived 
there  for  eighteen  years.  She  came  to  the  United 
States  thirty-eight  years  previously  and  had 
worked  in  a cotton  mill  in  Massachusettts.  She 
was  married  at  the  age  of  twenty-six  and  had 
had  two  full-term  babies,  both  delivered  by 
cesarean  secton.  One  infant  was  stillborn,  and 
the  other  died  at  fourteen  days.  Until  the  pres- 
ent illness  she  had  been  in  good  health.  She  re- 
membered no  infections  or  other  diseases. 

Physical  examination  revealed  an  emaciated, 
chronically  ill-appearing  woman  in  no  distress 
but  for  occasional  stabs  of  pain  in  the  left  upper 
quadrant  and  epig’astrium,  which  were  induced 
by  moving  about.  The  skin  was  warm  and  dry 
and  had  a slight  yellow  tinge.  The  peripheral 
lymph  nodes  were  not  remarkable.  There  were 
many  vericose  veins  over  the  legs  and  thighs, 
and  fairly  prominent  superficial  veins  over  the 
lower  chest  and  abdomen.  There  were  no  ecchy- 
moses.  There  was  slight  pitting  edema  of  the 
legs.  The  left  pupil  measured  2 mm.  in  diameter 
and  was  fixed  and  slightly  irregular.  The  neck 
veins  pulsated  in  the  erect  and  supine  positions. 
The  lung  fields  were  clear  and  hyperrosonant. 
The  left  heart  border  was  at  the  midclavicular 
line.  A Grade  2 blowing  systolic  murmur  was 
heard  over  the  entire  precordium  and  was  loud- 
est at  the  left  sternal  border  in  the  fourth  in- 
terspace. The  spleen  was  firm,  smooth  and  mo- 
bile; it  extended  into  the  left  lower  quadrant 
and  a small  distance  across  the  midline  at  the 
level  of  the  umbilicus.  The  liver  edge  was  sharp 
and  extended  three  fingerbreadths  below  the 
costal  margin.  There  were  no  ascitos.  Vaginal 
and  rectal  examinations  were  negative.  The  ten- 
don reflexes  of  the  lower  extremities  were 
absent. 

The  temperature  was  99.6° F.,  the  pulse  90,  and 
the  respirations  20.  The  blood  pressure  was  140 
systolic,  70  diastolic. 

On  admission  the  blood  contained  3,200,000 
red  cells,  with  7 gm.  of  hemoglobin  and  a hema- 
tocrit of  26  per  cent.  The  white-cell  count  was 
2400,  with  61  per  cent  neutrophils  and  35  per 
cent  lymphocytes.  A reticulocyte  count  was  1.2 
per  cent.  The  platelets  were  slightly  reduced 
in  number.  The  bleeding  time,  clotting  time  and 
clot  retraction  were  normal.  The  urine  was 
straw-colored,  with  a specific  gravity  of  1.018, 
and  gave  a test  for  albumin ; the  sediment  con- 


tained an  occasional  red  cell  and  hyaline  cast. 
A eatheterized  specimen  show  no  growth  on 
culture.  A stool  was  dark,  formed  and  guaiac 
negative.  The  sedimentation  rate  and  a van 
den  Bergh  test  were  normal.  The  serum  non- 
protein nitrogen  was  36  mg.  per  100  cc.,  and  the 
protein  5.58  gm.,  the  albumin-globulin  ratio  be- 
ing 1.71.  The  phosphorus  was  4.5  mg.  per  100 
cc.,  and  the  alkaline  phosphatase  2.9  Bodansky 
units.  A Hinton  test  and  a spinal  fluid  Was- 
sermann  test  were  negative.  A cephalin  floccu- 
lation test  was  in  forty-eight  hours,  and  the  pro- 
thrombin time  was  21  seconds  (normal,  18  to 
20  seconds).  A bromsulfalein  test  showed  30 
per  cent  retention  forty-five  minutes  after  the 
injection  of  5 mg.  per  kilogram.  An  electrocar- 
diogram was  normal.  A phenolsulfonopthalein 
test  showed  55  per  cent  excretion  in  two  hours, 
and  the  urine  concentrated  readily  to  a specific 
gravity  of  1,020.  A lumbar  puncture  yielded 
normal  findings. 

X-ray  examinations  of  the  chest  and  abdomen 
showed  the  left  diaphragm  to  be  elevated,  with 
the  heart  in  a transverse  position.  The  aorta  was 
tortuous,  with  some  calcification  in  the  arch.  A 
large  mass  extended  down  from  the  left  upper 
quadrant  to  overlie  the  sacrum  and  the  left  iliac 
wing,  displacing  the  colon  downward  and  the 
stomach  to  the  right.  The  left  kidney  outline 
was  seen  through  the  mass.  A gastro-intestinal 
series  was  negative.  No  esophageal  varices  were 
seen. 

At  5 :30  p.m.  on  the  second  hospital  day  the 
patient  had  a severe  chill.  At  7 :00  p.m.,  the 
temperature  rapidly  rose  to  a peak  of  106°F., 
and  during  the  following  six  hours  gradually 
returned  to  normal.  The  pulse  and  respiratory 
curves  closely  followed  the  temperature  curve. 
Four  similar  episodes  of  chills  and  fever  oc- 
curred during  the  following  two  weeks  at  regu- 
lar seventy-two-hour  intervals.  Blood  cultures 
taken  during  the  chills  and  during  the  peak  of 
the  fever  showed  no  growth,  and  blood  smears 
taken  at  the  same  time  showed  no  parasites.  Be- 
cause the  spleen  was  firm  and  presumably  fi- 
bretic,  a splenic  puncture  was  deemed  safe  and 
was  performed. 


Discussant:  Dr.  Ben  P.  Frissell. 

Given  a patient  whose  presenting  complaints 
are  chills  and  fever  and  a mass  in  the  left  up- 
per quadrant  and  having  resided  for  a good 
many  years  in  a malaria  infested  district,  my 
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first  impression  was  that  our  patient  was  suffer- 
inf  from  an  infection  by  plasmodium  malariea. 
However,  I can  assure  you  that  since  my  first 
impression  I have  had  considerable  misgivings 
about  this  diagnosis  and  likewise  more  than  a 
little  difficulty  in  substituting  another  equally 
as  good. 

In  the  second  paragraph  of  the  protocol  we 
are  given  ample  evidence  that  we  are  dealing 
with  some  type  of  extensive  involvement  of  the 
reticulo-endothelial  system.  Our  patient,  three 
years  before  our  present  consideration,  had  an 
enlarged  spleen  and  liver,  a rather  extreme 
anemia  of  the  microcytic  type,  a marked  leuko- 
penia with  a preponderance  of  lymphocytes  in 
the  differential  count,  and  a marked  reduction 
in  the  platelet  level  with  purpura  and  mucous 
membrane  bleeding  as  outstanding  symptoms. 
These  symptoms  were  of  six  months  duration  at 
the  time  of  the  initial  hospital  observation,  dat- 
ing the  apparent  onset  of  the  patient’s  symp- 
toms to  about  3V2  years  before  he  present  con- 
sideration. It  is  notable  that  at  that  time  she 
had  a very  unusual  and  characterisic  tempera- 
ture curve — being  found  to  be  afebrile  except 
for  rhythmic  rises  regularly  on  the  3d  day. 
Clinical  improvement  resulted  rather  promptly, 
according  to  the  protocol,  from  relatively  small 
doses  of  x-ray  over  the  spleen  without  making 
any  change  in  the  size  of  the  Spleen.  It  would 
be  assumed  that  the  improvement  was  in  pur- 
pura or,  perhaps,  pain  in  the  region  of  the 
spleen. 

Considering  these  initial  symptoms,  several 
possible  diagnoses  can  be  eliminated.  1 — That 
the  patient  had  pupura  of  some  time  is  self- 
evident,  but  we  are  able  to  rule  out  so-called 
purpura  hemorrhagica  or  idiopathic  thrombo- 
cytopenic purpura  from  the  fact  that  the  leuko- 
cyte count  is  markedly  surpressed,  for  in  this 
condition  leukocytosis  is  found.  2 — Likewise, 
aplastic  anemia  of  the  primary  type  is  unlike- 
ly for  with  the  hematocrit  reading  of  30%  we 
are  obviously  dealing  with  a microcytic,  rather 
than  a macrocytic  anemia.  3 — The  various  leu- 
kemias, which  certainly  should  occupy  a very 
prominent  place  in  differential  diagnosis  of  a 
case  of  this  type,  are,  from  the  first,  placed  de- 
cidedly in  the  background  by  the  character  of 
the  differential  count.  Even  in  the  so-called 
aleukemic  phase,  which  would  be  the  only  ac- 
ceptable phase  of  this  disease  which  would  be 
at  all  tenable  with  a WBC  of  2,100,  the  differ- 


ential count  should  still  show  the  characteristic 
pathological  cells  typical  of  leukemia. 

Our  patient  had  taken  quinine  irregularly  for 
about  a year  before  her  present  hospital  admis- 
sion. Five  months  before  this  admission,  and 
we  assume  for  the  first  time,  she  began  having 
regular  attacks  of  chills  and  fever  occurring  reg- 
ularly, in  fact  very  regularly,  at  72-hour  inter- 
vals. She  continued  to  have  lumbar  backache 
throughout  a period  of  three  years  from  the  on- 
set of  her  illness.  General  nutrition  is  poor  but 
apparently  shows  no  marked  change  from  the  in- 
itial examination.  At  this  time  there  are  no 
hemorrhagic  tendencies.  The  splenic  enlarge- 
ment is  somewhat  increased,  being  described  as 
extending  into  the  left  lower  quadrant  and 
across  the  mid  line  at  the  level  of  the  umbilicus. 
The  liver  is  still  palpable  3 fgb.  below  the  costal 
margin — the  edge  described  as  sharp  and  the 
contour  otherwise  not  mentioned.  There  is  no 
ascites,  but  moderate  edema  of  the  lower  ex- 
tremities is  now  in  evidence.  Varicose  veins  of 
both  lower  extremities  are  described.  The  veins 
over  the  lower  trunk  are  described  as  prominent. 
These,  of  course,  could  be  due  to  weight  loss,  or 
may  indicate  obstruction  of  the  portal  system. 

The  blood  picture  is  essentially  unchanged 
with  the  exception  that  there  is  no  recorded 
platelet  count.  However,  with  normal  bleeding 
and  clot  retraction  time,  it  would  be  assumed 
that  the  platelet  count  probably  was  within  nor- 
mal limits.  Urine  shows  albumin,  few  hyaline 
casts.  The  NPN  is  within  normal  limits.  Blood 
proteins,  which  were  not  mentioned  originally, 
are  slightly  below  the  normal  level.  The  al- 
bumin-globulin ratio,  likewise,  shows  a slight 
but  definite  shift.  Blood  and  spinal  fluid  serol- 
ogy are  reported  as  negative.  Two  liver  function 
tests  are  definitely  positive.  Prothrombin  time 
is  reported  a shade  above  the  upper  limit  of 
normal.  Regular  pattern  of  fever  and  chills  is 
observed  over  a period  of  two  weeks  before  a 
diagnosis  is  presumably  made  by  splenic  punc- 
ture. Repeated  blood  cultures  and  blood  smears 
during  this  time  failed  to  reveal  any  evidence 
of  parasites  or  bacterial  growth. 

Diseases  affecting  or  involving  the  so-called 
reticulo-endothelial  system  are  numerous,  and 
and  by  no  means  will  all  of  them  even  be  men- 
tioned in  this  discussion.  The  structures  of  this 
system  have  to  do  primarily  with  blood  forma- 
tion and  phagocytosis,  and  tissues  of  this  class 
form  components  of  the  spleen,  liver,  lymph- 
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nodes,  hone  marrow  and  linings  of  the  blood 
vessels.  Pathological  conditions  effecting  these 
structures  have  been  variously  classified  but, 
to  say  theleast,  none  too  clearly  or  logically. 
For  the  purposes  of  this  discussion  we  will  cov- 
er only  a few  of  the  more  likely  diagnostic  pos- 
sibilities and  shall  merely  segregate  these  con- 
ditions into  non-infectious  and  infectious  dis- 
eases. 

The  general  group  of  leukemias  has  already 
been  discussed  and  I feel  definitely  eliminated. 
Various  so-called  lymphomas — including  lymph- 
osarcoma, lymphblastoma  and  Hodgkin’s  dis- 
ease, certainly  deserve  consideration  in  the  dif- 
ferential diagnosis  of  this  case. 

Lymphosarcoma , generally  conceded  as  a mal- 
ignancy of  lymphatic  tissues,  is  progressively 
fatal  but  responds  very  readily  to  x-ray  treat- 
ment. It  is  more  likely  to  involve  the  lymph- 
nodes  proper,  in  various  areas,  than  the  spleen, 
although  it  may  involve  this  organ  as  well  as 
other  tissues,  including  the  bone  marrow  and 
liver.  The  WBC  in  this  condition  is  usually  ele- 
vated with  an  increase  in  PMN  cells;  anemia  is 
of  the  secondary  type  and  occurs  rather  late. 
Fever  is  usually  low  grade  and  of  irregular  type. 
There  is  a definite  tendency  to  spread  from  one 
group  of  lymphatic  structures  to  another.  In 
the  case  under  consideration,  there  are  no  evi- 
dences of  involvement  of  any  peripheral  lymph- 
nodes. 

Lymphoblastoma,  or  the  so-called  follicular 
type  of  malignant  lymphoma,  quite  similar  in 
many  respects  to  lymphosarcoma,  likewise  con- 
sidered malignant  in  nature,  is  more  readily 
susceptible  to  x-ray  treatment  but  usually  fatal 
— in  50%  of  cases  terminating  in  less  than  5 
years.  There  is  an  absence  of  fever  generally  and 
likewise  a minimum  amount  of  cachexia.  There 
is  usually  no  anemia  except  as  a result  of  radia- 
tion. Here  again,  lvmphnode  groups  are  primar- 
ily involved. 

Hodgkin ’s  disease,  occurs  at  any  age,  usually 
in  the  30-40  year  range.  Although  the  progres- 
sion of  the  disease  is  very  rapid  with  fatal  term- 
ination, chronic  forms  may  go  on  for  a good 
many  years.  The  spleen  is  usually  enlarged  in 
this  condition  (60-70%)  and  the  liver  is  like- 
wise enlarged  (50%).  Retroperitoneal  and 
mediastinal  lymphnodes  are  nost  commonly  in- 
volved. The  blood  picture  shows  a progressive 
anemia  but  usually  no  change  in  the  leukocyte 


count — there  is  occasionally  an  eosinophil ia  and 
likewise  an  increase  in  monocytes.  The  charac- 
teristic Pel-Ebstein  fever  of  this  disease  differs 
very  definitely  from  the  fever  pattern  exhibited 
in  the  case  under  consideration.  This  pattern  is 
characterized  by  gradual  build-up  of  fever  over 
a period  of  three  or  four  days  to  a level  of  103- 
104%  with  a plateau  at  this  level  for  another 
three  or  four  days,  then  a gradual  drop  to 
normal,  with  cycles  of  this  type  running  every 
ten  to  fourteen  days.  Severe  pruritis  is  a com- 
mon symptom  in  this  disease  and  is  not  evi- 
denced in  the  case  under  consideration. 

Gaucher’s  disease,  a rare  condition  usually  oc- 
curring in  younger  individuals  and  primarily 
limited  to  the  Jewish  race,  generally  considered 
as  a disturbance  in  fat  metabolism  involving  the 
reticulo-endothelial  system,  is  characterized  by  a 
chronic  anemia  and  marked  splenomegaly.  The 
onset  is  usually  before  the  13th  year  and  runs 
a chronic  course  up  to  about  20  years*  Anemia 
is  progressive — hemorrhagic  tendencies  are  quite 
common.  The  skin  usually  has  a brownish  dis- 
coloration and  there  has  been  frequently  de- 
scribed a peculiar  wedge-shaped,  yellowish  pig- 
mentation of  the  conjunctivae.  There  are  defi- 
nite changes  in  long  bones  which  are  evidenced 
on  x-ray  examination.  Fever  is  not  usual  in  this' 
disease.  This  fact  in  addition  to  the  usual  date 
of  onset,  the  racial  characteristics  and  absence 
of  bone  changes,  is  against  this  diagnosis. 

Non-lipoid  histiocytosis  is  a rare  condition  in- 
volving the  reticulo-endothelial  system.  It  is 
variously  classed  as  being  very  closely  related 
to  aleukemic  phase  of  monocytic  leukemia,  or 
perhaps  neoplastic  in  origin.  The  malignant 
course  is  characteristic.  The  involvement  of 
lymphnodes  is  more  prominent  than  the  spleen 
— anemia,  leukopenia  and  thrombocytopenia  are 
usually  present.  Fever  is  of  an  irregular  septic 
type.  Jaundice  is  quite  common.  Diagnosis  can 
be  made  only  by  biopsy;  the  differential  blood 
count  is  not  diagnostic. 

Banti’s  disease  (if  there  be  such  a thing)  the 
so-called  splenic  anemia  described  by  Banti  in 
1894,  is  characterized  by  gross  enlargement  of 
the  spleen,  progressive  anemia  and  leukopenia 
and  an  eventual  development  of  portal  cirrho- 
sis of  the  liver  with  ascites.  Splenic  enlargement 
occurs  early  and  may  last  for  years  before  any 
other  symptoms  develop.  Anemia  is  of  the  sec- 
ondary type.  Hemorrhage  from  the  stomach  is 
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common.  This  disease  usually  occurs  in  young 
individuals  and  is  generally  classed  as  a disease 
of  childhood.  The  liver  in  the  stage  of  cirrhosis 
is  decreased  in  size.  Fever  is  not  generally  a 
part  of  this  syndrome.  The  frequent  gastro- 
intestinal hemorrhage  is  not  noted  in  our  case. 

Cirrhosis  of  the  liver  of  the  portal  type  must 
be  considered  in  this  case.  This  condition  may 
be  extremely  low  grade,  may  occur  without  jaun- 
dice or  without  any  notable  increase  in  the  ic- 
teric index.  Anemia  is  usually  present  and  of 
the  macrocytic  type  but  may  be,  on  some  occa- 
sions, microcytic  — particularly  when  compli- 
cated by  other  conditions  such  as  hemorrhage. 
Low  blood  proteins  with  reversal  of  the  AG  ra- 
tio are  characteristic.  Positive  cephalin  floccula- 
tion test,  which  is  an  indication  of  alteration  in 
the  serum  proteins,  is  likewise  presumptive  evi- 
dence of  portal  cirrhosis.  The  fact  that  malaria 
is  frequently  mentioned  as  a causative  factor 
in  the  etiology  of  portal  cirrhosis  makes  this  con- 
dition a definite  possibility  in  completing  the 
diagnostic  picture  of  the  case  at  hand. 

Tumors  (malignant)  of  both  liver  and  spleen 
should  be  mentioned.  In  the  case  of  the  liver, 
the  principle  primary  tumor  is  carcinoma.  The 
spleen  is  not  usually  enlarged.  There  is  usually 
a leukocytosis.  Fever  is  of  irregular,  low  grade 
pattern  Jaundice  occurs  in  at  least  50%  of  the 
cases.  Clinically  the  symptoms  point  to  the  liver, 
whereas  in  our  case  we  have  no  symptoms  refer- 
able to  the  liver  area.  As  to  tumors  of  the  spleen, 
sarcoma  is  most  common.  Except  for  the  splenic 
enlargement  and  pain  there  is  nothing  to  indi- 
cate such  a diagnosis. 

Inflammatory  or  infectious  conditions.  In  this 
group  tuberculosis  must,  of  course,  be  consid- 
ered. Primary  tuberculosis  of  the  spleen  does 
occur,  but  rarely.  Involvement  of  the  spleen  and 
liver  in  a process  of  miliary  tuberculosis  is 
rather  common.  There  is  no  clinical  or  x-ray 
evidence  of  tuberculosis  in  this  case. 

Syphilis,  another  old  stand-by,  if  it  were  to 
explain  the  symptomatology  in  this  case  would 
most  likely  be  of  congenital  type.  The  age  of 
the  patient  is,  of  course,  against  this  diagnosis, 
as  is  the  finding  on  repeated  occasions  of  nega- 
tive blood  and  spinal  fluid  serology. 

There  remain  three  inflammatory  conditions 
which  I consider  worthy  of  mention.  I favor  the 
primary  diagnosis  of  an  infectious  process  over 
a neoplastic  or  metabolic  disease.  The  basis  for 


this  assumption  admittedly  hangs  by  a thin 
thread  but  is  established  on  the  definite  regular 
pattern  of  intermittent  fever  which  is  found 
throughout  this  case  from  beginning  to  end.  The 
three  conditions  which  I consider  from  this  point 
are  (1)  malaria,  (2)  kala  azar  and  (3)  histoplas- 
mosis. Nowhere  in  the  literature  have  1 been 
able  to  find  mention  of  a disease  which  dupli- 
cates the  particular  fever-chill  pattern  described 
in  this  case  which  is  so  typical  of  quartan  ma- 
laria. This  disease  continues  to  be  one  of  hu- 
manity’s chief  scourges.  There  are  many  fertile 
areas  which  still  remain  practically  uninhabit- 
able because  of  its  presence.  It  is  estimated  that 
at  least  2,000,000  people  die  annually  from  this 
infection,  and  in  the  United  States  1,000,000 
cases  are  reported  and  about  5,000  deaths  occur 
annually.  True  enough,  there  are  several  loop- 
holes in  this  diagnosis.  1 — Our  Greek  woman, 
living  in  Massachusetts  at  least  18  years  after 
arriving  in  this  country  from  Greece,  supposed- 
ly having  no  recollection  of  malaria  or  other 
notable  infection  prior  to  that  time,  would  be 
considered  fairly  well  outside  the  so-called  ma- 
laria belt.  However,  it  is  not  beyond  the  realm 
of  possibility,  or  probability,  that  this  patient 
may  have  returned  to  her  native  land  of  Greece 
and  there  contracted  her  malarial  infection.  2 
— Likewise,  the  initial  symptoms  are  not  usual 
for  this  type  of  malaria.  3 — It  is  certainly  not 
usual  to  have  a case  go  for  three  and  a half  years 
before  a diagnosis  is  established  and  then  by 
splenic  puncture.  However,  it  is  a well-known 
fact  that  Quinine,  in  insufficient  and  irregular 
doses,  may  not  only  obscure  the  diagnostic  cri- 
terion in  this  disease  and  render  it  refractory 
to  treatment,  but  may  also  be  a definite  factor 
in  suppression  of  bone  marrow  activity.  Assum- 
ing this  case  had  been  treated  thusly  before  our 
original  studies,  we  would  be  in  a much  better 
position  to  accept  the  initial  symptoms  of  pur- 
pura, marked  anemia,  leukopenia,  etc.  Certain- 
ly from  the  point  of  the  initial  hospital  admis- 
sion there  is  nothing  about  the  clinical  proto- 
col which  could  not  be  completely  explained  on 
the  basis  of  this  diagnosis — for  malaria  which  is 
either  untreated  or  proved  refractory  to  treat- 
ment produces  pathological  changes  in  all  of 
the  tissues  with  which  we  are  concerned  in  this 
instance. 

Splenomegaly,  for  instance,  is  one  of  the  most 
frequent  physical  findings  in  malaria  and  ex- 
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treme  enlargement  of  the  spleen  may  very  well 
occur.  The  liver  is  likewise  enlarged — this  en- 
largement is  usually  accompanied  by  hepatitis. 
In  chronic,  uncontrolled  cases  these  changes  may 
result  in  cirrhosis,  and  certainly  the  so-called 
“bilious”  symptoms  of  malaria  are  legend.  The 
finding  of  evidence  of  liver  involvement  in  this 
case  can  therefore,  I feel,  be  explained  on  this 
basis. 

The  kidneys  likewise  are  involved  in  a good 
percentage  of  cases  of  malaria — the  process  be- 
ing described  usually  as  a subacute  nephritis. 
We  find  in  our  case  a 3+  albumin,  a few  red 
cells  and  scattered  casts. 

The  blood  picture  in  malaria  is  typically  that 
of  anemic  and  leukopenia.  There  are  multiple 
factors  in  the  production  of  anemia,  which  may 
be  either  macrocytic  or  microcytic  in  character. 
The  parasites  in  malaria  invade  and  destroy 
blood  cells.  There  is  inhibition  of  the  bone  mar- 
row due  to  attack  on  the  young  reticulocytes  in 
these  areas.  Activities  of  the  phagocytic  cells 
of  the  reticulo-endothelial  system  "is  increased 
and  the  spleen  through  its  enlargement  has  tre- 
mendously increased  phagocytic  power. 

Kala-azar  is  a disease  which  for  a long  time 
was  confused  with  malaria  in  certain  parts  of 
the  world  where  both  conditions  re  endemic. 
This  condition  is  very  seldom  seen  in  the  United 
States  except  in  rare  cases  of  patients  having 
contracted  the  disease  on  foreign  soil  and  re- 
turning to  their  native  country.  Several  in- 
stances of  this  type  have  been  reported  in  litera- 
ture since  the  recent  war.  From  the  standpoint 
of  symptomatology  and  pathology  this  disease 
produces  a much  more  complete  clinical  pattern 
than  does  malaria,  with  few  exceptions.  Kala- 
azar  is  endemic,  among  other  areas,  in  the  re- 
gions bordering  on  the  Mediterranean  Sea — 
which,  of  course,  includes  Greece.  Our  patient 
could  have,  therefore,  contracted  this  condition 
after  returning  to  her  native  haunts  for  a visit. 
The  disease  typically  is  found,  however,  in  much 
younger  individuals — particularly  in  that  part 
of  the  globe  it  occurs  almost  entirely  in  chil- 
dren. The  onset  of  the  disease  varies  a great 
deal  from  an  acute  febrile  onset  to  a slow,  in- 
sidious process  with  the  initial  symptoms  prac- 
tically duplicating  those  described  in  the  initial 
paragraphs  of  the  protocol.  There  is  wide- 
spread involvement  of  the  bone  marrow  by  the 
so-called  Leishman  bodies,  which  are  character- 


istic of  this  disease,  producing  a very  severe  de- 
gree of  anemia  leukopenia  and  thrombocyto- 
penia. Although  the  diagnosis  can  be  established 
by  blood  smears  on  some  occasions,  the  usual 
way  to  make  the  diagnosis  is  by  splenic  punc- 
ture. Blood  protein  levels  are  not  markedly 
diminished  but  the  albumin-globulin  ratio  is  dis- 
turbed. This  fact  is  frequently  utilized  in  a 
diagnostic  test  for  this  disease.  The  fever  curve 
in  kala-azar  is  described  as  being  variable — rang- 
ing from  irregular  fever  to  intermittent  type 
with  chills.  However,  reviewing  as  many  cases 
as  I could  locate  in  the  recent  literature  of  this 
disease,  as  well  as  covering  the  standard  litera- 
ture on  the  subject,  I was  unable  to  find  a sin- 
gle case  duplicating  the  reported  type  of  chill 
and  fever.  For  that  reason,  I favor  malaria  over 
kala-azar  as  a diagnostic  possibility,  however,  it 
is  with  great  reluctance  that  I do  so. 

Histoplasmosis,  first  described  by  Darling  in 
1906,  is  another  inflammatory  disease  involving 
the  reticulo-endothelial  system  and  deserves  con- 
sideration in  this  case.  This  disease,  unlike  kala- 
azar  to  which  it  bears  much  similarity,  is  found 
in  the  United  States  not  infrequently.  In  fact, 
until  1945,  79  cases  had  been  described  in  the 
United  States,  a much  larger  number  than  re- 
ported in  the  rest  of  the  world  during  the  same 
time  interval.  Symptoms  of  the  disease  are  pro- 
tean— there  is  usually  an  irregular  type  of  fever, 
loss  of  weight,  anemia,  leukopenia,  general  debil- 
ity, marked  splenomegaly  and  hepatomegaly  and 
usually  lymphadenapathy.  Some  cases  show 
respiratory  and  skin  lesions,  while  others  are 
chiefly  visceral  in  distribution.  Diagnosis  may 
be  made  in  life  from  the  blood  smears  and  blood 
cultures,  using  dextrose  agar  medium,  but  most 
cases  so  far  reported  have  been  diagnosed  at  au- 
topsy. There  has  been  no  treatment  discovered 
for  the  disease  and  the  outcome  is  uniformly  fa- 
tal. This  disease  has  frequently  been  confused 
with  Hodgkin’s  and  is  more  common  in  the  male 
than  the  female,  occurs  at  any  age — usually  after 
10  years,  and  is  usually  fatal  within  one  year. 
Anemia  is  of  the  microcytic  type  and  blood 
counts  show  a preponderance  of  lymphocytic 
cells.  The  causative  organism  is  an  veast-like 
fungus  which  invades  the  cells  of  the  reticulo- 
endothelial system.  There  is  rather  marked  ten- 
dency to  ulcer  formation  of  the  mucous  mem- 
branes and  superficial  lymphuodes  are  enlarged 
in  over  50%  of  the  cases. 
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In  conclusion,  it  is  ray  choice  to  stand  on  the 
diagnosis  of  malaria  with  strong  convictions  that 
it  far  from  completely  explains  the  clinical  pic- 
ture in  question  and,  fool-heartedly  enough,  on 
the  fact  that  it  particularly  solves  the  problem  of 
the  pattern  of  regular  chills  and  fever. 

CLINICAL  DIAGNOSIS 
Quartan  malaria 

DR.  DAMESHEK’S  DIAGNOSIS 
Quartan  malaria 

ANATOMICAL  DIAGNOSIS 
Quartan  malaria 

PATHOLOGICAL  DISCUSSION 
DR.  CASTLEMAN  The  intern  and  resident 
staff  and  the  visiting  men  all  looked  at  the 
smears,  thick  and  thin,  and  were  unable  to  find 
any  malarial  parasites.  The  material  that  I re- 
ceived from  the  spleen  was  composed  almost  en- 
tirely of  histiocytes.  I looked  carefully  for  para- 
sites and  was  unable  to  find  any.  There  were  no 
hemosiderin  granules,  which  one  usually  finds 
in  a malarial  spleen.  Dr.  Volweiler  took  the 
slides  to  the  Department  of  Tropical  Medicine 
at  the  Harvard  Medical  School,  and  Dr.  Geiman 
kindly  examined  them.  We  shall  hear  from  him 
now. 

DR.  CASTLEMAN : The  intern  and  resident 
films  of  the  splenic  puncture  to  me  for  examin- 
ation and  told  me  the  history  of  the  case.  The 
history  immediately  interested  me  greatly  be- 
cause of  the  number  of  cases  of  so-called  “trans- 
fusion malaria”  that  have  occurred  at  various 
hospitls  in  Boston.  Blood  films  from  the  patients 
hospitals  in  Boston.  Blood  films  from  the  pa- 
tients are  brought  to  us  for  examination  from 
time  to  time.  Although  we  find  positive  films  in 
these  patients,  the  donors  of  the  blood  seldom 
gibe  a history  of  recent  clinical  malaria  and  no 
malarial  parasites  are  found. 

Since  this  patient  was  born  in  Greece  and  was 
having  periodic  chills  and  fever  every  seventy- 
two  hours,  quartan  malaria  seemed  to  be  the 
first  possibility,  at  least  in  my  experience ; the 
patient  could  have  obtained  the  infection  a num- 
ber of  years  previously.  The  films  from  the 
splenic  puncture  were  examined  for  ten  minutes 
and  parasites  were  not  found  at  that  time.  I 
might  say  that  the  films  were  examined  for  ten 
minutes,  which  is  in  excess  of  the  usual  five  min- 
utes for  the  study  of  such  films. 

I asked  Dr.  Volweiler  to  make  films,  both  thick 
and  thin,  at  intervals  during  a period  of  several 
days  with  the  hope  that  we  might  catch  some  of 


the  parasites  during  their  asexual  cycle  in  the 
peripheral  blood.  These  films  were  brought  to 
me,  and  the  thick  film  taken  at  4 :00  p.m.  on 
February  6 yielded  one  parasite,  which  was  an 
unmistakable  half-grown  schizont,  with  typical 
cytoplasm,  chromatin  and  pigment.  With  that 
one  parasite,  I went  back  through  the  splenic 
film,  examining  it  from  one  end  to  the  other, 
and  fortunately  another  parasite,  a segmenter, 
was  found  that  determined  the  exact  species, 
Plasmodium  malariae.  The  examination  of  addi- 
tional blood  films,  made  at  intervals,  produced  a 
total  of  ten  unmistakable  and  two  doubtful  para- 
sites. The  result  of  prolonged  microscopical 
study  gives  you  an  idea  of  the  scarcity  of  ma- 
laria parasites  in  this  patient.  It  is  outstanding 
that  such  a low  concentration  of  parasies  could 
be  responsible  for  clinical  malaria. 

I thought  you  might  be  interested  in  a case 
reported  by  Shute  which  emphasizes  the  same 
point.  The  case  seen  by  Shute  and  this  case  dem- 
onstrate that  the  parasite  of  quartan  malaria  can 
persist  in  a patient  for  long  periods  of  time  and 
eventually  give  rise  to  a relapse  of  malaria.  At 
the  Children’s  Hospital,  Boston,  one  of  the  don- 
ors of  blood  for  a case  of  transfusion  had  been 
in  this  country  thirty-seven  years  without  ever 
having  clinical  malaria.  What  the  basis  for  this 
latency  is  we  do  not  know,  but  new  information 
is  being  accumulated  which  suggests  that  there 
are  tissue  stages  of  the  parasite  in  the  spleen  or 
other  reticuloendothelial  tissue  that  are  the  res- 
ervoir of  organisms  for  his  small  dribble  of  para- 
sites into  the  circulating  blood  and  the  origin  of 
parasites  that  cause  relapsing  malaria. 

DR.  CASTLEMAN : I might  add  that  the  pa- 
tient hs  received  Atabrin  and  is  now  free  from 
chills  and  fever. 


CHICAGO  CONFERENCES 

Rural  Health,  Medical  Service,  Medical  Educa- 
tion and  Licensure 

The  ANNUAL  NATIONAL  CONFERENCES 
ON  RURAL  HEALTH,  MEDICAL  SERVICE 
and  MEDICAL  EDUCATION  AND  LICEN- 
SURE were  held  in  the  Palmer  House,  Chicago, 
February  7 to  lltli  inclusive.  For  the  sake  of 
brevity  and  because  of  considerable  overlapping- 
in  the  discussions,  a summary  of  all  three  of 
these  meetings  will  be  embodied  in  this  report. 

Report  on  the  Second  Annual  National  Conference  on  Medical 
Service,  and  the  Forty-third  Annual  Congress  on  Medical  Edu- 
cation and  Licensure. 
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MERCUROCHROME 

(H.  W.  & D.  brand  of  merbromin, 
dibromoxymercuri  fluorescein-sodium) 

Extensive  use  of  the  Surgical 
Solution  of  Mercurochrome 
has  demonstrated  its  value  in 
preoperative  skin  disinfec- 
tion. Among  the  many  advan- 
tages of  this  solution  are: 

Solvents  which  permit  the 
antiseptic  to  reach  bacteria 
protected  by  fatty  secretions 
or  epithelial  debris. 

Clear  definition  of  treated 
areas.  Rapid  drying. 

Ease  and  economy  of  pre- 
paring stock  solutions. 

Solutions  keep  indefinitely. 

The  Surgical  Solution  may 
be  prepared  in  the  hospital  or 
purchased  ready  to  use. 

Mercurochrome  is  also  sup- 
plied in  Aqueous  Solution, 
Powder  and  Tablets. 

HYNSON,  WESTCOTT 
& DUNNING,  INC. 


Baltimore  1,  Maryland 


THE  CONFERENCE  ON  RURAL  HEALTH 
concerned  itself  with  many  problems,  not  the 
least  of  which  is  the  present  day  lack  of  ade- 
quate medical  care  for  our  rural  population  and 
the  seriousness  of  this  problem  in  the  future. 
That  this  is  a major  problem  in  many  rural 
areas  was  clearly  demonstrated.  More  and  more, 
as  the  trend  towards  specialization  in  the  vari- 
ous fields  of  medicine  progresses,  there  is  a 
diminution  in  the  number  of  doctors  willing  to 
engage  in  rural  practice  where  work  is  hard, 
practice  is  general,  and  there  is  frequently  a lack 
of  hospital  facilities  and  the  modern  clinical 
and  laboratory  aids  which  are  seemingly  essen- 
tial to  the  present  day  graduate  and  the  modern 
practice  of  medicine. 

That  the  lack  of  medical  attention  is  having 
and  will  continue  to  have  a definite  effect  on 
t lie  health  of  a large  percentage  of  our  popula- 
tion was  demonstrated  in  Army  induction  ex- 
aminations during  World  War  II,  when  com- 
piled statistics  and  results  showed  that  the  in- 
ductee from  rural  areas  suffered  from  prevent- 
able and  uncorrected  disabilities  to  a far  greater 
extent  than  the  men  from  urban  regions.  It  was 
repeatedly  pointed  out  that  many  smaller  com- 
munities lack  any  medical  attention,  and  that 
the  average  age  of  the  man  in  rural  general 
practice  grows  higher  year  by  year.  Many  of 
our  rural  practitioners  today  are  advanced  in 
years  and  as  they  retire  or  die,  frequently  they 
are  not  replaced. 

During  the  entire  Conference  there  was  no 
disagreement  as  to  the  need  for  more  adequate 
rural  medical  care.  When  it  came  to  a discus- 
sion, however,  as  to  how  best  to  meet  this  prob- 
lem, undercurrents  of  dissension  began  to  be 
noted.  The  principal  conflict  was  between  lead- 
ers of  various  farm  groups  and  the  medical 
profession,  if  conflict  it  could  be  called.  Ap- 
parently there  is  a growing  sentiment  among 
leaders  of  farm  groups  that  some  sort  of  sub- 
sidization of  medical  care  will  have  to  be  under- 
taken and  in  the  reports  of  some  representatives, 
the  desire  for  national  compulsory  health  in- 
surance was  very  thinly  veiled.  Others  among 
the  farm  groups  are  pushing  the  development 
of  medical  cooperatives  with  the  control  retained 
by  the  lay  organization.  Others  are  in  favor  of 
group  practice  and  the  establishment  of  rural 
health  centers  and  the  providing  of  more  ade- 
quate rural  hospital  facilities.  Active  opposition 
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flared  up  in  the  Conference  to  the  legislation 
already  passed  in  a number  of  States  which  vests 
51%  or  over  of  the  control  of  voluntary  prepay- 
ment medical  insurance  plans  in  the  hands  of 
the  doctors  and  medical  organization,  the  term 
“restrictive  being'  applied  to  these  laws. 

Other  suggested  remedies  for  meeting  the 
critical  rural  health  problem  concerned  the  de- 
velopment of  State  Health  Councils  to  survey 
and  outline  plans  to  improve  rural  medical  care. 
Many  States  have  active  Councils  composed  of 
representatives  of  the  medical  and  dental  pro- 
fessions, public  health  officials,  lay  organiza- 
tions, and  other  groups  with  an  active  interest 
in  social  problems.  The  formation  of  these  Coun- 
cils in  all  States  was  strongly  urged. 

VOLUNTARY  PREPALMENT  MEDICAL 
INSURANCE  PLANS  came  in  for  a great  deal 
of  discussion  and  it  was  the  general  consensus 
of  opinion  that  they  are  helping  and  will  con- 
tinue to  aid  more  in  the  future  as  they  expand 
their  activities  and  as  more  plans  are  put  into 
operation. 

Prom  several  sources  came  a plea  for  a 
broader  interne  training  program  to  fit  men 


for  general  practice  and  to  encourage  them  to 
practice  in  rural  areas.  Some  medical  schools 
have  already  incorporated  this  type  of  interne- 
ship  training  for  men  interested  in  becoming 
general  practitioners,  Colorado  specifically  hav- 
ing been  trying  this  for  the  past  several  years 
with  encouraging  results. 

There  was  general  agreement  that  rural  hos- 
pital facilities  must  be  greatly  improved  and 
that  clinical  and  laboratory  facilities  must  be 
made  readily  available  if  present  day  graduates 
are  to  be  attracted  to  and  held  in  rural  medical 
practice. 

Despite  the  undercurrent  of  dissension  appar- 
ent at  times,  the  conference  closed  with  the 
majority  of  those  attending  feeling  that  many 
problems  had  been  brought  out  into  the  open 
and  that  with  increased  interest  and  cooperation 
between  the  various  farm  groups  and  the  medi- 
cal profession  as  a whole,  these  problems  will  be 
gradually  satisfactorily  solved  and  continued 
improvement  made  in  the  critical  rural  health 
situation. 

THE  TWENTIETH  ANNUAL  CONFER- 
ENCE ON  MEDICAL  SERVICE  was  concern- 

(Continued  on  Page  156) 
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ed  with  a variety  of  subjects.  Dr.  Joseph  S, 
Lawrence  of  the  Council  on  Medical  Service  of 
the  American  Medical  Association,  gave  an  able 
preview  of  what  the  80th  Congress  is  attempt- 
ing to  do  and  pointed  out  that  there  is  very  little 
likelihood  that  much  legislation  pertaining  to 
naional  health  will  be  forthcoming  between  now 
and  July,  with  taxation,  the  budget,  and  labor 
legislation  holding  priority  for  action  at  the 
present  time. 

Dr.  Herman  E.  Hilleboe  of  the  United  States 
Public  Health  Service  gave  an  excellent  discus- 
sion of  the  recently  enacted  Hospital  Construc- 
tion Act,  pointing  out  the  various  phases  of  the 
bill,  how  it  will  operate,  and  what  may  be  ex- 
pected from  it  during  the  next  five  years.  He 
urged  early  action  on  the  part  of  each  State  to 
initiate  a survey  of  hospital  needs  within  the 
State  and  prepare  a master  plan  of  hospital 
construction  for  submission  to  the  United  States 
Public  Health  Service,  which  has  been  designat- 
ed by  Congress  as  the  agency  to  carry  out  the 
provisions  of  the  Act.  The  Federal  Hospital 
Council,  an  appointive  body,  is  working  in  close 
cooperation  with  the  Public  Health  Service  as 
an  advisory  body  on  all  aspects  of  the  plan.  It 
was  pointed  out  that  Federal  funds  are  available 
to  help  each  State  survey  its  needs  and  prepare 
its  master  plan.  It  was  also  pointed  out  that 
State  legislatures  must  pass  enabling  Acts  and 
Licensure  Laws  to  qualify  for  aid  under  the 
provisions  of  the  law.  This  has  been  done  in 
some  States  and  is  pending  in  others.  Dr.  Hille- 
boe pointed  out  that  hospitals  constructed  under 
the  Act  are  to  be  in  no  way  under  Federal  con- 
trol and  that  the  States  must  assume  responsi- 
bility after  the  funds  for  survey  and  construction 
have  been  allotted.  There  is  no  stated  limit  as 
to  bed  capacity  of  the  hospitals  to  be  built,  the 
size  depending  on  the  need.  It  was  urged  that 
careful  study  and  planning  be  given  to  this 
program  to  prevent  the  construction  of  what  in 
the  future  might  prove  to  be  unnecessary  and 
uiadequately  manned  institutions. 

Dr.  Paul  B.  Magnusson  of  Chicago,  who  has 
been  aiding  the  Veterans  Administration  in  its 
medical  program,  made  a strong  plea  for  co- 
operation between  Veteran  Administration  doc- 
tors and  the  general  medical  profession.  He 
also  urged  a program  of  medical  schooling  and 


interne  training  that  will  increase  the  number 
of  good  general  practitioners. 

In  the  open  forum  discussions  the  problem  of 
the  great  trend  toward  specialization  was  dis- 
cussed at  length.  It  was  apparent  that  medi- 
cal educators,  leading  men  in  the  profession, 
and  the  men  heading  the  specialty  Boards  are 
alarmed  at  the  present  tendency  for  every  grad- 
uate to  want  to  specialize  and  pass  one  or  an- 
other of  the  various  Board  examinations.  This 
tendency  toward  specialization  was  given  a 
great  boost  by  the  war,  as  it  was  the  policy  of 
the  Military  to  give  higher  rank  to  men  with 
specialty  Boards  and  many  younger  medical 
officers  resolved  to  obtain  specialty  training. 
The  fears  were  expressed  that  this  continued 
tendency  may  undermine  the  cornerstone  of 
American  medicine,  promote  extensive  group 
practice,  further  concentrate  doctors  in  urban 
areas,  raise  the  cost  of  medical  care  to  the  pub- 
lic and  in  time,  because  of  this  latter  factor, 
speed  the  enactment  of  national  compulsory 
health  legislation. 

The  general  conclusions  drawn  were  that 
more  men  must  be  given  training  fitting  them 
for  general  practice,  that  more  accent  must  be 
placed  on  the  worth  of  the  general  man,  and 
that  rural  communities  be  provided  with  facili- 
ties that  will  encourage  good  men  to  settle  and 
practice  in  these  areas.  The  practice  of  some 
hospitals  in  various  sections  of  the  country  to 
admit  only  men  with  Specialty  Boards  to  their 
staffs  was  strongly  decried  and  it  was  urged 
that  general  men  be  granted  hospital  privileges 
commensurate  with  their  abilities. 

The  two  day  CONGRESS  ON  MEDICAL 
EDUCATION  AND  LICENSURE  proved  to  be 
in  many  ways  a continuation  of  discussions  on 
problems  that  were  brought  out  in  the  two  pre- 
vious conferences.  The  residency  training  pro- 
gram in  Veterans  Hospitals  was  outlined  and 
discussed.  These  do  not  now  affect  Arizona, 
only  Veterans  Hospitals  close  to  medical  schools 
being  used  at  the  present  time. 

Dr.  Edward  L.  Bortz,  Chairman  of  the  Amer- 
ican Medical  Association  Committee  on  National 
Emergency  Medical  Service,  gave  a forceful  re- 
view of  medical  problems  in  World  War  II.  He 
pointed  out  that  because  of  inadequate  repara- 
tion and  the  emergennv  character  of  medical 
mobilization,  much  misuse  of  medical  manpower 
occurred  with  an  over  abundance  of  doctors  in 
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indications  for  "smoothage” 


^SmOOthage”  gentle,  non- 

irritating  action  of  Metamucil  — is  indicated  in  any  type 
of  constipation  or  other  gastrointestinal  dysfunction 
requiring  a mild,  soothing  but  effective  stimulant 
to  bowel  evacuation. 


metamucil  provides  a soft,  bland,  plastic 

bulk  which  exerts  a stimulating  effect  on  the  bowel 
reflexes  and  facilitates  elimination  of  the  fecal  content 
in  a completely  normal  and  natural  manner. 


metamucil  is  the  highly  refined  mucilloid 

of  Plantago  ovata  (50%),  a seed  of  the  psyllium 
group,  combined  with  dextrose  (50%),  as  a 
dispersing  agent. 


SEARLE 

RESEARCH  IN  THE  SERVICE  OF  MEDICINE 


Metamucil  is  the  registered  trademark  of 
G.  D.  Searle  & Co.,  Chicago  80,  Illinois 
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The  advice  is  always  "SEE  YOUR  DOCTOR" 

For  over  18  years,  Parke,  Davis  & Company  has  conducted  an  educational 
advertising  campaign  in  behalf  of  the  medical  profession  — teaching  the 
importance  of  prompt  and  proper  medical  care.  Now  appearing  in  color  in  LjFE  and 
other  leading  magazines,  these  "See  your  doctor"  messages  reach 
an  audience  of  more  than  23  million  people. 
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the  military  service  and  a serious  lack  for  civi- 
lian needs.  He  outlined  the  probable  needs  when 
and  if  another  war  comes  and  the  plans  under 
way  to  prevent  a repetition  of  previous  errors. 

Dr.  Thomas  Parran,  Surgeon-General,  Unit- 
ed States  Public  Health  Service,  gave  a talk  on 
the  Hospital  Construction  Act  closely  parallel- 
ling’ the  one  delivered  by  Dr.  Herman  E. 
Hilleboe. 

The  final  day  of  the  session  was  devoted  to 
discussions  pertaining  to  legislation  pending  or 
recently  enacted  in  various  States  and  the  prob- 
lems of  licensure.  The  question  of  adoption  of 
a uniform  basic  science  law  was  brought  up 
and  discussed  by  Dr.  Orin  E.  Madison,  Presi- 
dent of  the  American  Association  of  Basic  Sci- 
ence Boards.  Dr.  Madison  outlined  a model 
basic  science  law  and  urged  its  nation-wide  adop- 
tion. The  law  he  outlined  closely  resembles 
Arizona’s  Basic  Science  Act  in  all  its  major 
components. 

The  medical  migration  since  the  war  to  warm- 
er, more  equitable  climates,  particularly  Cali- 
fornia, was  ably  discussed  by  Dr.  Frederick  M. 
Scatena  of  Sacramento,  California,  Secretary  of 
their  Board  of  Medical  Examiners.  He  outlined 
California’s  procedure  which  includes  a per- 
sanol  oral  examination  of  each  applicant.  In 
1946  forty-eight  per  cent  of  the  applicants 
passed  the  California  Board. 

There  was  considerable  open  forum  discussion 
among  members  of  the  various  State  Licensing 
Boards,  with  a free  interchange  of  ideas  as  to 
the  best  way  to  evaluate  applicants. 

The  following  recommendations  are  made  with 
reference  to  the  problems  discussed  at  these 
conferences : 

First — That  the  State  Association  concern  it- 
self with  the  formation  of  a State  Health  Coun- 
cil and  cooperate  in  the  formation  of  local  Coun- 
cils and  participate  actively  in  those  already 
formed. 

Second — That  the  State  Association  take  an 
active  interest  in  the  plans  for  participation  in 
the  National  Hospital  Construction  Act. 

Third — That  the  State  Association  consider 
a broader,  more  extensive  public  relations  pro- 
gram to  embrace  not  only  relations  between  med- 
ical men  and  the  lay  public,  but  to  strive  active- 


ly to  improve  the  relations  within  the  ranks  of 
the  profession  itself.  This  came  in  for  consider- 
able unofficial  discussion  at  these  conferences 
and  in  view  of  our  pending  participation  in  a 
voluntary  prepayment  medical  insurance  pro- 
gram this  problem  assumes  even  greater  promi- 
nence. 

Respectfully  submitted, 

M.  W.  MERRILL,  M.  D. 


Beverly  Burke 
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Eli  Lilly,  Park  Davis,  Sharp  & Dolme, 
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In  Cholangitis . . 

Decholin  produces  hydrocholeresis, 
flushing  the  bile  ducts,  removing 
accumulated  mucus  and  inspissat- 
ed bile. 


In  Cholecystitis . . 

Decholin  relieves  stasis,  discourages 
ascending  infection,  promotes 
drainage. 

In  Biliary  Surgery.. 

Decholin  fits  well  into  the  post- 
operative routine  by  materially 
helping  to  keep  the  bile  passages 
free  from  offending  debris. 

HOW  SUPPLIED:  Decholin  in  3 H gr.  tab- 
lets. Boxes  of  25,  100,  500  and  1000. 


Djecfu&Cin 

Reg.  U.  S.  Pat.  Off. 

(dehydrocholic  acid) 
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MEDICO-LEGAL  SECTION 


BEFORE  THE  INDUSTRIAL  COMMISSION 
OF  ARIZONA 

In  the  matter  of  the  application  of  Dr.  W.  A. 
Seydler  for  recognition  by  the  Industrial 
Commission  of  Arizona  of  a Hospital. 


FINDINGS  OF  FACT  AND  CONCLUSION 
OF  LAW  AND  ORDER 

Dr.  W.  A.  Seydler,  having  filed  application 
with  The  Industrial  Commission  of  Arizona  for 
recognition  of  an  osteopathic-ally  owned  or  con- 
trolled hospital  located  at  First  Street  and  Mc- 
Dowell Road,  Phoenix,  Arizona,  for  the  hos- 
pitalization, care,  and  treatment  of  workmen’s 
compensation  cases  at  said  hospital  under  the 
care  of  osteopathic  physicians  and  surgeons; 
and, 

The  Commission  having  considered  the  mat- 
ter, now  takes  judicial  notice  of  certain  matters 
herein  set  forth,  and  makes  Findings  of  Fact 
and  Conclusions  of  Law,  as  follows: 

Judicial  Notice 

1.  The  Commission  takes  judicial  notice  of 
the  fact  that  approximatetly  95,000  injuries  to 
workmen  insured  under  the  Workmen’s  Com- 
pensation Law  occurred  in  Arizona  in  the  year 
1915;  that  of  these  cases,  more  than  20,000  cases 
involved  loss  of  time  resulting  from  said  ac- 
cidents. 

2.  That  the  primary  purpose  of  the  Indus- 
trial Commission  Act  is  to  minimize  the  extent 
of  injuries  through  prompt  and  adequate  medi- 
cal care,  and  to  rehabilitate  the  injured  work- 
man and  to  compensate  the  workman  or  his  de- 
pendents, as  far  as  money  may  do  so,  within 
the  framework  of  the  Compensation  Law. 

3.  That  the  Commission,  through  the  vast 
number  of  cases  it  has  handled,  knows  that  even 
the  best  trained  and  most  careful  medical  men 
frequently  know  little  concerning  the  basic 
problems  which  cause  disability  for  work,  and 
that  even  the  best  of  medical  care  available  fre- 
quently leaves  , injured  workmen  permanently, 
or  to  a large  extent,  incapacitated  for  work. 

4.  That  injuries  frequently  produce  psychic 
reactions  in  injured  workmen  which  result  in 
disability  where  no  disability  ordinarily  should 
occur. 

5.  That  the  Commission  is  primarily  concern- 
ed with  injured  workmen  and  their  rehabilita- 
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bility permits  one  or  more  persons 
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t ion ; secondly,  with  seeing  that  the  cost  of  re 
habilitating  and  caring  for  injured  workmen  is 
kept  at  the  lowest  cost  to  the  employers  who 
must  pay  the  insurance  premiums ; and  third, 
that  as  to  all  others  who  render  service,  that 
they  be  paid  the  fair  value  for  such  services, 
but  recognize  the  principle  that  no  profession 
has  any  vested  interest  in  the  care  or  treatment 
of  injured  men,  or  securing  compensation  bene- 
fits for  them. 

Findings  of  Fact 

1.  That  all  employers  subject  to  the  Com- 
pensation Law  who  insure  under  the  provisions 
of  Section  56-932,  to  provide  compensation  ben- 
efits, are  required,  in  addition  thereto,  under 
the  provisions  of  Section  56-939,  to  furnish  first 
aid,  and  under  the  provisions  of  Section  56-940, 
to  provide  medical  and  hospital  care  and  ac- 
cident benefits;  or  to  insure  tbe  payment  of  such 
benefits  by  insuring  the  same  with  the  private 
insurance  carrier  or  in  the  accident  benefit 
fund,  in  which  latter  event,  the  insurance  car- 
rier or  the  accident  benefit  fund  stands  in  his 
stead  for  the  payment  of  said  benefits,  and  may 
assert  any  rights  or  powers  the  employer  may 
have;  Earns  v.  Ind.  Com.,  50  Ariz.  466,  73  Pac. 
(2d)  104. 

2.  That  under  the  provisions  of  Section  56- 
966,  the  duty  is  imposed  upon  every  physician 
selected  by  an  employer,  or  an  insurance  car- 
rier, to  treat  an  injured  workman ; or  every 
physician  called  by  an  injured  workman,  to  im- 
mediately report  said  accident  to  the  Industrial 
Commission. 

3.  That  the  Industrial  Commission  is  vested 
with  the  power,  and  the  duty,  under  Section  56- 
964  and  Section  56-966,  to  regulate  the  fees  of 
said  physicians  to  see  that  said  injured  workman 
secures  proper  and  adequate  medical  care ; and 
if  it  deems  it  advisable  or  necessary,  either  upon 
its  own  motion,  or  upon  the  motion  of  an  insur- 
ance carrier,  or  the  employee,  to  remove  said 
workman  from  the  care  of  his  attending  physi- 
cian and  place  him  under  care  that  will  be  ade- 
quate for  his  needs. 

4.  That  the  Commission  has  adopted  rules 
pursuant  to  law  in  this  regard ; and  has  fol- 
lowed a policy  of  insuring  spelialized  care  to  in- 
jured workmen;  that  it  has  frequently  had  oc- 
casion to  remove  patients  from  the  care  of  in- 

(Continued  on  Page  164) 
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for  Instant  Delivery 


Parke-Davis  Biological  Depot 


Mail  and  Long  Distance  Phone  Orders 
Receive  Immediate  Attention 

• 

Phone  4-4171 

Professional  Bui  ding  Pnoenix 


Oxygen  Therapy 

In  order  to  make  the  administration  of 
oxygen  for  therapeutic  purposes  most  ef- 
fective and  most  economical,  four  require- 
ments must  be  met. 

The  first  requirement  is  a supply  of 
U.S.P.  oxygen. 

The  second  is  a safe  and  dependable 
regulator. 

Third,  proper  administering  apparatus 
that  is  efficient  in  operation  and  sturdy 
in  construction. 

Fourth,  and  most  important,  all  persons 
concerned  must  have  a thorough  knowl- 
edge of  the  handling  and  operation  of 
oxygen  cylinders,  regulators,  and  oxygen 
administering  apparatus. 

All  the  above  are  as  near  to  you  as  your 
telephone,  call  3-2149. 

^UcCrary  4 3)ruc^  Co. 

Central  Ave.  at  McDowell 


. . . to  keep  always  in 
mind  ouroriginal  purpose 
—to  produce  milk  that 
meets,  first  of  all,  the 
health  needs  of  tiny  chil- 
dren. By  so  doing,  to  offer 
to  people  of  all  ages  milk 
that  fulfills  these  highest 
standards  of  wholesome- 
ness, richness  and  purity, 

“To  maintain  Borden 
leadership  in  scientific 
and  sanitary  requirements, 
to  deliver  this  vital  food 
to  you  when  you  need  it, 
regardless  of  difficulties. 
Finally,  to  bring  Borden’s 
to  you  at  a price  that  will 
enable  millions  to  enjoy 
milk  that  can  be  depended 
upon  . . . always.” 


1858-1947 


FINE  DAIRY  PRODUCTS 
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You  can  write  it 
with  certainty  . . . 


Chances  are  most  physicians  have  never 
visited  the  pharmaceutical  laboratories 
where  the  medications  they  use  routinely 
are  manufactured.  You  yourself,  perhaps 
could  not  name  the  scientific  staff  or  de- 
scribe the  methods  followed  in  your  favorite 
drug  house. 

One  factor  you  depend  upon  — "THE 
NAME  OF  THE  MANUFACTURER."  All 
other  factors  — laboratory  facilities,  per- 
sonnel, procedure  — are  wrapped  up  in 
THE  NAME. 

Physicians  have  relied  on  the  name  DORSEY 
(until  recently  Smith-Dorsey ) for  over  38 
years  because  the  factors  behind  the  name 
are  right.  Dorsey  laboratories  are  fully 
equipped,  capably  staffed,  follow  rigidly 
standardized  testing  procedures  throughout. 

When  you  write  the  name,  do  it  with  cer* 
tainty  . . . "Dorsey." 


THE  SMITH-DORSEY  COMPANY 

Lincoln,  Nebraska  • Dallas  * Los  Angeles 

MANUFACTURERS  OF  FINE  PHARMACEUTICALS  SINCE  1908 
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ternists,  or  general  surgeons,  and  place  such  pa- 
tients under  the  care  of  orthopedists  or  virolo- 
gists; and  frequently  has  occasion  to  take  pa- 
tients from  the  care  of  surgeons  and  ortho- 
pedists and  place  them  under  the  care  of  phychi- 
atrists. 

5.  That  by  reason  of  such  power,  and  duty, 
and  its  experience  with  many  thousands  of  cases, 
the  Commission  must,  of  necessity,  be  governed 
by  the  needs  of  each  individual  case,  and  has, 
and  now  continues,  to  refuse  to  recognize  the 
blanket  right  of  any  doctor  hospital,  physician, 
or  practitioner  of  the  medical  arts  to  any  vested 
right  in  the  treatment  of  any  injured  man. 

b.  That  the  Commission,  through  its  experi- 
ence in  the  past,  knows  the  inadequacies  of  many 
of  the  branches  of  tbe  healing  arts  licensed  to 
practice  in  the  State  of  Arizona;  that  the  Com- 
mission has  no  preconceived  prejudices  ei:  her 
for  or  against  any  of  the  healing  arts,  but  that 
it  does  know  that,  for  instance,  manupulation  of 
a Pott's  fracture  by  a practitioner  in  one  of  the 
healing  arts,  on  the  theory  of  reducing  a sprain 
materially  aggravated  the  injury  of  such  work- 
man. 

7.  That  the  Commission  knows  that  the  read- 
ing and  diagnosis  of  injuries  through  x-ray  is  a 
highly  technical  and  skilled  branch  of  the  medi- 
cal profession ; that  the  Commission,  at  all  times, 
insists  that  x-rays  be  taken  and  read  under  the 
supervision  of  a radiologist  who  is  a member  of 
the  College  of  Radiology,  and  not  by  a general 
practitioner,  even  though  he  may  be  licensed  and 
qualified  by  reason  of  his  license  to  read  x-rays; 
in  other  words,  the  Commission  must,  of  neces- 
sity, in  its  duty  to  the  injured  workman,  deter- 
mine the  degree  of  skill  required  to  read  and 
diagnose  injuries  from  x-rays  in  justice  to  the 
injured  workman  and  in  justice  to  the  employer 
who  must  pay  the  premium  for  the  treatment  of 
the  injured  workman,  and  any  errors  in  judg- 
ment in  reading  x-rays ; and  the  Commission 
takes  judicial  notice  that  there  is  a wide  variance 
of  opinion  among  even  the  most  skilled  radiolo- 
gists concerning  the  diagnosis  of  injuries  from 
x-ray  pictures. 

8.  That  the  Commission  presently  has  no  ade- 
quate knowledge  of  the  capacity,  or  sufficiency, 
of  the  osteopathic  hospital  or  the  doctors  who 

(Continued  on  Page  166 1 
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KOROMEX  JELLY 


• Fastest  Spermicidal  Time 

measurable  under  Brown  and  Gamble  technique 

• Proper  Viscosity 

for  cervical  occlusion 


• Stable  Over  Long  Period  of  Time 

pH  consistent  with  that  of  the  normal  vagina 


and  in  addition 

time-tested  clinical  record 


ACTIVE  INGREDIENTS:  Boric  acid  2.0%,  oxyquinolin  benzoate 
0.02%  and  phenylmercuric  acetate  0.02%  in  a base  of  glycerin, 
gum  tragacanth,  gum  acacia,  perfume  and  de-ionized  water. 


Prescribe  Koromex  Jelly  with  Confidence 
. . . send  for  literature 


HOLLAND-RANTOS  COMPANY,  INC.,  551  FIFTH  AVENUE,  NEW  YORK  17,  N.  Y. 
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constitute  the  staff  thereof,  to  treat  workman’s 
compensation  cases. 

9.  The  Commission  takes  judicial  knowledge 
of  Section  67-2115,  A.C.A.  1939,  but  finds  that 
it  is  not  required  as  a matter  of  law,  to  accept 
the  qualifications  of  said  doctors  or  hospital  for 
the  care  and  treatment  of  workmen ’s  compensa- 
tion cases,  and  finds  that  under  the  provisions 
of  the  Workmen’s  Compensation  Law  and  the 
Arizona  Occupational  Disease  Disability  Law, 
the  determination  of  the  fitness,  training  and 


86c  out  of  each  $1.00  gross  income 
used  for  members’  benefit 


$3,000,000.00  $14,000,000.00 

INVESTED  ASSETS  PAID  FOR  CLAIMS 

S200.000  deposited  with  State  ol  Nebraska  for  protection  of  our  members. 

Disability  need  not  be  incurred  in  line  of  duty — benefits 
from  the  beginning  day  of  disability. 

PHSICIANS  CASUALTY  ASSOCIATION 
PHYSICANS  HEALTH  ASSOCATON 

45  years  under  the  same  management 
400  First  National  Bank  Building  Omaha  2,  Nebraska 


PRINTERS 

for  the  MEDICAL  PROFESSION 

Everything  from  a Prescription  Blank 
to  a Medical  Journal 

Bower  Printing  & Stationery  Co. 

(Formely  A.  C.  Taylor  Printing  Co.) 

Telephone  3-6300 

142  S.  Central  Ave.  - Phoenix,  Arizona 


capacity  of  persons  selected  to  diagnose  care 
for,  and  treat  workmen’s  compensation  cases,  is 
vested  in  the  Industrial  Commission  of  Arizona, 
subject,  however,  to  the  requirement  that  its 
actions  in  the  premises  be  an  exercise  of  judicial 
discretion. 

NOW,  THEREFORE,  IT  IS  ORDERED  that 
the  request  of  Dr.  W.  A.  Seydler  that  the  oste- 
opathic physicians  and  the  osteopathic  hospital 
located  at  First  Street  and  McDowell  Rd.,  Phoe- 
nix, Arizona,  for  blanket  approval  for  treatment 
of  workmen’s  Compensation  cases,  is  denied. 

IT  IS  FURTHER  ORDERED  that  said  oste- 
opathic hospital  be  approved  for  the  receipt  and 
treatment  of  first  aid  cases  only;  that  cases  re- 
ceived at  said  hospital  are  to  be  reported  to  the 
Industrial  Commission  with  request  for  further 
authorization  to  furnish  accident  benefits  to  in- 
jured workmen.  The  Commission  reserves  the 
exclusive  right  to  determine  whether  further 
treatment  of  each  idividual  case  is  authorized 
at  said  hospital,  or  by  any  of  the  osteopathic 
physicians  or  surgeons  attending  such  case  or 
cases. 

THE  INDUSTRIAL  COMMISSIOON 
OF  ARIZONA. 

By  Ray  Gilbert 
Earl  G.  Rooks 
Fred  E.  Edwards 
Commissioners. 

Dated  at  Phoenix,  Arizona, 
this  5th  day  of  December,  1946. 


(Booh  (Review* 

“The  Story  of  Human  Birth;"  by  Dr.  Alan  Frank  Gutt- 
macher.  Published  by  Penguin  Books,  Inc.,  and  Reprinted  by 
arrangement  with  The  Viking  Press.  Price;  25  cents. 

The  layman,  for  whom  this  book  was  written, 
will  obtain  from  this  book  reliable  information  of 
the  folklore,  the  history,  and  the  scientific  facts 
of  pregnancy  and  birth. 

Dr.  Guttmacher  begins  with  a vivid  word  pic- 
ture of  a sixteenth-century  delivery  by  a barber- 
surgeon.  Then  he  portrays  every  phase  of  the 
development  of  the  foetus  in  utero,  of  the  pre- 
natal care  of  the  mother,  of  spontaneous  birth, 
of  normal  convalescence  from  childbirth  and 
complications  after  childbirth.  Lastly,  attention 
is  turned  “to  the  permanent  result,  the  baby.” 
Written  for  the  “dazed”  father,  an  attempt  is 
made  to  answer  the  questions  he  would  like  to 
ask  the  doctor  about  the  new  born  baby.  L.  <1. 


ACCIDENT  - HOSPITAL  - SICKNESS 

INSURANCE 

FOR  PHYSICIANS,  SURGEONS,  DENTISTS  EXCLUSIVELY 


PREMIUMS 

COME  FROM 


$5,000.00  accidental  death  $8.00 

$25.00  weekly  indemnity,  accident  and  sickness  Quarterly 

$10,000.00  accidental  death  $16.00 

$50.00  weekly  indemnity,  accident  and  sickness  Quarterly 

$15,000.00  accidental  death  $24.00 

$75.00  weekly  indemnity,  accident  and  sickness  Quarterly 

$20,000.00  accidental  death  $32.00 

$100.00  weekly  indemnity,  accident  and  sickness  Quarterly 


ALSO  HOSPITAL  EXPENSE  FOR  MEMBERS, 
WIVES  AND  CHILDREN 
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directory 

ARIZONA  STATE  MEDICAL  ASSOCIATION 

Organized  1892 

423  HEARD  BUILDING.  PHOENIX.  ARIZONA 
OFFICERS  AND  COUNCIL 


George  O.  Bassett — , President 

Prescott 

Preston  T.  Brown President-Elect 

15  E.  Monroe,  Phoenix 

Robert  E.  Hastings vice  President 

1811  E.  Speedway,  Tucson 

Frank  J.  Milloy Secretary 

15  E.  Monroe,  Phoenix 

C E.  Yount ..Treasurer 

Prescott 

Harold  W.  Kohl I Speaker  of  House 

1811  E.  Speedway,  Tucson 

Jesse  D.  Hamer — delegate  to  A.M.A. 

15  E.  Monroe,  Phoenix 

D.  F.  Harbridge Medical  Defense 

15  E.  Monroe,  Phoenix 

Councilors 

Robert  S.  Flinn Central  District 

Arthur  C.  Carlson - Northern  District 

Hal  W.  Rice -Southern  District 

Councilors  at  Large 

O.  E.  Utzinger — B-±y 

Dan  L.  Mahoney - Tucson 

W.  Paul  Holbrook — Tucson 


T.  T.  CLOHESSY,  M.  D. 

Practice  Limited  to 
Dermatology  and  Syphilology 
X-Ray  Therapy 

620  Professional  Bldg.  Phoenix 


ATTENTIONl 
Doctors  - Dentists 

Two  Desirable  Offices 

FOR  RENT 

Location  the  Best 
CALL  3-4349 


ARIZONA  SPECIALISTS 


FRED  G.  HOLMES,  M.  D. 

VICTOR  RANDOLPH.  M.  D. 
HOWELL  RANDOLPH,  M.  D. 

Limited  to 

Diseases  of  the  Chest 
Heart  and  Allergy 

1005  Professional  Bldg.  Phoenix 


D.  V.  MEDIGOVICH,  M.  D. 

Diplomate  American  Board 
Dermatology  and  Syphilology 


905  Professional  Building 
Phone  3-6617 


Phoenix 


E.  A.  GATTERDAM,  M.  D. 

Allergy 


910  Professional  Bldg. 


Phoenix 


LUDWIG  LINDBERG,  M.  D. 

Cancer  and  Allied  Diseases 
Therapeutic  Radiology 


23  East  Ochoa  St. 


Tucson,  Arizona 


THE  CLINICAL  LABORATORY 

428  North  Central  Phoenix,  Arizona 
Telephone  4-7326 

Diagnostic  X-Ray  Clinical  Pathology 


EDWARD  G.  BREGMAN,  M.D. 

GENEVIEVE  A.  ARNESON,  B.S. 

HELEN  E.  BALMER,  B.S.,  A.6.. 


C.P. 


Wheel  Chairs,  Crutches 
For  Sale  or  Rent 


Phone 
4-4621 

Aunger’s  Arizona  Brace  Shop 

Manufacturers  Artificial  Limbs,  Braces.  Trusses 

Individual  Attention  Given  to  Doctors  Prescriptions 

Camp  Surgical  Belts 

CLYDE  A.  AUNGER,  Manager 

1 45  E.  Van  Buren  Phoenix,  Arizona 


LINCOLN  MEMORIAL  HOSPITAL 

Specializing  in  the  Treatment  of  Alcoholism 
Medical  Staff  Referred  cases  only 

NILE  M.  ROBSON,  Supt.  Casa  Grande,  Arizona 


111  @kellltl5  from  LIPSTICK 

Intractable  exfoliative  lip  dermatoses  may  often  be  traced  to  eosin 
lipstick  dyes.  Remove  the  offending  irritants,  and  the  symptoms 
often  disappear.  In  lipstick  hypersensitivity,  prescribe  AR-EX  NON- 
PERMANENT LIPSTICK— so  cosmetically  desirable,  yet  free  from  all 
known  irritants.  Send  for  Free  Formulary. 


PRESCRIBE 

<£c 

AR-EX 

NON-PERMANENT 

LIPSTICK 


AR-EX  CO  S M ETI CS,  I N C.  1036  w.  van  buren  st.  Chicago  7,  ill. 
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Stubborn  cases  call  for  PHOSPHALJEL 


Phosphaljel  is  unexcelled  in  the  treatment 
of  marginal  ulcer.  It  provides  quick  relief 
from  pain  . . . lays  a protective  coating 
over  the  inflamed  mucosa  . . . safely  buffers 
gastric  acidity  with  no  danger  of  alkalosis 
or  "acid  rebound.”  Phosphaljel  permits  a 
liberal  bland  diet  patients  are  more  con- 
tented during  treatment,  gain  strength 
and  weight  more  quickly. 

Phosphaljel  provides  excellent  prophy- 
laxis against  seasonal  recurrences,  as  well 
as  protection  against  marginal  ulcer  fol- 
lowing surgery.  It  is  highly  valuable  in 


cases  complicated  by  diarrhea,  pancreatic 
insufficiency  or  phosphorus  deficiency,  and 
is  well  adapted  for  continuous  buffering 
by  intragastric  drip. 

H.  H 

A new  Wyeth  motion  picture,  in  full  color , 
entitled'’  Intragastric  Drip  Therapy  for  Peptic 
Ulcer,"  illustrating  the  use  and  advantages 
of  the  intragastric  drip  apparatus  is  now 
available  for  shoiving  before  medical  groups. 
Request  a showing  for  your  medical  society. 
Address  Professional  Service  Department. 


ALUMINUM  PHOSPHATE  GEL 


® 

® Reg.  U.  S.  Pal.  Off. 


WYETH  INCORPORATED 


PHILADELPHIA  3,  PA 
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The  rooster’s  legs 
are  straight. 

The  boy’s  are  not. 

The  rooster  got  plenty  of  vitamin  D. 


Fortunately,  extreme  cases  of  rickets  such  as  the  one  above  illustrated 
are  comparatively  rare  nowadays,  due  to  the  widespread  prophy- 
lactic use  of  vitamin  D recommended  by  the  medical  profession. 

One  of  the  surest  and  easiest  means  of  routinely  administering  vitamin  D (and  vitamin  A) 
to  children  is  MEAD’S  OLEUM  PERCOMORPHUM  WITH  OTHER  FISH-LIVER 
OILS  AND  VIOSTEROL.  Supplied  in  10-cc.  and  50-cc.  bottles.  Council  Accepted.  All 
Mead  Products  Are  Council  Accepted.  Mead  Johnson  & Company,  Evansville21,  Ind.,  U.S.A. 


LOS  ANGELES  OFFICE,  737  TERMINAL  ST.,  TELEPHONE  VANDIKE  4309 
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We  are  distributors  for  all  these  ethical  drug  firms 


Abbott 

Ayerst 

Becton  Dickenson 

Breon 

Ciba 

Frederick  Stearns 


Lederle 

Parke-Davis 

Roche  Organon 

Sandoz 

Schering 

Searle 


Sharp  & Dohme 

Squibb 

Upjohn 

Winthrop 

Wyeth 


DRUG 


10th  St.  & McDowell 
1536  West  Van  Buren 


Casa  Grande 


Florence  - 


IN  PHOENIX 


OTHER  STORES 
Globe  - Miami 


3rd  Ave.  Cr  Rooseve t 
1 6th  St.  & Thomas  Road 

Superior  - Wickenburg 


HACCISUCIM 

A Rest  Home  for  the  Care  of  Acute , Chronic 
or  Convalescent  Patients 


Under  Medical  Supervision  Medical  Staff  Open 

No  Communicable  Diseases  Accepted 
Alcoholics  Admitted  On  Duty  24  Hours 


367  North  Twenty-first  Avenue 
Phone  3-4751  PHOENIX 
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Iis  vertical  fluoroscope  is,  more  often  than  not,  the 

first  piece  of  X-ray  equipment  in  which  the  physician  invests. 
The  right  decision  here  is  important;  in  selecting  one  bearing  the 


Picker  mark,  he  follows  in  the  footsteps  of  many  whose  initial 
judgment  has  been  gratifyingly  rewarded  by  long  years  of  dependable  service. 

For  the  Picker  Vertical  Fluoroscope,  like  all  other  Picker  x-ray  apparatus,  is  built  to  the  highest 


standards,  although  its  cost  is  no  strain  on  even  the  modest  budget. 


Let  your  local  Picker  representative  tell  you  about  the  many 


advantages  this  new  model  offers. 


built  like  a line  watch ...  to  give 
years  of  dependable  service 


Completely  enclosed 
One-piece  welded  design 
Shockproof;  rayproof 
Effortless  screen  movement 


Wide  travel  range 
Eye  level  controls 
Orthodiagraph  — optional 
Built-in  room  light 


PICKER  X-RAY  CORPORATION 

300  FOURTH  AVE.  • NEW  YORK  10,  N.  Y. 
WAITE  M'F'G  DIVISION  > CLEVELAND,  OHIO 


SINCE  1879  PIONEERS  IN  THE  MANUFACTURE  OF  ELECTRO-MEDICAL  APPARATUS 


BLAIR  SURGICAL  SUPPLY 


14-28  East  Broadway,  Tucson,  Arizona 


20  East  Monroe,  Phoenix,  Arizona 
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CONCENTRATED 
OLEO  VITAMIN 

A-D  DROPS 


Vitamin  D 200  USP  Units 
Thiamin*  ...  1.  Mg. 

Riboflavin  .1.5  Mg 

Ascorbic  Acid  37.  Mg 

Niacinamid*  . 10.  Mg  * 

DOSE  To  b*  d*l«rmm*d  by 
phyiician  in 
n**ds  of  th< 


lOO  TABLETS 


WA 

ASCORBIC 

VITAMIN  PI 

ACID 

• 

Mount  Verr 

(VITAMIN  C) 

CON  FI  DENCE 

The  hallmark  of  Walker  manu- 
facture is  its  uncompromising 
emphasis  on  quality.  Rigid  con- 
trols at  every  stage  of  produc- 
tion, from  raw  materials  to  the 
finished  products,  insure  their 
dependability.  Physicians  know 
that  Walker  vitamin  products  can 
be  prescribed  with  confidence. 


DAILY  DOSAGE 
Each  GRAM  contains 


Above  doup  (oUo»nt| 

VITAMIN  A ,f.v  oiti  I ' ^ 

62.500  U SP  UNITS  400%  400%  400% 

VITAMIN  0n>i>o.(i«d(r|nii>oii  I 

10.000  U S P UNITS  I 250%  500%  600% 

Place  on  longue  or  mu  with  fruit  luices  or  food 
Drop oer  lurmshed  delivers  appronmalely  30  drops  per  cc. 
Each  drop  contains  not  less  than  2000  USP  units  Vitamin  A 
and  333  U S P.  units  Vitamin  0 


WALKER 


VITAMIN  PRODUCTS,  INC. 

MOUNT  VERNON,  NEW  YORK 


lOO  TABLETS 


SOLUTION 

THIAMINE 

HYDROCHLORIDE 


STABILIZED  AQUEOUS  SOLUTION 
Per  CC. 

THIAMINE  HYDROCHLORIDE  (B,)  5 Mg 
DOSAGE:  % M.  D R. 

INFANT 3 Drops  400% 

CHILD  1-6  Yrs.  - 6 Drops  400% 
CHILD  6-12  Yrs.  9 Drops  400% 

ADULT 12  Drops  400% 

MORE  AS  DIRECTED  »Y  PHYSICIAN 


RIB0FLAVI 

lOO  TABLETS 

1 

THIAMINE 

5 MG. 

HYDROCHLORIDE 

(VITAMIN  B-> 

Dose:  1 daily  or 
as  prescribed 
by  physician. 


WALKER  VITAMIN  PRODUCTS,!! 


lO  MG. 


Caution 

For  therapeutic  use 
only.  To  be  used  only 
by  or  on  prescription 
of  a physician. 


50  MG. 


To  be  used  only 
by.  or  on  prescrip- 
tion of  physician. 


WALKER  VITAMIN  PRODUCTS, INC. 


WALKER 

VITAMIN  PRODUCTS,  INC. 

Mount  Vernon, New  York 


SCIENTIFIC  SECTION 

MANAGEMENT  OF  INTESTINAL  OBSTRUCTIONS  25 
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CEDILANID  . . . Lanatoside  C 

For  Intravenous  and  Oral  Digitalis  Therapy 

Eli  Rodin  Movitt  (Digitalis  and  Other  Cardiotonic  Drugs)  Oxford  Medical  Publica- 
tions, 1946,  states  that  Lanatoside  C (Cedilanid)  has  been  studied  extensively, 
experimentally  and  clinically,  and  that  it  promises  to  be  one  of  the  most  useful 
cardioactive  principles  in  the  specific  therapy  of  heart  disease. 

“In  instances  where  rapid  digitalization  by  the  intravenous  route  is  deemed  advisable, 
the  older  preparations  of  digitalis  are  no  longer  acceptable.  Purified  glycosidal 
substances  exclusively  are  to  be  used  for  that  purpose.  Strophanthin  ranks  high 
but  its  use  should  be  restricted  to  cardiologists  or  to  large  hospital  services  where 
it  can  be  employed  under  close  supervision  by  competent  and  experienced  physicians. 
For  general  use,  Lanatoside  C is  a valuable  drug.  In  rapidity  of  action  it  approaches 
Strophanthin.” 

Supplied 

Tablets,  each  containing  0.5  mg.  of  Lanatoside  C 
Ampuls,  4 cc.  (I.V.)  and  2 cc.  (I.M.) 

Literature  on  Request 


SANDOZ  CHEMICAL  WORKS,  INC,  new  york 

PHARMACEUTICAL  DIVISION 

WEST  COAST  OFFICE:  450  SUTTER  ST.  SAN  FRANCISCO  8,  CALIFORNIA 


c 'Always 


Modern  - Air  Cooled 


£F/ie  r/ff  t/t'  fite/cf  spotlights  the  slender,  nimble 
undulating  form  of  Treponema  pallidum  to  establish 
a diagnosis  of  syphilis.  The  prognosis  may  be  dark  if  the  patient  fails 
to  receive  adequate  therapy. 

MAPHARSEN  is  a dependable  arsenical,  with 

years  of  clinical  experience  and  millions  of  administered  doses 

testifying  to  its  effectiveness. 

MAPHARSEN  is  one  of  a long  line  of  Parke-Davis  preparations 

whose  service  to  the  profession  created  a 

dependable  symbol  of  significance  in  medical  therapeutics  — 


MEDICAMENTA  VERA. 


MAPHARSEN  ( Oxophenarsine  Hydrochloride) 
in  single  dose  ampoules  of  0.04  gm.  and 
0.06  gm.;  boxes  of  10  ampoules.  Multiple  dose, 
hospital  size  ampoules  of  0.6  gm.,  in  boxes  of  10. 


P 


£ K 


PARKE,  DAVIS  & COMPANY  • DETROIT  32,  MICHIGAN 
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Furunculosis  ...  . second  in  the  series:  "FACIAL  EXPRESSIONS  OF  SICKNESS" 


From  a practical  standpoint,  the  use  of  penicillin  orally  should  be  limited  to  infections  in  which  low  doses  of 


parenteral  penicillin  have  proved  adequate,  for  prophylaxis,  and  for  the  convalescent  stages  of  such  acute  infections 


as  furunculosis.  Here,  when  the  crisis  is  past  and  the  fever  receded,  the  administration  of  100,000  units  of  penicillin 


orally  at  two  or  three  hour  intervals,  day  and  night,  for  48  hours  is  a tested  safeguard  against  relapse.  For  such 


prophylaxis,  tablets  of  calcium  penicillin,  30,000  units  each,  are  available  in  bottles  of  12. 


PENICILLIN  T A It  L E T S II  It  A I.  bj 
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raptcCkf  yrowmy  mfuftt, 

muck  ad  one  tkircC  of  tke  jtroi 
may  ke  retautecC  for  ktukkuy  new 


• Nutritional  authorities  warn  that  "the  possibility  of 
protein  deficiency  in  the  diets  of  children  has  received  some, 
but  insufficient,  attention”  . . . and  that  children  "with 
normal  values  are  the  exception  rather  than  the  rule.”** 

• Many  progressive  pediatricians,  in  prescribing  formulas, 
standardize  on  the  high-protein  infant  food,  Dryco  — 
since  it  represents  such  a rich  source  of  all  the  essential 
amino  acids.  DRYCO  is  also  characterized  by  a high-mineral, 
low-fat  and  intermediate  carbohydrate  content  — with 
more  than  adequate  vitamins  A,  Bi,  Bl’  and  D. 

It  is  quickly  soluble  in  cold  or  warm  water, 

and  may  be  used  with  or  without  added  carbohydrates. 

Special  processing  facilitates  digestion  by 

assuring  soft  curd  formation  in  the  stomach. 

*BOGERT,  L.  J.:  Nutrition  and  Physical  Fitness,  4th  edition,  1943, 

Chapter  IX,  p.  22. 

**A.M.A.:  Handbook  of  Nutrition,  1943,  p.  360. 

BORDEN’S  PRESCRIPTION  PRODUCTS  DIVISION 

350  MADISON  AVENUE,  NEW  YORK  17,  N.  Y. 

DRYCO  is  made  from  spray-dried,  pasteurized,  superior  quality  whole  milk 
and  skim  milk.  Provides  2 500  U.S.  P.  units  Vitamin  A and  400  U.S.  P. 
units  Vitamin  D per  reconstituted  quart.  Supplies  31  Vl  calories 
per  tablespoon.  Available  at  all  drug  stores  in  1 and  2 Vi  lb.  cans. 
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Amniotin,  a complex  of  truly  natural 
estrogens,  has  been  helping  physicians 
level  the  vicissitudes  of  the  menopause 
for  over  seventeen  years.  A wide  range 
of  forms  and  potencies  permits  notable 
flexibility  and  precision  in  dosage. 


The  objective  of  using  “the  minimum 
dosage  at  the  longest  possible  intervals 
compatible  with  the  control  of 
symptoms”1  is  readily  attained.  Once 
symptoms  are  controlled  parenterally, 
the  patient  may  be  easily  maintained 
orally  on  a gradually  reduced  dosage. 
Amniotin  is  highly  purified, 
standardized  in  International  Units. 

1.  Watson,  8.  P.:  J.  Clin.  Endocrinology  4:571  (Dec.)  1944. 


TRADEMAR  t 


Squibb 


MANUFACTURING  CHEMISTS  TO  THE  MEDICAT,  PROFESSION  SINCE  1858 
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to  combat 

the  depression  of 

chronic  organic  disease  Many  patients  with  chronic  organic  disease  — 

arthritis  or  asthma,  for  example  — sink  into  a persistent  depression 
characterized  by  discouragement,  or  even  despair.  Unless  effectively 
combated,  this  depression  may  handicap  management  of  the  basic  disorder 
and  intensify  its  symptoms. 

By  restoring  optimism  and  interest  in  useful  living,  Benzedrine  Sulfate 
frequently  helps  to  overcome  prolonged  depression  accompanying  chronic 
illness.  Obviously,  in  such  cases,  careful  observation  of  the  patient  is 
desirable;  and  the  physician  will  distinguish  between  the  casual  case  of 
low  spirits  and  a true  mental  depression. 


benzedrine  sulfate 


(racemic  amphetamine  sulfate,  S.K.F.)  Tablets  Hltd  E 1 ix  if 


Smith,  Kline  & French  Laboratories,  Philadelphia , Pa. 
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3 Premarin”  tangibles... plus 


“PremarifT  is  ©miiy  effective 
“Premaiiii"  is  well  tolerated 
“Premarfa”  provides  rapid  symptomatic  relief 


and  as  a sequel  to  the  control  of  subjective  symptoms,  there  is  the  emotional 
or  feeling  of  well-being  which  is  so  frequently  reported  by  patients  on 
therapy.  “Premarin"  has  proved  to  be  a valuable  therapeutic  medium  for 
of  the  menopause  and  other  manifestations  of  estrogenic  deficiency. 


permit  flexibility  of  dosage  and  enable  the  physician  to  fit  estrogenic  therapy 
the  particular  needs  of  the  patient,  "Premarin"  is  supplied  in  two  potencies  — 
tablets  of  1.25  mg.  and  0.625  mg.  Also  available  in  liquid  form,  containing  0.625  mg. 
in  each  4 cc.  (1  teaspoonful). 


‘Although  the  principal  estrogen  in  "Premarin"  is  sodium  estrone  sullate,  it  also  contains 
Other  equine  estrogens  . . . estradiol,  equilin,  equilenin,  hippulin  . . . which  are  also 
present  as  water  soluble  sulfates.  The  water  solubility  of  conjugated  estrogens  (equine) 
assures  rapid  absorption  from  the  gastrointestinal  tract. 


CONJUGATED  ESTROGENS 

(equine) 


AYERST,  McKENNA  & HARRISON  Limited 


rr  Premarin” 


22  EAST  40TH  STREET,  NEW  YORK  16,  N.  Y. 
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HI 

A recent  conservative  estimate  places  the  incidence 
of  peptic  ulcer  at  5 per  cent  of  the  population,  or 
about  6,500,000  persons  in  the  United  States.*  The 
great  majority  of  this  vast  group  of  patients  need  a 
year-in  and  year-out  program  of  rest,  diet  and  acid 
neutralization. 


Creamalin,  the  first  aluminum  hydroxide  gel,  readily  and 
safely  produces  sustained  reduction  in  gastric  acidity. 
With  Creamalin  there  is  no  compensatory  reaction  by 
the  gastric  mucosa,  no  acid  "rebound, " and  no  risk  of 
alkalosis.  Through  the  formation  of  a protective  coating 
and  a mild  astringent  effect, nonabsorbable  Creamalin 
soothes  the  irritated  gastric  mucosa.  Thus  it  rapidly 
relieves  gastric  pain  and  heartburn,  and  helps  in  the 
healing  of  peptic  ulcers  as  well  as  in  the  prevention  of 
ulcer  recurrence. 

CHEMICAL  COMPANY,  INC. 

NEW  YORK  13,  N.  Y.  • WINDSOR,  ONT. 
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v‘-~,  1,1,1 

B E R AA  U DA  GRASS  . . . a beautiful  lawn  ...  BUT 

A source  of  discomfort  for  those  of  your  patients  sensitive  to  Burmuda  pollen. 

SEASONAL  AND  PRESEASONAL  TREATMENT  FOR  SUMMER 
AND  FALL  POLLEN  ALLERGIES  SHOULD  BE  COMMENCED  NOW. 
"The  technique  of  pollen  therapy  has  been  well  standardized."  ( 1 > 

FOR  DIAGNOSIS 

EXTRACTS  OF  SPECIFIC  POLLENS  FOR  SCRATCH  OR  INTRA- 
DERMAL  SKIN  TESTING. 

FOR  TREATMENT 

3-VIAL  TREAMENT  SETS  PERSONALIZED  TO  MEET  YOUR  PA- 
TIENT'S INDIVIDUAL  NEED  AVAILABLE  ON  YOUR  ORDER  FOR 
INTRADERMAL  OR  SUBCUTANEOUS  ADMINISTRATION. 

3-VIAL  TREATMENT  SETS  PREPARED  IN  ACCORDANCE  WITH 
YOUR  PATIENT'S  SENSITIVITIES  FOR  ORAL  ADMINISTRATION. 

An  allergy  service  based  on  close  acquaintance  and  experience  with  the  botony  of  the  area  of  your  practice. 

&4llercj,y,  J^e search  J^a bora  torie£*  3nc. 

Phoenix,  Arizona  U.  S.  Biological  License  No.  151 

* Bermuda  grass  Icynodon  dactylon)  a major  pollen  factor  in  the  southwest.  Pol- 
linating season  March  to  November. 


(1)  Colmes,  A.:  J.  Allergy.  14:393  July,  1943. 
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When  Nitrogen  balance 
Must  Me  Restored 

In  the  correction  of  protein  insufficiency,  or  in  the  maintenance 
of  nitrogen  balance,  accumulating  evidence  substantiates  the  dic- 
tum that  hydrolyzed  protein  substances  should  be  employed  only 
when  oral  feeding  of  protein  foods  is  impossible  or  not  feasible. 

It  has  been  shown  experimentally1  when  hydrolysates  of  pro- 
tein are  injected  at  two  different  rates  (i.o  and  1.5  mg.  of 
nitrogen  per  Kg.  of  body  weight  per  minute),  the  more  rapid 
injection  rate  results  in  a higher  excretion  of  both  free  amino 
acids  and  peptides.  The  authors  ventured  that  even  in  the  pres- 
ence of  a definite  demand  for  protein  replenishment,  nitrogen 
excretion  is  mainly  controlled  by  the  kidney  threshold. 

In  a recent  survey,  Ravdin2  stated  that  "When  oral  feeding 
is  used,  whole  foodstuffs  should  be  given.  There  is  no  beneficence 
in  feeding  protein  hydrolysates  unless  there  is  evidence  of  faulty 
digestion.  Feeding  of  mixtures  of  polypeptides  and  amino  acids 
may  result  in  an  absorption  rate  of  amino  acids  which  is  more 
rapid  than  can  be  resynthesized  by  the  liver,  especially  when 
the  function  of  this  organ  is  not  normal.” 

When  protein  foods  are  ingested,  the  contained  amino  acids 
are  released  slowly  and  in  a sustained  manner  during  the  course 
of  the  digestive  processes.  The  absorptive  capacity  of  the  intesti- 
nal mucosa  is  not  overtaxed,  and  maximal  amino  acid  utilization 
is  made  possible  without  urinary  loss. 

As  a source  of  protein,  meat  ranks  high  among  the  foods  of 
man.  It  is  96  to  98  per  cent  digestible,  and  its  protein  is  bio- 
logically adequate,  capable  of  satisfying  every  protein  need  of 
the  organism. 

1.  Editorial:  J. Am. Dietet. A.,  22:1063  (Dec.)  1946. 

2.  Ravdin,  I.S.:  Some  Problems  of  Protein  Deficiency, 

Connecticut  M.J.,  11: 7 (Jan.)  1947. 

The  Seal  of  Acceptance  denotes  that  the  nutri- 
tional statements  made  in  this  advertisement 
are  acceptable  to  the  Council  on  Foods  and 
Nutrition  of  the  American  Medical  Association. 

AMERICAN  MEAT  INSTITUTE 

MAIN  OFFICE,  CHICAGO...  MEMBERS  THROUGHOUT  THE  UNITED  STATES 
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Premature,  but  promising 

To  the  premature  struggling  for  existence,  intestinal  distention,  colic 
or  diarrhea  may  he  insurmountable  obstacles.  Good  care  and  good 
nutrition,  however,  offer  promising  prospects  for  life  and  health. 

In  the  feeding  of  premature  infants,  'Dexin'  has  proved  an  excellent 
"first  carbohydrate."  Because  of  its  high  dextrin  content,  it  (1)  resists 
fermentation  by  the  usual  intestinal  organisms,  (2)  tends  to  hold  gas 
formation,  distention  and  diarrhea  to  a minimum,  and  (3)  promotes 
the  formation  of  soft,  flocculent,  easily  digested  curds. 

Readily  soluble  in  hot  or  cold  milk,  or  other  bland  fluids,  'Dexin'  brand 
High  Dextrin  Carbohydrate  is  well  taken  and  retained.  'Dexin'  does 
make  a difference. 


‘Dexin’ 


HIGH  DEXTRIN  CARBOHYDRATE 


BRAND 


Composition — Dextrins  75%  • Maltose  24%  » Mineral  Ash  0.25%  • Moisture 
0.75%  • Available  carbohydrate  99%  ° 115  calories  per  ounce  • 6 level  packed 
tablespoonfuls  equal  1 ounce  • Containers  of  twelve  ounces  and  three  pounds  • 
Accepted  by  the  Council  on  Foods  and  Nutrition,  American  Medical  Association. 

‘Dexin’  Reg.  Trademark 


Literature  on  request 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  9 & 11  East  41st  St.,  New  York  17,  N v 
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I Hot  weather 
presents  no 
problem  when 
Lactogen 
is  used  for 
infant 
feeding 
• • • because 


...when  refrigeration  is  not  available, 
each  feeding  may  be  prepared  sepa- 
rately. The  doctor  can  always  advise 
the  mother  to  prepare  individual  LAC- 
TOGEN feedings  whenever  the  baby 
is  ready  for  his  bottle.  Preparing  each 
LACTOGEN  feeding  just  before  feed- 
ing time  safeguards  the  baby  against  the 
danger  of  nutritional  upsets  caused  by 
bacteriological  changes  in  the  formula. 


EASY  TO  PRESCRIBE 


LACTOGEN  + WATER  = FORMULA 

1 LEVEL  TABLESPOON  2 OUNCES  2 FLUID  OUNCES 
40  CALORIES  20  CALORIES 

(APPROX.)  PER  OZ.  (APPROX.) 


No  advertising  or  feeding  directions  except  to  physicians.  For  feeding 
directions  and  prescription  pads,  send  your  professional  blank  to 


Nestle’s  Milk 
Products,  Inc. 

155  EAST  44™  ST.,  NEW  YORK,  17,  N.Y. 
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Yes , and  experience  is  the  best  teacher  in  smoking  too! 


THAT  wartime  cigarette  shortage  was  a real 
experience  to  smokers.  Millions  of  people 
smoked  more  different  brands  than  they  would 
normally  try  in  a lifetime.  And  out  of  the  com- 
parisons of  that  experience  so  many  more 
smokers  came  to  prefer  Camels  that  today 
more  people  are  smoking  Camels  than  ever 
before. 

We  don’t  tamper  with  Camel  quality. 
Only  choice  tobaccos,  properly  aged,  and 
blended  in  the  time-honored  Camel  way, 
are  used  in  Camels. 


Claude  Bernard 

(1813-1878) 
proved  it  in  glycogen 
research 

Bernard  believed  in  planned 
experimentation.Heshowed 
this  in  his  study  of  the 
pancreas  and  in  his  experi- 
ments proving  the  manu- 
facture and  secretion  of  gly- 
cogen by  the  liver.  This 
basic  work  paved  the  way 
for  hormone  research.  Later 
he  established  the  funda- 
mental facts  of  vasomotor 
physiology.  Bernard  knew 
the  value  of  experience  — 
yes,  experience  is  the  best 
teacher! 


Accorcftng  to  a recent  Afattomvtefe  survey*. 

More  Doctors  smoke  Camels 


^ J.  Reynolds  Tobacco  Co.,  Winston-Salem,  N.  C. 


t/ian  any  ot/ier  cigarette 


Visit  the  SOBERING  display  at  the 
. M.  A.  Convention.  June  9-13— Booth  1-16 
Atlantic  City  Auditorium 


chemically  similar 
to  natural  estrogens 

ESTINYL  (ethinyl  estradiol)  is  “chemically  similar  to  natural  es- 
trogen.”1 It  is  more  active  orally  than  any  other  synthetic  or 
natural  estrogen  known  today.  ESTINYL  is  the  first  estradiol 
preparation  that  is  efficacious  by  mouth  in  really  minute 
amounts.  It  provides  the  economy  inherent  in  low  dosage.  Five- 
hundredths  of  a milligram  daily  is  sufficient  to  relieve  the  ave- 
rage menopausal  patient.  ESTINYL,  closely  allied  to  the  primary 
follicular  hormone,  does  more  than  mitigate  vasomotor  symp- 
toms. ESTINYL  quickly  relieves  the  common  nervous  manifesta- 
tions and  bodily  fatigue,  and  replaces  them  with  a sense  of 
emotional  and  physical  fitness. 


tablets  ||||jl 

Average  menopausal  symptoms:  One  0.05  mg.  ESTINYL  Tablet 
daily.  Severe  menopausal  symptoms:  Two  or  three  0.05  mg. 
ESTINYL  Tablets  daily.  Many  patients  may  be  maintained  in 
comfort  with  0.02  mg.  ESTINYL  Tablet  daily  after  initial  control 
of  estrogen  deficiency. 

Packaging:  ESTINYL  TABLETS  of  0.05  mg.— pink,  coated  tablets  and  0.02  mg. 
--buff,  coated  tablets,  bottles  of  100,  250  and  1,000. 

1.  Bickers,  W.:  Am.  J.  Obst.  & Gynec.  51:100,  1946. 

Trade-Mark  ESTINYL-Reg.  U.S.  Pat.  Off. 
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YOU 

KNOW 

WHAT 

THESE 

SYMBOLS 

STAND 

FOR? 


DRUGS 

REXALL  FOR  RELIABILITY 


The  barber  pole  is  a relic  of  the  middle  ages, 
when  barbers  professed  also  to  be  surgeons 
and  dentists.  The  pole  was  originally  a red 
staff,  wrapped  with  removable  bandages,  hung 
with  dental  instruments  and  topped  by  a brass 
lathering  bowl.  Later,  as  a concession  to  sani- 
tation (or  possibly  to  prevent  theft),  bowl,  band- 
ages and  instruments  were  replaced  by  a 
painted  replica. 

The  familiar  blue  and  white  Rexall  sign  is  a 
modern  symbol  of  superior  and  dependable 
pharmacal  service.  There  are  more  than  10,000 
independent,  reliable  drug  stores,  conveniently 
located  throughout  the  country,  which  display 
this  sign.  It  assures  you  of  drugs  laboratory- 
checked  for  purity  and  uniformity  under  the 
rigid  Rexall  system  of  controls— and  of  selected 
pharmacal  ability  in  compounding  them. 

REXALL  DRUG  COMPANY 

LOS  ANGELES,  CALIFORNIA 

PHARMACEUTICAL  CHEMISTS  FOR  MORE  THAN  44  YEARS 
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World  of  new  hope  in  petit  mal 


One  important  fact  stands  out  in  the  rapidly  expanding  clinical 
record  of  Tridione:  Thousands  of  children  formerly  handicapped 
in  school  and  play  by  petit  mal,  myoclonic  or  akinetic  seizures 
are  finding  substantial  relief  through  treatment  with  Tridione. 
In  one  test,  Tridione  was  given  to  150  patients  who  had  not 
received  material  benefit  from  other  drugs.11  With  Tridione, 
33%  became  seizure  free;  30%  had  a reduction  of  more 
than  three-fourths  of  their  seizures;  21%  were  moderately 
improved;  13%  were  unchanged,  and  only  3%  became 
worse.  In  some  cases,  the  seizures,  once  stopped,  did  not 
return  when  medication  was  discontinued.  Tridione  also 
has  been  shown  to  be  beneficial  in  the  control  of  certain 
psychomotor  epileptic  seizures  when  used  in  conjunction 
with  other  antiepileptic  drugs.12  Wish  more  information?  Just 
drop  a line  to  Abbott  Laboratories,  North  Chicago,  Illinois. 


Tridione  (Trimethodione,  Abbott) 
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HIGHLY  NUTRITIOUS  . . . 

YET  PALATABLE  AND  SATISFYING 


Dietary  supplements,  in  order  to  accomplish 
their  desired  nutritional  influence,  must  be  tasty 
and  appealing  to  the  palate.  Otherwise,  refusal 
by  the  patient  will  defeat  their  very  purpose  and 
will  limit  nutrient  intake. 

The  food  drink  made  by  mixing  Ovaltine 
with  milk  ranks  high  in  nutrient  content  and 
palatability.  This  dietary  supplement  provides 
generous  amounts  of  virtually  all  essential  nu- 
trients including  ascorbic  acid,  in  readily  digest- 
ible, thoroughly  bland  form.  Its  delicious  taste 


is  appealing  to  all  patients,  young  and  old,  who 
drink  it  with  relish  in  the  recommended  quan- 
tities— two  to  three  glassfuls  daily.  This  amount, 
as  can  be  seen  from  the  table  of  composition, 
readily  complements  to  adequacy  even  a poor 
daily  dietary. 

This  nutritional  supplement  finds  wide  appli- 
cation whenever  nutrient  intake  must  be  aug- 
mented, as  in  under-par  nutrition,  following 
recovery  from  infectious  disease,  and  during 
chronic  debilitating  illnesses. 


THE  WANDER  COMPANY,  360  N.  MICHIGAN  AVE.,  CHICAGO  1,  ILL. 


Three  servings 

daily  of  Ovaltine,  each  ma 

de  of 

V2  oz.  of  Ovaltin 

e and  8 

oz.  of  whole  milk,* 

provide: 

CALORIES 

669 

VITAMIN  A 

3000  I.U. 

PROTEIN 

32.1  Gm. 

VITAMIN  81 

1.16  mg. 

FAT 

31.5  Gm. 

RIBOFLAVIN 

2.00  mg. 

CARBOHYDRATE 

64.8  Gm. 

NIACIN 

6.8  mg. 

CALCIUM 

1.12  Gm. 

VITAMIN  C 

30.0  mg. 

PHOSPHORUS 

0.94  Gm. 

VITAMIN  D 

417  I.U. 

IRON 

12.0  mg. 

COPPER 

0.50  mg. 

*Based  on  average  reported  values  for  milk. 
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FIGURE  2 — Fatten! 
— intermediate  type 
of  build.  Strain  of 
lumbotacral  joint 
predisposes  to  other 
strains.  For  protec- 
tion ol  the  joints  in 
the  lumbar  region 
from  recurrent  strain 
and  also  as  an  aid 
in  relieving  the  pain 
of  acute  conditions. 
Camp  lumbosacral 


supports  have 


proved  effective. 


iiSl 


■ 


mm 


Patient 


FIGURE  I 
, — thin  type  of  build 
with  b£fjtnning  faul- 
ty body  mechanics. 
The  Camp  adjust- 
ment provides  a 
more  stable  pelvis, 
allowing  patient  to 
"draw  in"  the  ab- 


dominal muscles 
thus  gradually  ae- 


ftjfn  l/ie  ^lea/nien/  c£ 

The  Lumbosacral  and  Lower  Lumbar  Regions 


C/yVVP  SUPPORTS  offer  advantages 


• • • Give  firm  support  to  the 
low  back;  the  support  is  easily 
intensified  by  re -infor cement 
with  pliable  steels  or  the  Camp 
Spinal  Brace. 

• • • Afford  a more  stable  pelvis 
to  receive  the  superincumbent 
load. 


• • • Allow  freedom  for  contrac- 
tion of  abdominal  muscles  un- 
der the  support  in  instances  of 
increased  lumbar  curve  (fig.  1). 

• • • Are  removed  easily  for  pre- 
scribed exercises  and  other 
physical  procedures  prescribed 
by  physiatrist  or  physician. 


S.  H.  CAMP  and  COMPANY  • JACKSON,  MICHIGAN 

World’s  Largest  Manufacturers  of  Scientific  Supports 
Offices  in  New  York  • Chicago  • Windsor,  Ontario  • London,  England 
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diagnosis  t 
diabetes 


Today’s  newly  diagnosed  diabetic  can  live  a 
near-normal  life.  Most  mild  or  moderately 
severe  cases  can  be  controlled  with  one  daily 
jn/ection  of ‘Wellcome’ Globin  Insulin  with  Zinc, 
which  also  allows  a higher  carbohydrate  intake 
more  nearly  normal.  The  intermediate  action 
of  Globin  Insulin  closely  parallels  physiologic 
needs;  maximum  activity  occurs  when  the 
patient  is  awake  and  eating,  but  wanes  to  mini- 
mize nocturnal  hypoglycemia. 

INITIAL  DOSAGE  AND  DIET:  One-half  hour  before 
breakfast  administer  2/3  units  of  Globin  Insulin 
for  every  gram  of  sugar  spilled  in  a 24-hour 
urine  specimen.  Or  start  with  15  units  of  Globin 
Insulin  and  increase  dosage  every  few  days. 

Divide  the  total  carbohydrate  allowance  (140 
to  240  gms.)  as  1/5  breakfast,  2/5  lunch  and 
2/5  supper.  (The  total  4/5  lunch-supper  allow- 
ance may  be  apportioned  to  fit  the  patient’s  re- 
quirements.) Midafternoon  hypoglycemia  may 
usually  be  offset  by  10  to  20  gms.  of  carbo- 
hydrate between  3 and  4 p.m. 


FINAL  ADJUSTMENT:  Both  diet  and  dosage  must 
be  adjusted  subsequently  to  meet  the  individual 
needs.  Final  carbohydrate  distribution  may  be 
based  on  fractional  urinalyses.  Globin  Insulin 
dosage  is  adjusted  to  provide  24-hour  control  as 
evidenced  by  a fasting  blood  sugar  level  of  less 
than  150  mgm.,  or  sugar-free  urine  in  fasting 
sample. 


‘Wellcome’ Globin  Insulin  with  Zinc  is  a clear  solu- 
tion, comparable  to  regular  insulin  in  its  freedom 
from  allergenic  properties.  Available  in  40  and  80 
units  per  cc.,  vials  of  10  cc.  Accepted  bv  the  Council 
on  Pharmacy  and  Chemistry,  American  Medical 
Association.  Developed  in  The  Wellcome  Research 
Laboratories,  Tuckahoe,  New  York.  U.S.  Patent  No 
2,161,198.  LITERATURE  ON  REQUEST. 

' Wellcome ' Trademark  Registered 


BURROUGHS  WELLCOME  & CO.  (U.S. A.)  INC.,  9 & II  EAST  4IST  STREET,  NEW  YORK  17,  N.Y. 
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1.  National  Research  Council  Bull. 
No.  109  (Nov.)  1943,  p.36. 

2.  Southern  M.  J.  3:172  (Feb.)  1946. 

3.  Statistical  Bull.  Metropolitan 
Life  Ins.  Co.  27:6  (Dec.)  1946. 


When  the  diet  of  50  generations  of  rats  was  improved, 
it  was  found  that  they  gained  a longer  average  life  span 
and  longer  "prime  of  life”1  with  "increased  growth  and 
efficiency,  decreased  death  rate  and  increased  vitality  at 
all  ages.”  Without  waiting  50  generations,  "the  size  and 
health  of  our  young  adolescents”2  and  increased  longevity3 
amply  confirm  the  fact  "that  the  science  of  nutrition  has 
made  vast  strides.”2  For  the  present  generations  and 
those  to  come,  Upjohn  provides,  and  will  continue  to  pro- 
vide, the  finest  in  vitamins,  in  forms  and  dosages  to  fill 
the  needs  of  medical  and  surgical  practice. 


Upjohn 


FINE  PHARMACEUTICALS 


SINCE  1886 


UPJOHN  VITAMINS 
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MERCK  VITAMIN  REVIEWS 


CONCISE, 
CONVENIENT 
SOURCE  OF 
VITAMIN 
INFORMATION 


• Signs  and  Symptoms  oi 
Deficiency. 

• Daily  Requirements  and  Dosage. 

• Distribution  in  Foods. 

• Methods  of  Administration. 

• Clinical  Use  in  Specific 
Conditions. 


, <-*  ' ! 

trV.’  u: 


A limited  number  of  complete  sets  of  these  informative  booklets 
has  been  gathered  in  a convenient  slip-cover  container,  designed 
for  ready  reference.  These  are  available  as  long  as  the  supply 
lasts.  The  coupon  is  for  your  convenience. 


MERCK  & CO.,  Inc.,  RAHWAY,  N.  J. 

Please  send  me  a complete  set  of  Merck  Vita- 
min Revieu’s  in  convenient  slip-cover  container. 

Name 

Street 

City State 
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HELLIGE-DILLER 

PHOTOELECTRIC 

COLORIMETER 


CALIBRATED  FOR 


BIO-CHEMICAL 

CLINICAL 

PROCEDURES 


A thoroughly  developed  Photoelectric  Colorimeter,  calibrated  for  56 
bio-chemical  clinical  procedures,  more  complete  than  any  other  instrument 
offered  for  this  purpose. 

The  colorimeter  is  linear  and  has  utmost  differential  responses  which 
meet  every  requirement,  electrical  and  engineering  detail,  and  is  unsur- 
passed in  regard  to  simplicity  and  convenience  of  operation. 

Six  light  filters  of  narrow  spectral  transmission  ranges  enable  deter- 
minations of  highest  accuracy. 

The  Colorimeter  is  supplied  complete  with  all  necessary  accessories,  including  a hand- 
book containing  outlines  of  procedures  and  calibration  tables  for  56  bio-chemical  tests  and 
a valuable  compilation  of  he  pful  and  practical  information  concerning  clinical  bio- 
chemical methods. 


Distributed  by 


PHYSICIANS  AND  HOSPITALS  SUPPLY  CO.,  Inc. 

MINNEAPOLIS  MINNESOTA 
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DISTINCTIVE 

PENICILLIN  PRODUCTS 


PENICILLIN  TABLETS 

Schenley 

A special  coating  masks  the  penicillin  taste  of  these  tablets. 
Valuable  in  supplementing  injections  to  maintain  effective  blood 
levels.  Given  in  five  times  the  parenteral  dose,  they  may  be  em- 
ployed to  replace  injections  after  the  acute  phase  of  the  disease 
has  subsided.  Particularly  useful  in  ambulatory  cases. 

Each  tablet  provides  50,000  units  of  calcium  penicillin,  buffered 
with  calcium  carbonate.  Requires  no  refrigeration. 

Available  in  bottles  of  twelve. 


PENICILLIN  TROCHES 

Schenley 

Rectangular  in  shape,  agreeably  flavored,  these  troches  provide 
a rational  means  of  obtaining  the  benefits  of  penicillin  in  infections 
of  the  mouth  and  throat  caused  by  penicillin-sensitive  organisms. 
Each  troche  supplies  1,000  units  of  calcium  penicillin.  They 
dissolve  slowly,  thus  prolonging  the  action  of  the  drug. 


A SCHENLEY  SERVICE 

Penicillin  Paragraphs,  providing  a continuing 
summary  of  penicillin  therapy  in  specific 
disease  entities,  will  be  sent  to  physicians 
requesting  to  be  placed  on  our  mailing  list. 

Schenley  laboratories,  inc. 

EXECUTIVE  OFFICES:  350  FIFTH  AVENUE  • NEW  YORK  1,  N.  Y. 


© Schenley  laboratories,  fnc. 
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MANAGEMENT  OF  INTESTINAL  OBSTRUCTIONS 

CLAUDE  F.  DIXON,  M.  D. 

Division  of  Surgery,  Mayo  Clinic 


and  ROGER  E 
Fellow  in  Surgery, 
Rochester, 

TN  spite  of  remarkable  developments  in  recent 

years  in  the  clinical  application  of  newer 
concepts  of  physiology  and  therapeutics,  the 
problem  of  the  accurate  diagnosis  and  efficient 
management  of  acute  intestinal  obstruction  re- 
mains one  of  the  most  difficult  with  which  the 
physician  and  surgeon  is  confronted. 

Recently  reported  statistical  studies  continue 
to  show  a high  mortality  in  this  disorder.  In 
the  past  forty  years  the  mortality  has  shown  a 
steady  decrease  from  70  per  cent  to  a rate  of  ap- 
proximately 20  per  cent,  as  indicated  by  reports 
of  large  series  treated  by  use  of  combined  meth- 
ods of  intubation,  surgery  and  additional  sup- 
portive therapeutic  measures.  With  advances 
in  the  medical  and  surgical  treatment  of  in- 
testinal diseases,  it  is  desirable  that  more  con- 
sideration be  given  to  the  management  of  acute 
intestinal  obstructions,  in  hope  of  further  re- 
ducing the  hazard  of  this  disorder.  The  recent 
advent  of  modern  chemotherapeutic  agents  does 
not  appear  to  have  significantly  changed  the 
management  or  outlook  in  such  cases. 

In  the  treatment  of  intestinal  obstruction, 
two  practical  remedial  agents  of  outstanding 
value  have  been  introduced  in  the  past  twenty- 
five  years.  The  use  of  intravenous  saline  and 
glucose  solutions  to  restore  or  replace  severe  al- 
terations or  deficits  in  the  body  fluid  and 
electrolyte  balance  has  been  widely  accepted. 
The  use  of  the  continuous  intragastric  or  in- 
testinal suction  has  been  adopted  universally  as 
a therapeutic  measure  in  the  management  of 
intestinal  obstruction. 

The  trend  in  recent  years  to  apply  the  con- 
cepts of  conservative  management  to  intestinal 
obstruction  is  fraught  with  many  dangers.  The 
use  of  these  measures  must  be  initiated  with 
reservation  and  caution  and  combined,  in  every 
case,  with  constant  observation  for  any  event 
or  indication  which  would  clarify  the  true  na- 
ture of  the  underlying  pathological  process. 

Wangensteen1  has, pointed  out  the  value  and 
importance  of  early  decompression  of  the  prox- 
imal obstructed  intestine  by  use  of  inlying  gas- 

Presented  before  the  Lois  Grunow  Memorial  Lectures  in  Med- 
ical Science. 


. WEISMANN, 

Mayo  Foundation 
Minnesota 

troduodenal  tube  with  suction  or  the  use  of  a 
long  intestinal  tube  as  advocated  by  Miller  and 
Abbott,  The  advantages  over  immediate  surgery 
of  conservative  managemnt  in  the  case  of  sim- 
ple obstruction  in  which  intubation  lias  been 
successful  are  many  but  the  universal  applica- 
of  conservative  management  in  the  case  of  sim- 
tion  of  this  method  of  treatment  without  care- 
ful study  and  the  use  of  all  indicated  laboratory 
and  clinical  aids  will  result  in  a high  percent- 
age of  unfavorable  results.  To  obviate  this  pos- 
sibility, Wangensteen  suggests  that  wherever 
possible  a team  of  experts  be  assigned  to  han- 
dle such  cases.  Certain  technical  difficulties  in 
intubation,  aspects  of  interpretation  of  roent- 
genograms of  the  distended  abdomen  and  esti- 
mation of  body  fluid  and  elctrolyte  require- 
ments demand  the  attention  of  individuals 
whose  training  and  experience  would  warrant 
these  responsibilities. 

Surgery,  however,  is  the  basic  and  most  im- 
portant method  of  treatment  of  the  acutely 
obstructed  intestine,  either  large  or  small.  The 
decision  for  surgical  intervention  in  a case  of 
acute  high  grade  intestinal  obstruction  may  be 
easily  made.  Yet  it  may  be  most  difficult.  It 
often  taxes  the  surgeon’s  judgment  to  the  ut- 
most. Furthermore,  the  operator  must  be  able 
to  anticipate  the  findings  and  know  what  he 
can  or  cannot  accomplish  with  an  operative  pro- 
cedure. Lastly,  technical  skill  and  attention  to 
important  surgical  principles  are  of  extreme 
importance. 

RESULTS  OF  STUDY 

To  further  evaluate  the  results  of  modern 
methods  of  medical  and  surgical  treatment  in 
cases  of  acute  intestinal  obstruction  from  all 
causes,  a study  was  made  of  65  cases  of  acute 
high  grade  intestinal  obstruction  seen  at.  the 
Mayo  Clinic  during  the  years  1944  and  1945. 
The  patients  all  presented  signs  and  symptoms 
of  a high  grade  acute  obstruction  during  their 
period  of  observation  at  the  clinic  and  the  etiol- 
ogy was  not  clearly  apparent  at  the  time  of  the 
patient’s  admission.  Subsequent  course  and 
findings  at  operation  proved  the  diagnosis  to  be 
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correct.  Cases  of  obstruction  due  to  or  associ- 
ated with  external  hernia,  i.e.,  inguinal,  femoral, 
ventral,  etc.,  were  omitted  from  this  evaluation. 

In  most  cases  the  problems  of  diagnosis  and 
the  institution  of  proper  treatment  had  to  he 
dealt  with  simultaneously.  A few  individuals 
came  into  the  hospital  with  a diagnosis  of  an 
unrelated  disorder  which  had  to  be  dealt  with 
separately  or  ruled  out,  while  proceeding  with 
management  of  the  acute  intestinal  problem. 
The  onset  of  the  symptoms  in  most  cases  began 
several  hours  to  several  days  prior  to  admis- 
sion so  that  the  signs  of  intestinal  obstruction 
were  well  established. 

There  were  16  hospital  deaths  among  these 
6b  cases  directly  attributable  to  the  obstruc- 
tion or  following  the  surgical  procedures  neces- 
sary to  decompress  or  relieve  the  obstruction. 
The  hospital  death  rate  was  24.6  per  cent.  (Table 
1)  In  the  entire  group  there  were  17  cases  (26 
per  cent ) which  presented,  upon  surgical  ex- 
ploration, evidence  of  strangulation  of  the  bowel 
to  a greater  or  lesser  degree. 

In  table  1 the  pathologic  factors  involved  in 
the  obstructive  process  are  enumerated.  In  29 
cases  (44.6  per  cent)  adhesions  were  the  primary 
process,  but  in  some  rotation  and/or  twisting 
of  the  gut  had  in  addition  occurred.  Carcinoma 
of  the  colon  and  a few  cases  of  neoplastic  dis- 
ease of  nearby  viscera  with  extension  into  the 
small  or  large  bowel  were  the  second  most  com- 
mon causes  of  the  acute  intestinal  obstruction, 
occurring  in  26  per  cent  of  the  cases.  Obstruct- 
ing inflammatory  lesions  of  intestinal  origin 
produced  a high  grade  obstruction  in  7 cases. 
Congenital  anomalies  in  infants  were  the  pri- 
mary cause  in  4 cases,  3 of  which  were  fatal. 
Other  causes  are  shown  in  the  table.  In  4 cases 
of  this  series  the  cause  was  indeterminate. 

In  the  management  of  the  6b  cases,  the  princi- 
pal treatment  used  in  the  high  grade  acute  in- 
testinal obstruction  is  shown  in  summary  in  ta- 
ble 3.  It  will  be  seen  that  surgical  exploration 
and  treatment  followed  use  of  the  gastric  or  in- 
testinal suction  in  69  per  cent  of  the  cases,  while 
no  preliminary  intubation  was  deemed  advis- 
able in  20  per  cent.  In  only  7 cases  (10.8  per 
cent)  was  a satisfactory  result  obtained  by  gas- 
trodnuodenal  or  intestinal  intubation  combined 
with  other  conservative  measures. 

In  table  4 the  preoperative  use  of  continuous 
intragastric  or  intestinal  intubation,  as  deter- 
mined by  reviewing  the  records  in  these  65  cas- 


es, is  compiled.  It  will  be  seen  that  the  two 
largest  groups  are  (1)  those  who  were  intubated 
for  3 to  5 days  and  (2)  those  who  Avere  not 
considered  candidates  for  such  treatment.  It  is 
felt  unwise  to  draw  any  conclusions  from  these 
figures  since  many  other  factors  contributed  to 
the  continued  use  or  non-use  of  intubation.  It 
would  appear,  however,  from  this  survey,  that 
a period  of  3 to  5 days  was  considered  a satis- 
factory trial  in  many  simple  types  of  acute  in- 
testinal obstruction  in  Avhich  successful  intuba- 
tion was  accomplished.  At  the  end  of  that 
period,  the  intestine  A\ras  either  no  longer  ob-  1 
structed  or  surgical  intervention  Avas  consid- 
ered mandatory.  It  Avas  not  considered  possible 
to  determine  from  the  records  the  degree  of  suc- 
cess of  intubation  in  all  cases,  since  this  factor 
depends  on  constant  care  and  observation  and 
the  level  at  Avhich  the  tube  was  maintained,  and 
such  facts  are  not  often  accurately  recorded. 
In  some  instances  lack  of  cooperation  on  the 
part  of  the  patient  prevented  satisfactory  main- 
tenance of  the  position  of  the  tube.  It  would  be 
hazardous  from  this  study  to  evaluate  the  suc- 
cess in  use  of  intubation  other  than  in  those  suc- 
cessfully treated  cases  Avithout  surgery. 

In  the  58  cases  Avhich  Avere  operated  upon  for 
relief  of  their  obstruction,  the  types  of  the  surgi- 
cal procedures  used  are  compiled  in  table  5. 
Freeing  of  adhesions  Avas  accomplished  in  16 
cases  Avith  an  operative  mortality  of  25  per  cent. 
Loop  colostomy  Avas  accomplished  for  high  grade 
obstruction  in  the  left  or  distal  colonic  lesions 
in  14  cases  Avith  21  per  cent  mortality.  Witzel 
enterostomy  carried  a 62  per  cent  operative 
mortality  but  its  use  in  many  instances  was  in 
far  advanced  cases  Avhere  further  operative  Avork 
Avas  not  deemed  adA’isable.  Tavo  cases  required 
two  operative  procedures  for  decompression. 
The  overall  operative  mortality  from  60  surgical 
procedures  Avas  26.6  per  cent. 

The  mechanism  causing  strangulation  and  the 
operative  procedure  used  for  treatment  in  43 
cases  of  acute  obstruction  are  given  in  tables  6 
and  7. 

DISCUSSION 

The  management  of  high  grade  acute  intesti- 
nal obstruction  appears  to  be  a controversial 
subject.  It  is  difficult  to  evaluate  all  published 
reports  because  of  lack  of  uniformity  in  classi- 
fication of  degree  and  completeness  of  the  pro- 
cess. At  best,  the  high  grade  form  of  the  dis- 
order carries  at  least  20  per  cent  mortality. 
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Certain  therapeutic  concepts  have  been  ques- 
tioned by  a number  of  writers  on  the  subject. 
McKittrick  and  Sarris2  in  1940  wrote  that  cer- 
tain trends  to  conservative  therapy  were  alarm- 
ing- and  they  further  stated  that  they  and  other 
surgeons  at  Massachusetts  General  Hospital 
Avere  unable  to  differentiate  to  a dependable 
degree  of  accuracy  an  early  strangulating  ob- 
struction from  simple  obstructing  processes.  For 
this  and  other  reasons,  they  concluded  that  early 
surgical  intervention  was  indicated. 

J.  D.  Koucky  and  W.  G.  Beck3  in  1941  point- 
ed out  that  the  deaths  from  intestinal  obstruc- 
tion are  due  to  a lack  of  consideration  of  diag- 
nostic details  or  to  a delay  in  surgical  interven- 
tion. From  a practical  standpoint  they  classified 
obstructions  further  into  three  groups:  (1) 

those  requiring  immediate  operation,  (2)  those 
that  can  be  managed  conservatively  for  forty- 
eight  hours  or  less  and  operated  on  later  and  (3) 
those  that  can  be  treated  conservatively  in- 
definitely. Any  case  seen  by  them  may  be  re- 
classified at  any  time  if  findings  or  events  so 
indicate.  They  felt  that  the  second  group 
requires  constant  evaluation  and  if  definite 
remarkable  improvement  did  not  occur  with  con- 
servative therapy  within  forty-eight  hours,  sur- 
gical exploration  and  treatment  were  strongly 
indicated. 

In  the  recognition  of  the  forms  of  obstructive 
process,  Hunt4  urged  extensive  and  frequent 
use  of  roentgenograms  of  the  abdomen  in  guid- 
ing the  form  of  treatment. 

After  an  extensive  evaluation  of  the  results 
of  treatment  over  a four  year  period  at  the  Uni- 
versity of  Minnesota  hospitals,  Dennis  and 
Brown5  in  1943  concluded  that  less  emphasis 
should  be  placed  on  conservative  management 
and  a more  aggressive  attitude  be  adopted  in  the 
treatment  of  acute  intestinal  obstruction.  They 
advised  the  increasing  use  of  operative  interven- 
tion with  particular  consideration  to  the  early 
surgery  in  small  bowel  obstructions.  The  use  of 
combined  managemnt  with  good  control,  how- 
ever, was  satisfactory  in  most  cases.  Their  over- 
all mortality  per  patient  in  a four  year  study  was 
17.9  per  cent. 

It  is  obvious  that  management  of  the  case  of 
high  grade  acute  intestinal  obstruction  is  ex- 
ceedingly complicated  and  difficult.  Not  only 
must  treatment  often  be  instituted  or  consum- 
mated without  the  benefit  of  diagnosis,  but  the 
outlook  is  very  much  in  doubt. 


Certain  forms  of  conservative  therapy  often 
serve  to  enhance  the  confusion  of  the  clinical 
picture  or  to  mask  the  progression  of  serious 
complicating  developments.  Intubation  may  de- 
compress the  proximal  bowel  in  a strangulating 
process  and  the  surgeon  or  clinician  may  elect 
to  continue  conservative  management  until  ir- 
reparable damage  has  occurred.  The  striking 
improvement  often  seen  in  high  bowel  obstruc- 
tions from  restoration  of  fluid  and  electrolyte 
balance  may  give  a false  sense  of  security  in  a 
case  where  early  surgical  release  of  obstruction 
is  imperative. 

Surgery,  well  timed  and  well  executed,  forms 
the  backbone  of  successful  management  in  the 
great  majority  of  cases  of  acute  intestinal  ob- 
struction. Every  case  must  be  individualized. 
In  most  instances  the  level  of  obstruction  may 
be  estimated  with  some  degree  of  accuracy  from 
clinical  signs  and  roentgenograms  of  the  ab- 
domen. Certain  preoperative  planning  of  the 
surgical  attack  can  then  be  made.  Simplicity 
and  asepsis  are  important  features  of  surgical 
management  in  intestinal  obstructions.  To  de- 
compress the  bowel  with  practically  complete 
lack  of  spilling  in  a simple  manner  has  great 
merit.  If  further  procedures,  i.  e.  resections, 
freeing  of  adhesions,  are  attempted  to  complete- 
ly cure  the  patient,  the  results  may  be  disas- 
trous. Even  exploration  of  the  abdomen  in  the 
presence  of  distended  loops  of  bowel  greatly  in- 
creases the  risk  of  operation. 

Acute  large  bowel  obstructions  respond  poorly 
to  conservative  management,  particularly  if 
relief  is  not  obtained  from  that  form  of  treat- 
ment within  twelve  hours.  In  small  bowel  ob- 
structions the  period  of  trial  with  conservative 
therapy  may  be  extended  to  48  to  72  hours,  if 
no  signs  of  intrap eritoneal  irritation  exist. 
Strangulating  lesions  of  the  intestine  must  be 
recognized  early  and  dealt  with  surgically  with- 
out delay. 

It  would  appear,  therefore,  that  the  acute  high 
grade  intestinal  obstruction  requires  early  sur- 
gical intervention  unless  dramatic  results  are 
seen  from  conservative  measures  within  48  to 
72  hours.  Furthermore,  in  simple  small  bowel 
obstructive  processes,  a simple  procedure,  i.  e., 
Witzel  enterostomy,  to  decompress  the  proximal 
distended  bowel  as  close  to  the  obstructing  pro- 
cess as  possible,  without  undue  exploration  of 
the  abdomen,  is  the  treatment  of  choice.  In  left 
colon  obstructions  a loop  transverse  colostomy 
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would  accomplish  with  a minimal  risk  the  best 
results.  Right  colonic  obstructions  may  be  dealt 
with  either  by  an  enterostomy,  ileocolostomy,  or 
appendicostomy.  In  our  experience  cecostomy 
does  not  prove  to  be  a dependable  or  satisfactory 
procedure  in  the  majority  of  instances. 

In  strangulating  obstructions  of  the  intestine 
the  risk  is  high  but  the  outlook  is  worse  if  fur- 
ther compromise  of  the  circulation  is  allowed 
to  continue.  Early  radical  surgical  procedures, 
as  a rule,  must  be  done  and  the  risk  accepted. 
Exteriorization  of  the  ileum  can  be  done  with 
relative  safety  but  gangrenous  jejunal  loops 
must  be  dealt  with  by  resection  and  reanas- 
tomosis. Enterostomy  can  be  used  as  an  adjunct 
in  cases  of  strangulation  with  great  advantage. 
CONCLUSIONS 

1 . Acute  high  grade  intestinal  obstruction 
continues  to  constitute  a problem  of  great  mag- 
nitude and  the  mortality  of  the  disorder  is  high. 

2.  Each  case  of  intestinal  obstruction  is  a 
complicated  problem  requiring  frequent  evalua- 
tion, thorough  study  and  prompt  individualized 
decision  regarding  management. 

3.  Surgery  appears  to  be  the  most  important 
and  satisfactory  method  of  treatment  with  con- 
servative measures  serving  to  prepare  the  pa- 
tient or  to  supplement  surgical  decompression 

4.  Simple  aseptic  procedures  with  a mini- 
mum of  trauma  in  every  case  will  produce  the 
best  results. 


TABLE  I 

MORTALITY  FROM  ACUTE 
OBSTRUCTION 
(1944  and  1945)* 
From  all  causes 
Cases 

Deaths  in  hospital 
Per  cent 

From  strangulated  obstruction 
Cases 

Deaths  in  hospital 
Per  cent 


INTESTINAL 


65 

16 

24.6 

j 43 
12 

| 27.9 


* Cases  of  intestinal  obstruction  from  external  hernia  are  ex- 
cluded. 


TABLE  II 

CAUSES  OF  ACUTE  INTESTINAL  OBSTRUC- 
TION IN  65  CASES 
(1944  and  1945>* 


Pathologic  factors! 
Adhesions  with  or  without 
volvulus  or  internal  hernia 
Carcinoma  of  the  colon  or 
other  viscera 
Intrinsic  inflammatory  le- 
sions of  the  intestine 
Congenital  anomalies  of  the 
intestine 

Lymphosarcoma  of  the  small 
intestine 
Volvulus  only 
Gallstone 


Cases 

29 

17 

7 

4 

2 

1 

1 


Deaths  in 
hospital 
4 

4 

4 


O 

O 


0 

1 

0 


TABLE  II  (Continued 


Pathologic  factors! 
Indeterminate 
Total 


Cases 

4 

65 


| Deaths  in 
| hospital 
0 
16 


Cases  of  obstruction  from  external  hernia  are  excluded. 

In  17  cases  (26  per  cent)  there  was  positive  evidence  of  strang- 
ulation. 


TABLE  III 

TREATMENT  IN  65  CASES  OF  ACUTE  IN- 
TESTINAL OBSTRUCTION  (all  causes) 
(1944  and  1945)* 


Cases 

Per  cent 

Surgery  with  preoperative 
intubation 

45 

69 

Surgery  without  preoper- 
ative intubation 

13 

20 

Intestinal  intubation  and 
conservative  measures 
only 

7 

11 

Total 

65 

100 

4 Cases  of  obstruction  from  external  hernia  are  excluded. 


TABLE  IV 


USE  OF  CONTINUOUS  GASTRIC  OR  UPPER 
INTESTINAL  INTUBATION  IN  THE  MAN- 
AGEMENT OF  65  CASES  OF  ACUTE 
INTESTINAL  OBSTRUCTION 
(1944  and  1945>* 

Deaths  in 


Tube  used  for 


Cases 


hospital 


24  hours  or  less 
From  24  to  48  hours 
From  3 days  to  5 days 


11 

4 

20 


1 

0 

5 


inclusive 


From  6 days  to  10  days 


10  3 


inclusive 


More  than  10  days 
No  record  of  use  of  tube 
Total 

4 Cases  of  intestinal  obstruction  due 
excluded. 


7 2 

13  5 

65  16 

to  external  hernia  are 


TABLE  V 

SURGICAL  MANAGEMENT  IN  58  OF  65  CASES 
OF  ACUTE  INTESTINAL  OBSTRUCTION 
(1944  and  1945)* 


Surgical  procedure 
Freeing  of  adhesions 
Loop  transverse  colostomy 
Entero-enteric  or  entero- 
colic  anastomosis 
Witzel  enterostomy  only 
Resection  of  a portion  of 
the  small  intestine 
Cecostomy 

Reduction  of  volvulus 
Exteriorization  ( ileum ) 
Transileac  removal  of 
gallstone 
Total 


Cases 

16 


14 

10 


| Deaths  in 
hospital 

3 

3 


8 

6 

I 3 

I 1 
1 
1 

60! 


5 

0 


0 

0 

16 


4 Cases  of  obstruction  from  external  hernia  are  excluded, 
f In  2 cases  2 surgical  procedures  were  required  to  obtain  sat- 
isfactory decompression. 


TABLE  VI 


MECHANISM  OF  STRANGULATION  IN  43 
CASES  OF  ACUTE  (not  simple)  OBSTRUCTION 
FROM  STRANGULATION  IN  INTESTINE 


(1935  to  1945  inclusive)* 

Deaths  in 

Mechanism 

Cases 

hospital 

Herniation  (internal) 

12 

1 

Volvulus 

11 

5 

Angulation 

8 

2 

Circumstricture 

2 

0 

Not  specified 

10 

4 

* Cases  of  intestinal  obstruction  from  external  hernia  are  ex- 
cluded. 
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TABLE  VII 

OPERATIVE  PROCEDURES  IN  43  CASES  OF 
ACUTE  OBSTRUCTION  FROM  STRANGU- 
LATION OF  THE  INTESTINE 
(1935  to  1945  inclusive)* 

Operative  procedures  Cases 

Freeing  of  adhesions  20 

Freeing  of  adhesions  and  11 

enterostomy 

Resection  and  anastomosis  8 

Exteriorization  of  loop  2 

Enterostomy  only  1 

Spontaneous  reduction  1 

Total  43 

* Cases  of  intestinal  obstruction  from  external  hernia  are  ex- 
cluded. 
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“THE  DIAGNOSIS  AND  TREATMENT  OF  HERNIATION  OF 

THE  INTERVERTEBRAL  DISC” 

by 

JOHN  MARTIN,  M.  D. 

Northwestern  University  Medical  School 


TAURING  recent  years  the  accuracy  of  diag- 
nostic  methods  used  to  determine  the  pres- 
ence of  a herniation  of  an  intervertebral  disc 
have  improved  greatly.  As  in  every  other  surgi- 
cal entity,  a careful  physical  examination  and 
the  elicitation  of  a detailed  history  is  of  first 
importance.  The  judicial  use  of  additional  me- 
chanical aids  is  helpful  and  desirable,  however, 
in  the  diagnosis  of  this  lesion  which  can  and 
does,  in  many  patients,  present  some  real  diffi- 
culties in  pre-operative  verification.  It  is  as- 
suring to  realize  that  the  opposing  camps  of 
over-enthusiasm  and  of  doubtful  skepticism  in 
the  approach  to  this  problem  have  become  for 
the  most  part  neutralized.  There  does  remain 
the  difference  of  opinion  as  to  when,  after  re- 
moval of  the  herniated  mass,  the  spine  should  be 
fused,  these  differences  being  shared  by  the  or- 
thopedic and  neurological  surgeons. 

Most  patients  will  give  a history  of  onset  of 
pain  after  a known  and  remembered  injury, 
though  the  injury  may  be  slight  and  inconse- 
quential except  for  the  pain  which  may  follow 
immediately,  several  hours  later,  or  even  days 
later.  This  is  more  commonly  true  with  lum- 
bar than  with  cervical  herniations  Commonly 
there  is  a herniation  at  but  one  interspace, 
though  multiple  herniations  do  occur,  and  if 
more  than  one  such  lesion  exists  the  symptoms 
will  be  more  widespread  and  less  classical  in 
nature.  (Since  the  commonest  location  of  the 
lesion  in  the  neck  is  between  C.  5 and  6 or  C.  6 
and  7,  the  corresponding  roots,  C.  6 or  C.  7 
will  be  involved  and  the  pain  will  be  limited 
primarily  to  that  segment.  With  the  lumbar 
herniation,  there  is  usually  some  local  back- 


ache, pain  which  radiates  into  the  area  supplied 
by  the  involved  root  or  roots,  tenderness  to  pres- 
sure between  the  spines  of  the  involved  verte- 
brae, or  the  elicitation  of  radiating  pain  when 
those  spinous  processes  are  tapped  with  the  pa- 
tient in  the  flexed  position.  The  commonest 
interspaces  in  the  lumbar  region  are  between 
L.  4 and  5 and  L.  5 and  S.  1,  though,  of  course, 
herniations  may  occur  at  any  other  levels  what- 
soever throughout  the  entire  vertebral  axis. 

The  posture  of  the  patient  is  quite  character- 
istic. He  usually  limps  while  walking,  favoring 
the  affected  extremity.  He  stands  with  a flat- 
tened lumbar  curve,  with  muscles  taut,  and 
usually  with  some  scoliosis  away  from  the  side  of 
the  lesion.  He  prefers  to  stand  with  the  heel  off 
the  floor,  and  with  the  knee  slightly  flexed.  In 
the  case  of  the  cervical  herniation,  the  patient 
holds  his  neck  stiffly,  with  loss  of  the  normal 
curve  and  a resultant  forward  thrust  of  the 
head. 

Motion  is  always  limited  at  the  affected  verte- 
brae and  usually  throughout  the  entire  cervical 
or  lumbar  spine.  When  a cervical  herniated 
disc  is  present  the  patient  is  loathe  to  rotate 
the  neck,  and  lateral  flexion  toward  the  side  of 
the  lesion  is  usually  more  painful  than  flexion 
away  from  that  side.  The  pain  is  aggravated  by 
vibration  or  jarring,  such  as  riding  in  an  auto- 
mobile over  rough  roads.  If  the  examiner  places 
his  hands  on  top  of  the  head  and  suddenly  ex- 
erts downward  pressure,  as  if  to  telescope  the 
cervical  vertebrae,  there  will  usually  be  a sudden 
exacerbation  of  pain  in  the  involved  segment. 
In  the  case  of  the  lumbar  herniation,  walking, 
straining  of  any  sort,  sneezing,  coughing,  or 
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bending  usually  sharply  aggravate  the  distress. 
Again,  the  patient  is  usually  more  comfortable 
bending  away  from  the  side  of  the  lesion.  In 
most  patients  forward  bending  at  the  hips  is 
resented.  It  is  not  common  to  find  that  com- 
pression of  the  jugular  veins  will  give  sufficient 
rise  in  intraspinal  pressure  to  cause  a sudden 
flash  of  pain.  Rest  in  bed  is  appreciated  by  al- 
most all  patients  with  herniated  intervertebral 
disc,  and  seldom  do  they,  in  contrast  to  patients 
with  arthritis,  prefer  to  be  moving  about  to  keep 
from  “freezing”. 

Without  any  mechanical  aid,  the  location  of 
the  lesion  can  in  many  cases  be  accurately  de- 
rermined  solely  by  the  neurological  changes.  It 
should  be  pointed  out  that  very  frequently  the 
patient  will  appear  weaker  in  the  involved 
gastrocnemius,  anterior  tibial,  or  p e r o nea  1 
groups,  but  such  tests  for  motor  power  are  not 
reliable,  since  the  patient  is  invariably  careful 
to  limit  his  movements  in  those  muscles  which 
lie  within  the  pattern  of  his  pain.  Frequently 
one  finds  definite  atrophy  of  the  thigh  or  calf 
on  the  affected  side,  and  this  may  be  due  either 
to  disuse  or  to  genuine  neurological  destruction 
of  a peripheral  nerve  type.  Such  muscles  are 
flabby  and  usually  tender  to  palpation,  and  the 
sciatic  nerve,  palpated  in  the  buttock,  thigh, 
popliteal  space,  or  calf,  is  also  usually  quite 
tender.  When  the  patient  stands  one  may  find 
the  buttock  on  the  involved  side  hanging  at  a 
lower  level  than  the  one  on  the  opposite  side, 
and,  with  the  patient  on  his  abdomen,  the  gluteal 
crease  on  the  affected  side  may  be  shallow  and 
ironed  out  in  appearance.  One  of  the  commonest 
of  all  neurological  changes  is  the  depression  or 
actual  loss  of  the  deep  tendon  reflexes  within 
the  area  of  supply  of  the  involved  roots,  again 
a change  typical  of  a peripheral  nerve  lesion. 
The  patellar  reflex  may  be  diminished  with  a 
lesion  involving  either  the  4th  or  5th  lumbar 
root,  whereas  the  Achilles  reflex  may  be  greatly 
diminished  or  actually  absent  when  the  herni- 
ation pressures  upon  the  5th  lumbar  root.  Char- 
acteristically there  is  a marked  change  in  the 
Achilles  reflex  when  the  1st  sacral  root  is  af- 
fected. To  elicit  the  patellar  reflexes  the  patient 
should  be  lying  supine  or  sitting  up  with  legs 
hanging  over  the  side  of  the  table.  The  most 
favorable  position  for  careful  evaluation  of  the 
Achilles  reflex  is  with  the  patient  prone,  the 
knee  held  passively  flexed  by  the  examiner  who 
then  has  complete  control  over  the  position  of 


the  leg,  foot,  and  ankle  joint.  Various  tests 
may  be  used  to  put  the  sciatic  nerve  and  its 
roots  on  the  stretch,  the  commonest  being  the 
Lasegue  test.  In  this  maneuver  the  patient  is 
on  his  back.  The  thigh  is  passively  flexed  on 
the  abdomen  by  the  examiner,  who  then  gradu- 
ally extends  the  leg  upon  the  thigh.  A point  is 
reached  at  which  the  patient  experiences  his 
characteristic  radiations  of  pain.  A slight  sud- 
den dorsiflexion  of  the  foot,  at  this  point  will 
further  increase  the  pain  in  the  same  dermatome. 

The  sensory  changes  are  among  the  most 
reliable  of  all  signs  in  the  presence  of  a her- 
niated intervertebral  disc.  The  patient  fre- 
quently complains  of  a feeling  of  numbness 
or  “pins  and  needles”  sensation  in  the  area 
supplied  by  the  root  that  is  mainly  involved, 
and  that  same  area  is  usually  the  distribution 
of  the  principle  pain.  Sncli  paresthesia  may  be 
intermittent  or  permanent.  On  testing  with 
light  pin  prick  and  with  a wisp  of  cotton  one 
may  frequently  outline  an  area  of  actual  sen- 
sory loss  in  the  isolated  supply  of  the  particular 
l'oot  involved,  and  it  is  common  for  the  hypal- 
gesia  and  hypesthesia  to  extend  beyond  the  one 
segment  into  the  neighboring  one  above  and 
below.  Also,  it  must  be  remembered  that  there 
is  some  variation  between  individuals  in  the 
pattern  of  skin  changes,  the  lesion  being  at  the 
same  level.  For  instance,  the  patient  with  a 
herniated  disc  between  L.  5 and  S.l  usually 
complains  of  numbness  in  the  lateral  portion 
of  the  calf,  and  into  the  lateral  surface  of  the 
heel.  Yet  another  patient  with  a lesion  at  the 
same  location  may  complain  of  his  major  pain 
at  the  base  of  the  great  toe,  or  the  pain  may 
be  in  the  buttock  and  thigh,  with  only  numb- 
ness on  the  dorsum  of  the  foot.  It  is  interesting 
to  note  the  variations  in  different  good  texts 
of  anatomy  where  the  innervation  of  the  various 
dermatomes  is  illustrated. 

The  neurological  changes  accompanying  the 
cervical  herniation  are,  as  in  the  lumbar  lesions, 
dependent  upon  the  exact  root  involved.  Changes 
in  deep  tendon  reflexes  are  less  pronounced, 
however,  and  it  is  not  so  much  motion  of  the 
extremity  as  it  is  motion  of  the  neck  which 
aggravates  the  pain.  Percussion  over  the  in- 
volved spinous  processes  may,  but  not  charac- 
teristically so,  produce  a radiation  of  the  pain. 
The  patient  usually  complains  of  weakness  or 
clumsiness  in  executing  the  finer  hand  move- 
ments, and  he  may  actually  show  some  atrophy 
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of  the  small  hand  muscle  or  the  muscles 
of  the  forearm.  When,  on  testing  for  mo- 
tor weakness  of  the  triceps  or  biceps,  actual 
weakness  is  found,  one  may  also  expect  to  find 
diminution  of  the  deep  tendon  reflexes.  When 
the  6th  cervical  root  is  involved  the  pain  usually 
shoots  into  the  thumb,  but  it  may  also  involve 
the  forefinger,  and  the  sensory  changes  will 
be  found  on  the  dorsum  of  the  thumb  and  the 
interspace  between  the  thumb  and  the  fore- 
finger. If  the  next  root  lower  is  involfed  the 
pain  usually  radiates  into  the  forefinger,  but 
it  may  also  involve  the  thumb  and  middle 
finger — or  indeed  the  whole  hand  according  to 
the  patient  ’s  estimation,  and  the  sensory  changes 
will  be  greatest  on  the  palmar  surface  of  the 
index  finger. 

The  tone  of  the  anal  ring  has  not  been  found 
to  be  of  significance  in  the  diagnosis  of  herniated 
lumbar  intervertebral  disc.  There  usually  are 
no  related  urinary  or  bowel  complaints,  patho- 
logical reflexes  do  not  occur,  and  the  general 
health  of  the  patient  is  not  commonly  affected. 

Among  the  mechanical  methods  of  diagnosis 
one  must  consider  the  study  of  the  cerebrospinal 
fluid.  On  spinal  puncture  the  manometries  are 
not  commonly  changed,  though  there  may  be 
a partial  block  with  a large  herniation,  and  we 
have  seen  two  patients  with  complete  mano- 
metric  block  and  the  sudden  onset  of  paraplegia 
with  large  herniations  at  the  3rd  lumbar  inter- 
space. The  larger  central  cervical  herniations 
frequently  produce  manometric  changes,  but 
they  usually  produce  such  clearcut  neurologi- 
cal signs  of  cord  compression  that  their  specific 
discussion  here  is  not  necessary.  The  spinal 
fluid  shows  some  slight  increase  in  total  pro- 
tein content  in  about  one-half  the  patients,  but 
this  is  regarded  as  not  too  reliable  criterion. 

The  use  of  x-ray  is  very  important  in  the 
diagnosis  of  a herniated  intervertebral  disc.  In 
the  cervical  region  one  finds  usually  a distinct, 
narrowing  of  the  space  as  seen  in  lateral  pro- 
jection, with  a loss  of  the  normal  cervical 
lordosis  and  even  a slight  hyphos  at  the  spinous 
processes  of  the  two  involved  vertebrae.  X-ray 
pictures  of  the  lumbar  spine  are  frequently 
disappointing  so  far  as  actual  bony  changes 
are  concerned,  and  in  the  presence  of  good 
clinical  signs,  and  with  lateral  operative  verifi- 
cation of  the  lesion,  there  may  be  no  evidence 
whatsoever  of  local  narrowing.  Such  narrowing 
often  does  occur,  however,  and  again  there  may 


be  seen  a flattening  of  the  lumbarcurve  as  was 
noted  when  the  patient  was  examined  in  the 
standing  position.  Seen  in  the  antero-posterior 
position,  scoliosis  aAvay  from  the  side  of  the 
lesion  may  be  found,  with  particular  narrowing 
on  the  side  of  the  herniation.  It  is  difficult  to 
say  what,  if  any,  is  the  significance  of  the 
frequently  found  spinal  bifida  occulta  in  vary- 
ing degrees  of  severity  in  the  arch  of  the  5th 
lumbar  vertebra  or  that  of  the  1st  sacral. 

Because  of  the  ease  of  the  test  and  its  re- 
liable results,  pantopaque  myelography  has 
practically  replaced  myelography  with  either 
lipiodal  or  air.  It  causes  minimal  arachnoidal 
irritation,  it  is  readily  withdrawn  from  the 
lumbar  dural  sac,  and  it  is  even  absorbable  in 
small  quantity.  In  our  clinic  it  is  used  almost 
routinely  in  the  diagnosis  of  lumbar  herniated 
intervertebral  disc  when  there  is  clinical  evi- 
dence of  such  a lesion.  When  the  shadow  of 
oil  is  viewed  flouroscopically  as  well  as  in  the 
spot  films,  there  can  be  no  doubt  as  to  accuracy 
of  localization,  and  we  have  on  many  occasions 
been  positive  that  the  herniation  was  at  one 
level,  only  to  find  it  at  a neighboring  level  in- 
stead when  myelography  was  performed,  and 
still  later  to  find  operative  proof  of  the  truth 
of  the  myelographical  findings.  Furthermore, 
we  have  by  tins  method  been  able  to  discover 
multiple  discs  which  could  by  no  means  have 
been  done  so  accurately  by  physical  examination 
alone. 

The  introduction  of  pantopaque  into  the 
cistern  magna  for  the  diagnosis  of  cervical  her- 
niation is  not  necessary.  The  plain  x-ray  pictures 
and  physical  examination  will  locate  the  lesion 
accurately.  But  more  important,  such  a pro- 
cedure has  several  definite  contraindications. 
Many  patients  have  been  seen  who,  following 
this  test,  have  much  residual  pantopaque  scat- 
tered about  in  the  basilar  cisterns  where  it  is 
encysted  in  the  arachnoidal  membranes.  It  has 
even  been  seen  with  the  ventricles.  It  is  com- 
monly found  along  the  root  sheaths  of  the 
cervical  and  thoracic  roots  where  its  presence 
may  give  rise  to  perasistent  local  pain,  as  its 
presence  intracranially  is  believed  to  cause 
chronic  low-grade  headache.  The  medico-legal 
implications  of  such  residual  masses  need  no 
explanation. 

Many  of  the  symptoms  of  a herniated  nucleus 
pulposus  may  be  caused  by  entirely  different 
lesions,  though  the  combination  of  symptoms 
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as  presented  is  usually  characteristic  of  the 
herniation.  Sacroiliac  disease,  lumbosacral  in- 
jury, spondylolisthesis,  the  so-called  facet  syn- 
drome, congenital  malformations,  hypertrophic 
osteoarthritis,  and  other  typically  orthopedic 
entities  may  be  confused  with  a herniated  in- 
tervertebral disc.  The  commoner  neurological 
disorders  to  be  differentiated  from  a herniated 
disc  are  extramedullary  tumors  of  the  cord, 
fibiomas  or  neuromas  of  the  roots  of  peripheral 
nerves,  and  peripheral  nerve  tumors.  Such  dif- 
ferential diagnosis  is  usually  not  a difficult 
problem. 

The  treatment  of  herniation  of  an  interverte- 
bral disc  is  surgical  removal,  as  would  be  the 
treatment  for  any  other  extramedullary  mass 
causing  symptoms  of  pressure  and  irritation. 
Intensive  physical  therapy  usually  increases  the 
pain.  Braces,  casts,  and  Buck’s  extension  are 
to  no  avail.  Rest  in  bed  frequently  gives  relief 
so  long  as  the  patient  is  actually  in  bed. 

The  anesthesia  used  for  the  operative  re- 
moval of  the  disc  may  vary  according  to  the 
experience  of  the  surgeon,  but  local  anesthesia 
alone,  local  with  avertin,  or  endotracheal  ether 
all  serve  very  well.  Through  a midline  incision 
the  muscles  and  fascia  are  elevated  from  the 
spines  and  laminae  of  the  two  involved  vertebrae 
and  a mechanical  retractor  is  used  to  give  the 
proper  exposure.  At  the  affected  interspace  on 
the  involved  side,  a small  bit  of  the  lower  bor- 
der of  the  upper  lamina  is  removed  as  well  as 
an  equally  small  amount  of  the  upper  edge  of 
the  lower  lamina.  Sometimes  it  is  necessary  to 
remove  bone  from  but  one  of  these  laminae  to 
effect  a sufficiently  large  exposure.  Care  is 
taken  not  to  disturb  the  articular  facets.  The 
ligamentnum  flavum  is  incised,  the  dural  sac  and 
root  are  retracted  off  the  herniating  mass,  and 
the  latter  is  then  extracted  by  special  forceps. 
It  is  well  to  inspect  the  interspace  with  forceps 
to  search  for  remaining  loose  but  unextruded 
fragments  of  disc  material,  and  light  curette- 
ment  of  the  space  will  assure  that  a thorough 
debridement  of  the  space  is  done.  Care  must  be 
taken  not  to  curet  too  far  anteriorward.  Fol- 


lowing this  the  root  will  fall  back  into  place  in 
a slack  manner,  and  the  unopened  dural  sac 
will  lie  loosely  and  freely  in  place.  Closure  is 
with  black  silk  sutures  in  anatomical  layers.  The 
patient  is  kept  flat  in  bed  on  bed  boards  for 
eight  days,  following  which  he  is  allowed  a back 
rest,  and  by  the  10th  or  11th  day  is  allowed  to 
walk.  Physical  therapy  to  strengthen  and  keep 
supple  the  back  and  leg  muscles  is  begun  at 
the  end  of  2 weeks  after  surgery,  and  this  is 
continued  by  the  patient  for  4 or  5 weeks  after 
his  discharge  from  the  hospital.  Heavy  work 
is  prohibited  for  at  least  2 months  after  sur- 
gery. 

It  is  not  common  neurosurgical  practice  to 
fuse  such  spines  either  by  removal  of  the  ar- 
ticular facets  locally  or  by  placing  free  grafts 
along  the  laminae.  The  practice  of  the  insertion 
of  bone  wedges  between  the  vertebral  bodies 
or  laminae  has  largely  been  discontinued.  How- 
ever, many  neurosurgeons  do  seek  the  aid  of 
orthopedic  surgeons  in  certain  selected  patients 
in  whom  it  seems  wise  to  perform  fusion.  Many 
orthopedic  surgeons  feel  that  fusion  is  the 
safe  and  proper  procedure  and  therefore  rou- 
tinely fuse  the  spine  locally  after  removal  of 
a herniated  disc.  There  is  no  doubt  but  that 
the  patient  is  in  most  instances  completely  freed 
of  his  root  pain  immediately  following  removal 
of  the  mass  without  fusion,  and  in  many  such 
patients  there  is  no  recurrence  of  the  root  pain 
or  persistence  of  low  back  pain.  The  only  man- 
ner in  which  the  value  of  fusion  can  be  demon- 
strated is  by  the  comparison  of  a large  group 
of  patients  carefully  operated  upon  and  observed 
for  two  to  five  years  post-operatively  in  whom 
only  the  disc  has  been  removed,  with  another 
such  group  who  have  had,  in  addition,  the  opera- 
tion of  spinal  fusion.  The  neurosurgical  atti- 
tude is  that  the  majority  of  patients  are  cured 
by  the  simple  removal  of  the  mass  together  with 
proper  post-operative  care,  and  that  if  signs 
of  instability  appear  later,  or  if  relief  from 
pain  is  not  complete,  fusion  can  be  carried  out 
as  a second  operation  without  any  difficulty  or 
complication. 
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f'vNLY  a small  percentage  of  the  patients 
with  back  pain  have  a protruded  disc  as 
the  underlying  canse.  This  lesion,  nevertheless, 
is  extremely  common  and,  because  of  the  dra- 
matic relief  afforded  by  surgery,  it  is  important 
that  the  general  practitioner  be  familiar  with 
the  syndrome  so  that  the  condition  may  be 
suspected  or  ruled  out  with  reasonable  accuracy. 
Usually  this  can  be  done  on  history  and  clinical 
findings  alone. 

ANATOMY 

The  intervertebral  disc  is  composed  of  a soft, 
pulpy  center,  the  nucleus  pulposus,  and  a tough 
outer  rim  called  the  annulus  fibrosus.  Protru- 
sion of  the  nucleus  occurs  as  a result  of  injury 
or  weakness  of  the  annulus,  with  resulting  es- 
cape of  the  nucleus.  Herniations  may  occur  in 
almost  any  direction.  Anterior  and  lateral  her- 
niations, and  herniations  into  the  body  of  the 
vertebra,  frequently  produce  few  symptoms, 
but  posterior  herniations  may  compress  one  or 
more  of  the  eauda  equina  roots,  giving  sciatic 
pain  or  causing  pressure  upon  the  sensitive 
posterior  longitudinal  ligament,  resulting  in 
back  pain.  Both  types  of  pain  may  be  clearly 
demonstrated  during  operation  under  local  an- 
esthesia. Posterior  protrusions  may  occur  in 
the  midline,  but  more  often  the  midline  strength 
of  the  posterior  longitudinal  ligament  causes 
them  to  deviate  to  one  side  or  the  other,  and 
for  this  reason  the  sciatic  syndrome  is  usually 
unilateral.  In  some  cases  the  dislocation  travels 
not  only  posteriorly  but  also  may  override  the 
body  of  the  vertebra  so  that  the  herniation 
finally  lodges  as  much  as  a quarter  of  an 
inch  above  or  below  the  intervertebral  space. 
Such  herniation  is  easy  to  miss  at  surgery  un- 
less looked  for.  Adhesions  are  likely  to  form 
between  the  disc  and  the  compressed  nerve  root, 

DIAGNOSIS 

A good  history  is  of  itself  almost  sufficient 
evidence  for  a diagnosis.  About  45%  give  a 
history  of  definite  injury  such  as  a fall,  lifting 
something  heavy,  ’or  a blow  to  the  back  or 
buttocks.  Low  back  pain  usually  precedes  the 
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onset  of  sciatic  pain  by  days  or  weeks.  Occa- 
sionally sciatic  pain  alone  is  present.  This 
usually  radiates  down  over  the  hip,  back  of 
the  thigh,  posterolateral  aspect  of  the  calf,  and 
into  the  heel  and  lateral  border  of  the  foot. 
If  the  disc  protrusion  is  at  the  lumbar  fourth 
instead  of  the  lumbar  fifth  interspace,  the 
pain  in  the  foot  is  usually  over  the  dorsum 
and  into  the  first  toe.  The  patient  is  unable 
to  bend  over,  and  bending  to  the  side  { par- 
ticularly the  side  of  the  lesion)  produces  sci- 
atic pain.  Coughing  and  sneezing  cause  sciatic 
pain,  and  the  patient  often  obtains  most  relief 
from  standing  or  lying  down.  A sensation  of 
numbness  in  the  skin  over  the  painful  area 
is  often  present.  The  symptoms  tend  to  im- 
prove with  rest  and  recur  on  exertion. 

The  most  important  finding  on  physical  ex- 
amination is  sciatic  pain  on  straight  leg  rais- 
ing, with  inability  of  the  patient  to  tolerate 
more  than  20  degrees  elevation.  Pressure  just 
lateral  to  the  spinous  processes  over  the  hernia- 
tion will  reproduce  the  sciatic  pain  provided 
the  interspace  is  large  enough  to  transmit  pres- 
sure to  the  nerve  beneath.  Diminished  pain 
se  nse  along  the  lateral  border  of  the  leg,  lateral 
border  of  the  foot  (lumbar  fifth)  or  dorsum  of 
the  foot  (lumbar  fourth)  together  with  an 
absent  achilles  reflex  make  up  the  four  main 
symptoms  (Figure  1).  In  addition  to  these,  pain 
may  be  produced  by  bending  the  trunk  to  the 
side  of  the  lesion.  Jugular  compression  (Naff- 
ziger’s  sign)  may  reproduce  the  sciatic  pain. 
Atrophy  of  the  leg  may  be  present  in  severe 
cases.  The  less  frequent  discs  at  other  levels 
produce  appropriate  signs  and  symptoms.  Oc- 
casionally there  is  no  sciatic  pain  and  the  di- 
agnosis cannot  be  made  without  myelography. 

X-RAYr 

Flat  plates  of  the  lumbosacral  spine  are  not 
too  helpful,  although  narrowing  of  the  inter- 
space at  the  lumbar  fourth  level  may  be  of  some 
help.  Narrowing  at  the  lumbar  fifth  level  occurs 
too  often  to  have  much  significance.  So-called 
arthritic  changes  do  not  rule  out  a disc  pro- 
trusion and  are  even  caused  by  disc  disease  of 
long  standing.  Congenital  anomalies,  such  as 
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Fig.  1.  Signs  of  Protruded  Intervertebral  Disc. 


a sacralized  vertebra,  spina  bifida  occulta,  or 
spondylolisthesis,  do  not  eliminate  a disc  pro- 
trusion, but  these  factors  need  to  be  taken  into 
consideration. 

Myelography  with  pant  opaque  offers  good 
confirmatory  evidence  of  disc  herniation.  Pan- 
topaque  (3cc.)  is  injected  into  the  canal,  usually 
at  the  third  lumbar  interspace,  and  different 
levels  of  the  dural  sac  are  examined  under  the 
fluoroseope.  Pictures  are  usually  taken  of  all 
the  lumbar  interspaces.  A typical  filling  defect 
(Figure  2)  is  caused  by  the  protrusion,  although 
a distorted  nerve  root  is  just  as  good  evidence 
if  it  is  marked  enough.  Tt  is  well  to  bear  in  mind 
that  a laterally  placed  herniation  may  not  alter 
the  appearance  of  the  sac ; therefore,  a negative 
myelogram  has  no  significance.  During  the  pro- 
cedure tiie  needle  is  left  in  place  and  the  panto- 
paque  is  removed  after  the  plates  have  been 
seen. 

TREATMENT 

At  least  50%  of  disc  protrusions  will  recover 
with  conservative  treatment  and,  for  this  reason, 
it  is  probable  that  all  of  these  patients  should 
be  seen  by  the  orthopedic  surgeon.  Diathermy, 
rest  in  a hard  bed  (boards  under  mattress), 


and  a back  brace  may  allow  the  condition  to 
recover.  If  improvement  is  not  marked  in 
thirty  to  sixty  days,  surgery  should  be  con- 
sidered. With  careful  neurosurgical  technique 
the  operation  is  no  longer  a serious  one.  Fre- 
quently no  bone  is  removed.  After  careful  sep- 
aration of  the  root  from  the  adherent  nucleus, 
the  protruding  part  usually  can  be  lifted  out 
and  the  remainder  of  the  nucleus  removed.  Most 
patients  feel  well  enough  to  be  up  on  the  sixth 
day,  and  may  be  discharged  on  the  seventh.  The 
general  feeling  in  regard  to  spinal  fusion  seems 
to  be  that  it  should  be  done  only  if  there  is 
evidence  of  an  unstable  back,  or  some  sever 
congenital  anomaly  such  as  spondylolisthesis. 
ANALYSIS  OF  CASES 
(From  Medical  Records  and  Annals) 

Since  1936,  I have  operated  upon  278  pa- 
tients for  the  disc  syndrom  with  no  mortality. 
Of  these,  162  were  operated  upon  in  1943,  1944, 
and  1945.  For  purposes  of  statistics  we  have 
studied  all  of  our  office  records  for  these  three 
years,  including' operated  and  unoperated  cases. 
During  this  time,  there  were  192  records  which 
were  definite  in  diagnosis.  Tables  were  com- 
piled for  age,  sex,  occupation,  history  of  injury, 
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per  cent  operated,  location  of  disc,  result  of 
operation,  and  the  causes  of  recurrence.  Of  192 
cases,  116  were  operated  upon.  The  results  were 


as  follows 

Age 

No.  Patients 

Sex 

No.  Patients 

Under  20 

2 

Male 

148 

20-30 

22 

Female 

44 

30-50 

144 

Over  50 

24 

■ (oldest  78 

years) 

Occupation 

No.  Patients 

Injury 

No.  Patients 

Sedentary 

88 

History  Positive 

86 

Heavy 

87 

No  history 

Not  classified 

17 

of  injury 

106 

LOCATION  OF  DISC 

Level 

Right 

Left  Total 

L5  . 

49 

71  120 

L4  

40 

23  63 

L3 - 4 


L2  1 

Midline  4 


CAUSES  OF  RECURRENCE  OF  SYMPTOMS 

(Reoperated  Cases) 


Symptoms 

Operative  Findings 

Procedure 

Results 

1.  Scoliosis- 

Scar  in  nerve 

root 

Posterior  root 

Excellent 

sciatic  pain 

sectioned 

2.  Back  and 

Sterile  abscess 

Drainage 

Good 

sciatic  pain 

(30  days) 

3.  Lumbar  and 

Second  herniation. 

Removed  disc, 

sciatic  pain 

adhesions  - 
hyperostosis 

decompression 

Good 

4.  (Wt.  260  lbs.) 

Lumbar  and 

Decompression 

sciatic  pain 

Adhesions 

fusion 

Poor 

5.  Lumbar  and 

Posterior  root 

sciatic  pain 

Scar  in  nerve 

root 

sectioned 

Good 

6.  Sciatic  pain 

Scar  in  nerve 

root 

Posterior  root 
sectioned 

Good 

7.  Sciatic  pain 

Scar  in  nerve 

root 

Posterior  root 
sectioned 

Fair 

In  the  period  1943,  1944  and  1945,  I saw  one 
thoracic  and  13  cervical  discs,  three  of  which 
were  operated  upon.  These  totals,  however,  are 
not  included  in  the  foregoing  tables. 


RESULTS  OF  OPERATION 


Classification 

Excellent 

Good 

Fair 

Good 

Total 

All  types 

18 

69 

22 

7 

116 

Compensation  cases 

3 

21 

5 

2 

31 

Private  cases 

15 

48 

17 

5 

85 

Sedentary 

9 

34 

11 

3 

57 

Heavy  labor 

9 

37 

10 

3 

59 

Mortality 







0 

An  excellent  result  means  no  symptoms ; good 
means  able  to  resume  former  occupation ; fair 
means  able  to  work  at  reduced  efficiency ; and 
poor  means  little  or  no  improvement. 

COMMENT 

There  are  a number  of  aspects  to  the  herniated 
disc  problem  which  as  yet  are  unsolved.  Some 
of  the  patients  not  only  have  a disc  injury  but 
a bad  back  as  well,  and  fusion  may  be  necessary. 
It  is  my  feeling  now  that  fusion  should  be  done 
only  in  those  cases  with  a definitely  unstable 
back,  but  this  view  may  have  to  be  revised  later. 
Whether  or  not  to  do  a pantopaque  myelogram 
in  all  cases  is  also  an  undecided  question.  In  a 
classical  case  it  is  not  necessary,  but  occasionally 


Fig.  2.  Typical  Filling  Defect  in  Pantopaque  Myelogram  Caused  by  a Pro- 
truded Disc  of  the  Lumbar  5th  Interspace. 
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a second  disc  will  be  disclosed,  and  it  is  worth 
something  to  have  absolute  proof  before  surgery 
is  undertaken.  The  cause  for  failure  of  surgery 
in  some  cases  needs  further  investigation.  The 
findings  and  results  in  seven  reoperated  cases 
indicate  that  reoperation  was  worth  while. 

I have  been  puzzled  as  to  how  much  the  e peo- 
ple should  be  allowed  to  do  after  recovery  from 
operation.  Many  of  them  are  able  to  engage  in 
any  form  of  exercise  or  heavy  work.  Some  will 
complain  of  transient  soreness  in  the  back  if  they 
overdo  themselves,  and  a few  are  comfortable 
only  if  they  are  careful. 

SUMMARY  AND  CONCLUSIONS 
The  disc  syndrome  is  now  so  well  understood 
that  diagnosis  and  treatment  have  become  stan- 


dardized.) Emphasis  should  be  placed  on  con- 
servative treatment,  but  when  a patient  has  suf- 
fered over  a long  period  of  time,  or  if  he  is 
in  extreme  pain,  surgery  should  cause  no  fear. 
With  careful  technique  the  period  of  disability 
is  short  and  relief  from  pain  frequently  immedi- 
ate. Since  most  of  the  protrusions  occur  at  the 
lumbar  fourth  or  fifth  interspace,  a typical  sci- 
atic syndrome  is  produced.  Nearly  every  patient 
who  has  prolonged  or  recurring  low  back  and 
sciatic  pain  is  suffering  from  a disc  protrusion, 
but  if  he  is  suffering  back  pain  alone,  there  are 
a number  of  orthopedic  conditions  which  may  be 
responsible  instead  of  a disc.  Cooperation  of  the 
orthopedic  surgeon  and  the  neurosurgeon  is 
necessary  for  the  best  interest  of  the  patients. 

521  Medical  Arts  Bldg. 


STUDIES  OF  SYPHILIS  SEROLOGY 

I.  pH  CONTROL  AND  ITS  EFFECT  ON 
SENSITIVITY  OF  FLOCCULATION- 
PRECIPITATION  TESTS 

EDWARD  L.  BREAZEALE1,  M.  S. 

Tucson,  Arizona 
L.  F.  PIERVE2,  Ph.  D. 

Los 


TJ1  VEN  though  the  serodiagnosis  of  syphilis 
dates  back  to  Wassermann’s  Neisser’s  and 
Bruek’s  work  as  early  as  1906,  we  are  still 
very  much  in  the  dark  as  to  the  real  mechanism 
of  the  tests  as  we  know  them  today.  There  has 
been  a tremendous  amount  of  work  done  on 
the  problem  and  the  present  day  methods  are 
a great  improvement  over  the  original  tests. 
However,  a great  deal  of  our  present  methods 
are  still  by  “rule  of  thumb”  with  no  real  ex- 
planation as  to  the  reason  behind  them. 

Experiences  in  this  and  other  laboratories 
have  led  us  to  believe  that  some  of  the  most 
fundamental  points  have  been  overlooked  in 
previous  experimentation.  We  have  repeatedly 
noted  that  the  same  sera  run  by  three  different 
laboratories  would  yield  different  results  even 
though  the  same  antigen  was  used  by  all  three 
serologists.  The  one,  and  only  one,  variation 
among  the  three  laboratories  being  the  dis- 
tilled water  and  the  saline.  On  careful  checking 
it  was  found  that  the  three  laboratories  used 

1.  Arizona  Serological  Laboratories,  Tucson.  Arizona. 

2.  L F Pierce  Laboratories.  Los  Angeles,  Calif 


Angeles 

NaCl  from  the  same  source  (Baker’s  Analysed 
Analytical  Grade)  which  brought  the  question 
down  to  the  distilled  water.  On  further  check- 
ing we  found  that  the  pH  of  the  water  varied 
from  5.9  to  7.1  and  that  the  saline  varied  from 
4.8  to  7.8,  and  in  one  incidence  as  high  as  8.5 
These  facts  led  us  to  believe  that  the  ultimate 
pH  of  the  saline  was  a vital  point  in  determin- 
ing the  value  of  any  serological  test  and  es- 
pecially so  in  the  Kahn  technique. 

EXPERIMENTAL 

The  experimental  data  reported  in  this  paper 
was  divided  into  two  sections : I.  Effect  of  the 
pH  of  the  saline  on  the  titre  of  the  antigen,  and 
II.  Its  effect  on  the  test  proper.  Each  section 
will  be  discussed  separately. 

I.  Effect  of  saline  pH  on  the  antigen 

A series  of  six  different  antigens  were  used 
for  this  experiment.  These  antigens  were  col- 
lected from  the  various  laboratories  and  are 
listed  below  along  with  their  source  and  titre 
as  given. 
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Lot  Title 

1.  University  of  Michigan  ....93  A 1.3 

2.  University  of  Michigan  ....  95  B 1.4 

3.  United  States  Army  1.4 

4.  University  of  Michigan  ....88  A 1.35 

5.  U.  S.  Veterans'  Hospital  . . . 2.30 

6.  Lederle 1.50 


Saline  was  made  up  to  contain  0.90%  NaCl 
and  its  pH  adjusted  to  give  a range  of  from 
2.00  to  10.00 — adjustment  on  the  acid  side 
being  accomplished  by  the  addition  of  N/20 
HC1  and  on  the  alkaline  side  by  N/50  NaOH. 
Each  antigen  was  then  diluted  with  the  saline 
solutions  according  to  the  recommended  titres 
furnished  for  that  particular  antigen.  The  re- 
sultant pH  was  then  determined  by  use  of  a 
model  G Beckman  pH  meter.  The  results  are 
given  in  Table  I. 

The  figures  obtained  by  the  above  experi- 
ment tend  to  show  that  any  saline  pH  between 
about  5.0  and  8.0  is  satisfactory  for  the  prepara- 
tion of  the  antigen.  The  series  of  antigens  were 
then  titred  following  the  recommended  method 
of  Kahn1,  using  a saline  with  a pH  of  7.00 
and  the  resulting  pH  of  the  various  samples 
determined.  The  results  of  these  experiments 
are  given  in  Table  II. 

IT.  Effect  on  the  test  proper 

Saline-antigen  suspensions  were  prepared 
using  9 different  saline  solutions  ranging  in 
pH  from  3.50  to  10.00 ; the  same  antigen  was 
used  throughout  (antigen  #4).  One  hundred 
sera  were  examined  with  these  9 antigen  emul- 
sions— all  run  simultaneously  under  identical 
conditions.  The  same  saline  was  used  in  eacli 
case  to  dilute  the  final  serum-antigen  mix  as 
was  used  to  dilute  the  particular  antigen.  A 
series  of  5 representative  sera  are  reported  in 
Table  III. 

The  histories  of  the  sera  used  in  these  ex- 
periments are  as  follows : 

Serum,  1 — serum  obtained  from  the  author — 
control  reaction  negative 

Serum.  2 — serum  obtained  from  the  local  V.  D. 
Clinic  from  a patient  under  treatment — control 
reaction  1 + 

Serum.  3 — serum  obtained  from  a beauty 
parlor  operator — clinically  and  serologically 
negative  for  syphilis 

Serum  4 — serum  obtained  from  a treated 
case  of  syphilis,  6 months  treatment — control 
reaction  ( + ) doubtful 


Serum  5 — serum  obtained  from  known  syphi- 
litic— control  reaction  4+  with  256  Kahn  units 

TABLE  I 

Effect  of  the  pH  of  Saline  on  the  Final  pH 


of  the  Antigen 
pH  of  Saline 


ANTIGEN  No. 

2.0 

3.5 

4.5 

5.5 

6 5 

7.0 

8.0 

1l5 

10.0 

5.40 

5.60 

5.65 

5.70 

5.70 

5.70 

5.72 

5.76 

5.80 

2 

5.73 

5.31 

5.S5 

5 85 

5.85 

5.85 

5.85 

5 86 

5.88 

s 

5.40 

5.60 

5 65 

5.70 

5.70 

5 70 

5.79 

5.76 

5.80 

4 * 

5.40 

5 60 

5.65 

5.70 

5.70 

5.70 

5.72 

5.76 

5.80 

5* 

5.20 

5 48 

5.50 

5.50 

5.50 

5 50 

5.50 

5.50 

5.60 

6* 

5.23 

5.51 

5.56 

5.56 

5.56 

5.56 

5.56 

5.56 

5.62 

pH  of  antigen  before  sensitization  7.00 


DISCUSSION 

There  has  been  considerable  evidence  that 
the  antigen  in  the  various  syphilitic  tests  is 
functioning  as  an  organic  zeolite  and  that  in 
the  positive  sera  there  is  an  excess  of  divalent 
bases,  probably  calcium  (1  to  6)  responsible 
for  producing  the  floe.  The  antigen  is  balanced 
against  a sodium  base  (NaCl)  when  it  is  sen- 
sitized just  prior  to  performing  the  test.  In  a 
negative  sera  there  is  little  or  no  appreciable 
replacement  of  the  Na  on  the  antigen  and  there- 
fore, it  remains  in  the  monovalent  phase  which 
is  dispersed  since  the  Na  :Ca  balance  in  the 
sera  is  not  upset  in  the  sera.  In  the  case  of  a 
seropositive  sample  the  picture  is  entirely  dif- 
ferent— the  monovalent : divalent  balance  must 
be  upset ; either  one  of  three  changes  have  taken 
place — (a)  the  ( Na ) + has  remained  constant 
and  the  (Ca)  + + increased,  or  (b)  the  (Na)  + 
has  decreased  with  the  (Ca)  + + remaining  con- 
stant, or  (c)  the  (Na)+  decreased  and  the  (Ca) 
+ + increased.  Under  any  of  the  above  conditions 
it  will  be  noted  that  the  Na  :Ca  ratio  has  been 
upset  and  therefore,  allows  the  (Ca)  + + to 
replace  the  base  (Na)+  on  the  antigen  and  pro- 
ducing a floe  and  a positive  reading. 

An  examination  of  Table  I shows  that  the  pH 
of  the  final  antigen  is  very  slightly  affected  by 
the  pH  of  the  saline  used  to  sensitize  the  mate- 
rial over  a range  from  3.5  to  9.5.  Regardless  of 
the  reactivity  of  the  antigen  and  the  diluent  the 
pH  of  the  final  product  remains  a relatively 
constant  figure  over  this  range  of  about  3 divi- 
sions on  either  side  of  neutrality.  When  we  con- 
sider these  figures  it  appears  odd  that  we  can 
mix  a solution  with  a pH  of  7.00  with  a solution 
ranging  in  reaction  of  from  3.5  to  9.5  and  pro- 
duce a suspension  with  a hydrogen  ion  concen- 
tration of  from  5.50  to  5.90.  If,  however,  we  con- 
sider the  “antigen”  a zeolitic  active  organic 
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compound  the  answer  is  relatively  simple.  The 
antigen  being  an  organic  compound  capable  of 
replacing  one  base  for  another  will  come  to  equi- 
librium with  the  medium  in  which  it  is  placed. 
If  the  zeolitic-like  antigen  is  placed  in  0.90% 
NaCl  just  so  many  (Na)+  will  be  picked  up  by 
the  antigen,  and  in  so  doing  the  antigen  must 
give  up  an  equivalent  amount  of  ions,  in  this 
case  obviously  an  acid  radical.  The  solution  will 
reach  an  equilibrium  up  to  a point  where  the 
antigen  is  completely  saturated  with  (Na)+,  the 
acid  radicals  then  begin  to  be  neutralized  by  the 
alkalinity  of  the  saline,  at  which  point  the  pH 
starts  to  rise  and  become  more  alkaline.  Ac- 
cording to  Table  I this  rise  is  not  great.  It  is 
approximately  0.4  pH  unit  to  each  antigen. 
The  lack  of  a sudden  rise  in  the  hydrogen  ion 
concentration  may  be  explained  as  a “buffering 
actions’’  of  the  zeolitic-like  activity  of  the  an- 
tigen. 

Having  determined  the  effect  of  the  reactiv- 
ity of  the  saline  on  the  pH  of  the  final  diluted 
antigen  the  effect  of  varying  the  titre  on  the  pH 
of  the  final  product  was  determined.  The  pH 
value  of  7.00  for  the  saline  was  chosen  in  order 
to  have  a simple  standard  and  one  easily  ob- 
tained. The  results  of  these  experiments  are 
given  in  Table  II.  It  will  be  noted  that  as  the 
concentration  of  salt  increases  the  pH  of  the 
final  product  is  lowered,  becomes  more  acidic 
in  nature  up  to  a point  when  there  is  a sharp 
break  in  the  curve  and  the  pH  rises. 

In  every  case  studied  the  lowest  point  in  the 
curve  occurred  at  that  point  where  the  same 
number  of  milliliters  of  saline  were  added  to 
the  antigens  as  were  indicated  on  the  bottle  as 
the  titre  of  that  particular  lot.  In  other  words 
the  “titre  figure”  of  an  antigen  is  the  index 


of  the  quantity  of  saline  which,  when  added  to 
1 ml  of  antigen,  will  produce  the  lowest,  or  most 
acidic,  pH  of  the  mixture  and  any  further  addi- 
tion of  saline  will  cause  a rise  in  reaction. 

By  definition1  “the  titre  of  an  antigen  is  the 
smallest  amount  of  saline  that  when  mixed  with 
1 ml  of  antigen  will  produce  aggregates  capable 
of  complete  dispersion  upon  the  addition  of  fur- 
ther salt  solution”.  In  other  words,  we  have  just 
added  sufficient  (Na)+  to  the  antigen  to  pro- 
duce a delicately  balanced  antigen  so  that  if  we 
add  a serum  that  does  not  have  the  true  balance 
of  Na  :Ca  and  in  which  the  ionic  calcium  has  been 
increased,  due  to  any  of  a number  of  causes,  the 
flocculation  will  become  fixed  and  will  not  be 
dispersed  on  further  addition  of  NaCl.  If,  on 
the  other  hand,  we  add  a normal  serum  to  such 
an  antigen  the  floe  will  still  be  present,  but  will 
be  broken  on  addition  of  NaCl.  BAom  our  ex- 
periments it  will  be  noted  that  the  titre  occurs 
at  that  point  where  the  resultant  pH  is  at  its 
lowest  (acidic).  We  would  expect  this  to  be  the 
case  for  as  we  add  a solution  containing  NaCl 
to  such  a zeolitic  active  substance  as  antigen  we 
have  created  conditions  favorable  for  saturating 
it  with  (Na)+.  In  the  “unsensitized”  state  this 
antigen  is  neutral  (pH  7.0)  that  is,  that  the  acid 
and  alkaline  radicals  are  balanced.  Into  such  a 
solution  we  introduce  an  excess  of  (Na)+,  re- 
placing the  (H)+  which  go  off  as  HC1  and  low- 
er the  pH  down  to  such  a point  that  the  antigen 
mix  becomes  stable,  or  a maximum  number  of 
(II)  have  been  replaced  and  from  that  point  on 
it  is  on  equilibrium  with  the  solution,  having  a 
tendency  to  become  more  nearly  neutral  or  al- 
kaline as  we  “dilute  out”  the  acid  radicals. 
Therefore,  we  have  chemically  determined  the 
titre  of  an  antigen  by  simply  determining  the 


TABLE  II 

The  Effect  of  Varying  the  Saline-Antigen  Ratio  on  the  pH  of  the  Resulting  Mix 
pH  Antigen  7.00;  pH  of  saline  7.00 


ml  of  Saline/  1ml  antigen 


Antigen  ^ 

0.6  0.7 

0.8 

0.9 

1.0 

1.1 

1.2 

1.3 

1.4 

1.5 

1.6 

1.7 

1.8 

1 

5.90  5.89 

5.85 

5.85 

5.85 

5.82 

5.80 

5.70 

5.75 

5.80 

5.88 

2 

6.30 

6.20 

6.15 

6.10 

6.05 

6.04 

6.00 

5.91 

5.95 

6.00 

3 

6.00 

5.98 

5.90 

5.88 

5.85 

5.80 

5.75 

5.70 

5.80 

5.85 

4 

6.10 

6.00 

5.95 

5.88 

1.35 

5.70 

5.78  5.75 

5.80 

5.84 

6 

5.60 

5.57 

5.54 

5.50 

5.50 

5.48 

5.47 

5.48 

5.50 

5.50 

ml  Saline 

1.9 

2.0 

2.1 

2.2 

2.3 

2.4 

2.5 

2.6 

2.7 

2.8 

5 

pH  of  suspension 

5.62 

5.52 

5.48 

5.48 

5.45 

5.47 

5.50 

5.50 

5.50 

5.50 

It  will  be  noted  that  dilutions  according  to  titres  of  manufacturer  gives  lowest  pH  in  Series  1. 
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TABLE  III 


Effect  of  the  pH  of  Saline  on  Kahn  test 
pH  of  Saline 


Serum  # 

3.5 

4.5 

5!5 

6.4 

7.0 

7.5 

8.0 

9.0 

10.0 

1 

2 + 

2 + 

+ 

Neg. 

Neg. 

Neg. 

Neg. 

Neg. 

Neg. 

2 

3+ 

3 + 

2 + 

2 + 

1 + 

+ 

Neg. 

Neg. 

Neg. 

3 

3+ 

3 + 

1 + 

1 + 

+ 

Neg. 

Neg. 

Neg. 

Neg. 

4 

4+ 

3 + 

2+ 

1 + 

+ 

Neg. 

Neg. 

Neg. 

Neg. 

5 

4+ 

4+ 

4+ 

4+ 

4+ 

3+ 

1 + 

+ 

Neg. 

Antigen  #4  used. 


smallest  amount  of  saline  that  when  added  to  1 
ml  of  antigen  will  give  the  lowest  pH  value  on 
the  mix,  which  is  the  iso  electric  point  for  that 
particular  suspension. 

The  last  section  of  these  experiments  has  a 
direct  bearing  on  the  practical  performance  of 
the  Kahn  and  similar  tests.  Table  III  gives 
the  results  obtained  by  using  salines  of  vary- 
ing pH  on  the  sensitivity  of  sera  of  differ- 
ent reactivity.  Saline  varying  from  a pH 
of  3.50  to  10.00  were  used  in  these  experi- 
ments. It  was  brought  out  in  an  earlier  part 
of  this  paper  that  the  pH  of  the  sensitized  an- 
tigen did  not  vary  to  any  great  extent  over  this 
range.  Therefore,  the  reaction  of  the  antigen 
mix  itself  could  not  explain  the  observed  phe- 
nomenon. As  the  saline  became  more  acidic  the 
more  sensitive  the  test  became  and  more  strong- 
ly positive  did  the  sera  become.  Since  the  pro- 
duction of  a floe  is  dependent  upon  the  zeolitic- 
like  complex  existing  as  the  divalent  salt,  or  as 
the  hydrogen  complex,  it  is  evident  that  if  the 
saline  is  on  the  acidic  side  the  further  addition 
of  this  saline  would  have  a tendency  to  make 
the  floe  more  stable  rather  than  to  disperse  the 
particles.  As  the  saline  becomes  more  alkaline 
there  will  be  fewer  (H)+  to  be  absorbed  by  the 
antigen  and  more  monovalent  ions  to  react, 
thereby  decreasing  the  sensitivity  of  the  antigen. 
From  these  experiments  it  must  be  conclud- 
ed that  for  the  most  satisfactory  performance  of 
the  various  flocculation-precipitation  tests  sa- 
line that  has-been  adjusted  to  a pH  of  6.85-7.00 
should  be  used. 

In  a recent  survey  of  a large  number  of  labor- 
atories using  the  various  flocculation-precipita- 
tion tests  it  was  found  that  the  reactivity  of 
the  saline  employed  ranged  from  5.3  to  7.9,  and 
sensitivity  of  the  tests  from  these  labora- 
tories followed  quite  closely  the  pH  of  the  saline. 


It  is  common  practice  to  use  the  Kline,  Mazzini 
or  similar  slide  test  for  screening  and  to  confirm 
the  tests  with  the  standard  Kahn.  Usually  one 
would  expect  that  the  Kahn  would  give  equal 
results  or  slightly  less  strong  than  the  Kline. 
However,  quite  frequently  we  receive  reports  of 
2-)--  Kline  and  3 — 4-]-  Kahns.  Wherever  we  have 
been  able  to  get  a check  it  has  been  found,  that 
the  saline  used  in  the  Kahn  test  is  well  on  the 
acid  side  of  neutrality,  the  more  strongly  acid, 
the  stronger  Kahn  reaction. 

By  the  use  of  various  inorganic  zeolites  it  has 
been  shown  that  the  active  ingredients  in  syphili- 
tic sera  is  a divalent  base,  probably  Calcium 
(lit  cit).  It  has  been  possible  to  utilize  this  point 
in  detecting  syphilitic  blood  even  in  very  early 
stages7.  Zeolitic  suspensions  when  saturated  with 
a mono  basic  ion  (Na,  Li,  K and  NHs)  are  dis- 
persed, while  when  saturated  with  a divalent 
base  (Ca,  Mg,  Ba)  are  flocculated.  Hydrogen 
tends  to  act  as  a divalent  ion  and  will  produce 
a floe.  When  a zeolite  containing  mono-basic 
ions  is  placed  in  a solution  rich  in  divalent  ions 
the  ions  on  the  zeolite  will  be  replaced  with  diva- 
lent ions  and  become  flocculated.  Evidence  is 
rapidly  accumulating  that  tends  to  show  that 
this  is  what  occurs  in  a syphilitic  sera. 

CONCLUSIONS 

1.  The  pH  of  the  saline  employed  will  not 
change  the  titre  of  an  antigen  over  a range  of 
3.5  to  9.5. 

2.  The  titre  figure  of  an  antigen  corre- 
sponds to  the  quantity  of  saline  that  when  mixed 
with  1 ml  antigen  will  produce  the  lowest  pH 
value  and  any  further  addition  of  saline  will 
cause  a rise  in  reactivity. 

3.  The  more  acidic  the  saline  the  more  posi- 
tive the  sera  become,  and  the  more  alkaline  the 
less  sensitive  the  test  becomes  over  the  range 
studied. 
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EARLY  AMBULATION  — POST-PARTUM 

CLARENCE  B.  WARRENBURG,  M.  II. 

Dept,  of  Obstetrics  and  Gynecology 
Lois  Grit  now  Memorial  Clinic 


TN  1941,  Dr.  Norman  F.  Miller1  of  Ann  Arbor 
A read  before  the  section  on  Obstetrics  and 
Gynecology  at  the  annual  meeting  in  Cleveland, 
a most  interesting  paper  entitled  “The  Perpetu- 
ation of  Error  in  Obstetrics  and  Gynecology.” 
Although  the  contents  of  Dr.  Miller’s  paper  are 
not  particularly  apropos  to  this  presentation,  his 
paper  is  mentioned  primarily  for  the  title  which, 
to  me,  is  an  especially  worthy  phrase  for  all  of 
us  to  give  consideration  to. 

The  perpetuation  of  error  is  found  in  every 
facet  of  human  endeavor,  but  the  specialty  of 
Obstetrics  and  Gynecology  seem  to  have  more 
than  its  share.  This  may  largely  be  due  to  the 
lack  of  understanding,  and  to  the  mystery  that 
has  always  cloaked  the  act  of  menstruation  for 
instance;  as  well  as  conception — the  period  of 
gestation — labor — delivery  and  the  puerperium. 

Those  of  you  who  have  not  actually  seen  an  ax 
under  the  bed  of  a woman  in  labor,  have,  at 
least,  heard  the  story  that  the  presence  of  the 
ax  is  efficacious  in  cutting  the  pains  of  labor. 

This  and  many  other  similar  practces  in  mid- 
wifery are  merely  referred  to,  to  indicate  the 
depths  to  which  lack  of  understanding  can  lie 
carried. 

Our  subject  today  is  early  ambulation  in  the 
puerperium.  According  to  Rot, stein2  of  Balti- 
more, the  exact  medical  regime  of  the  puer- 
perium has  varied  from  century  to  century  and 
from  one  social  class  to  another.  Obstetricians 
of  old  had  their  patients  lie  flat  on  their  backs 
for  fifteen  or  more  days  before  allowing  them 
out  of  bed.  Their  great  fear  was  uterine  prolapse. 

Presented  before  the  Lois  Grunow  Memorial  Lectures  in  Med- 
ical Science. 


Our  present  day  obstetricians  are  still  adhering 
to  this  mode  of  treatment,  in  part,  or  in  whole, 
with  few  variations. 

Wolveridge,  a writer  on  midwifery  in  the  17th 
century,  advised  the  women  to  keep  their  bed 
five  days  at  the  least,  after  delivery.  For  he 
sayeth  “I  know  Tis  usual  for  them  to  rise  at  the 
three  days’  end,  but  this,  to  be  sure,  the  longer 
women  contain  themselves  in  their  bed,  the  more 
secure  they  are  from  danger.” 

Charles  White,  of  Manchester,  England,  writ- 
ing in  the  18th  century,  challenged  the  practice 
of  keeping  patients  in  bed  for  a prolonged 
period  after  childbirth.  lie  states  “The  patients 
should  be  allowed  up  within  a few  hours  after 
childbirth.  The  sooner  the  patient  gets  out  of 
bed,  the  better,  and  this  should  not  be  deferred 
beyond  the  second  or  third  day  at  the  further- 
est.”  An  opposite  opinion  was  held  by  Gooch, 
who  in  1820  was  professor  of  obstetrics  at  St. 
Bartholomew’s  Hospital  in  London.  Gooch  cau- 
tioned his  students  not  to  allow  puerperal  wom- 
en out  of  bed  before  the  21st  day.  He  says  in 
his  book  on  midwifery  “For  three  weeks  after 
delivery  the  patient  should  be  kept  chiefly  in  the 
recumbent  position,  the  consequence  of  sitting 
up  soon  after  delivery  with  the  heavy  uterus 
suspended  in  the  facid  abdomen  will  be  a pro- 
lapsus of  this  organ.” 

Allowing  patients  out  of  bed  early  in  the  puer- 
perium has  not  enjoyed  wide-spread  adherence 
in  the  last  several  decades,  for  the  public  has 
been  educated  to  think  that  early  rising  in  the 
puerperium  was  prejudicial  to  health.  Until  re- 
cently, almost  all  doctors  have  shared  this  belief 
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without  attempting  to  prove  or  disprove  this 
point  otherwise. 

Credit  must  be  given  to  the  surgeon  for  the 
recent  stimulation  of  the  Medical  Profession  to 
renewed  consideration  of  early  ambulation  in 
post  operative  and  post  partum  patients.  Ac- 
cording to  Rosenblum3  of  Los  Angeles,  the  prac- 
tice of  early  ambulation  of  surgical  patients  is 
now  a widely  accepted  procedure,  and,  he  feels 
that  the  objective  and  underlying  principle  of 
the  post  operative  and  post  partum  patients  are 
intimately  related.  In  Rosenblum ’s  article,  he 
enumerates  Newbergers  advantage  gained  by 
early  rising  in  surgical  patients : 

1.  Asthenia  is  minimized. 

2.  The  morale  of  the  patient  is  lifted. 

3.  Economy  to  both  patient  and  hospital  is 
obtained  through  more  rapid  convalescence  and 
through  reduction  of  nursing  personnel  and 
more  efficient  use  of  bed  space. 

4.  Simplification  of  post  operative  care  is 
obtained. 

5.  Pulmonary  complications  are  reduced  four 
to  five  fold. 

6.  Hollow  viscus  atony  is  reduced,  and  con- 
sequent avoidance  of  use  of  catheters  and  laxa- 
tives. 

7.  Wound  healing  is  improved. 

8.  Thrombosis  and  embolism  are  reduced. 

Dr.  Greenhill  says,  “Beginning  about  twenty 

years  ago,  I gradually  cut  down  the  number  of 
days  my  obstetric  and  gynecologic  patients  re- 
mained in  bed.  Now  I have  progressed  so  far 
that  if  my  obstetric  patients  cannot  urinate 
spontaneously  eight  to  ten  hours  after  delivery 
and  are  uncomfortable  as  a result  of  a full  blad- 
der, I have  them  helped  out  of  bed  either  to  sit 
on  a commode  or  to  go  to  the  toilet  if  there  is 
one  in  the  room.  Naturally,  women  who  have 
bled  a great  deal  or  have  had  complications  are 
not  permitted  out  of  bed  on  the  first  day  with- 
out harm.” 

Our  own  experience  with  early  ambulation 
began  in  the  surgical  wards  in  army  hospitals. 
Stimulated  and  encouraged  by  the  reports  of 
others,  early  post  operative  ambulation  soon  be- 
came our  routine. 

Upon  our  return  to  civilian  life  and  to  the  pri- 
vate practice  of  obstetrics  and  gynecology  a lit- 
tle more  than  one  .year  ago,  it  was  only  natural 
that  early  ambulation  would  find  a prominent 
place  in  our  post  partum  and  post  operative 
care. 


Since  January,  1946,  200  post  partum  patients 
have  been  allowed  to  get  out  of  bed  and  use  the 
toilet  beginning  as  early  as  24  hours  after  her 
delivery.  All  of  these  patients  have  had  careful 
check-up  examination  six  weeks  after  delivery, 
and  many  of  these  patients  have  been  examined 
at  three  to  four  months  post  partum. 

The  post  partum  routine  that  we  prescribe  in 
general  is  as  follows : 

1.  All  parturient  women  (unless  there  has 
been  severe  blood  loss  or  for  some  other  specific 
reason)  are  allowed  out  of  bed  to  go  to  the  bath 
room  twenty-four  hours  after  delivery.  They 
are  attended  by  a nurse  on  this  first  trip  and 
thereafter  go  of  their  own  accord.  If  a patient 
cannot  void  during  the  first  twenty-four  hours, 
she  is  helped  to  the  bath  room  then,  rather  than 
resorting  to  the  use  of  the  catheter. 

No  patient  is  forced  to  get  out  of  bed  against 
her  wishes.  They  are  merely  told  that  it  will 
be  quite  all  right  for  them  to  get  up  rather  than 
use  the  bed  pan.  Very  few  patients  fail  to  take 
advantage  of  their  bath  room  privileges,  and  I 
recall  no  patient  who  continued  to  use  the  bed 
pan  as  late  as  the  third  post  partum  day.  After 
patient  once  gets  up  and  realizes  that  she  feels 
fine  and  that  no  untoward  results  occur,  a 
thought  is  apparently  never  given  to  a return 
to  the  use  of  the  bed  pan. 

2.  On  the  third  or  fourth  day  the  patient  is 
allowed  to  be  up  and  about  her  room  as  much 
as  she  cares  to.  She  is  encouraged  to  sit  in  a 
comfortable  chair  while  nursing  her  babe. 

3.  On  the  fifth  post  partum  day  the  patient 
is  discharged  from  the  hospital.  She  is  allowed 
to  go  by  car.  She  is  given  these  specific  instruc- 
tions : 

(a)  When  you  return  to  your  home  you  may 
go  to  the  table  for  your  meals.  You  may  use  the 
bath  room  and  you  may  sit  in  the  living  room 
and  be  about  the  house  as  you  feel  like  it,  but 
you  must  not  accept  any  duties  or  responsibili- 
ties of  the  household  until  the  babe  is  two  weeks 
old.  You  are  not  to  lift  the  baby  from  its  bed  or 
bathe  it.  Early  ambulation  in  no  way  implies 
early  return  to  household  duties. 

Without  exception,  it  can  be  honestly  stated,  I 
know  of  no  patient  who  is  not  very  enthusias- 
tic about  early  ambulation.  Especially  is  this 
true  of  the  multipara  who  spent  ten  days  or  so 
in  bed  following  the  delivery  of  her  other  chil- 
dren. 
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There  lias  been  no  case  in  which  there  was  a 
breakdown  of  the  episiotomy.  In  two  cases  there 
was  a separation  of  the  subcutaneous  suture 
line  in  part.  There  has  been  no  case  of  post 
partum  bleeding.  The  lochia  is  entirely  normal. 
There  has  been  no  prolapse  of  the  uterus. 

No  case  of  phlegmasia  alba  dolens  developed 
in  this  series.  One  patient  did  have  a few  show- 
ers of  pulmonary  emboli  and  later  had  to  be  hos- 
pitalized with  symptoms  of  a mild  pelvic  throm- 
bo-phlebitis.  Her  recovery  was  uneventful  and 
there  is  no  residual. 

A certain  number  of  cases  of  retroversion  of 
the  uterus  will  be  found  at  the  six  weeks  post 
partum  examination  but  certainly  no  more  than 
was  formerly  found.  Many  of  these  retroverted 
uteri  will  be  found  in  the  normal  position  at 


the  three  months  examination. 

As  I recall  the  practice  of  obstetrics  about  six 
years  ago  before  I entered  the  army  and  before 
I practiced  early  ambulation,  many  women  at 
their  six  weeks  examination  complained  of  a 
backache.  Today  it  is  a rare  thing  to  hear  that 
complaint.  I am  convinced  that  early  ambula- 
tion returns  the  new  mother  to  norml  physical 
well  being  much  more  rapidly  than  the  time- 
honored  ten  to  fourteen  days  in  bed  after  de- 
livery. 
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President’s  Address 

PRESTON  T.  BROWN,  M.  D. 

Phoenix,  Arizona 

I wish  to  express  to  the  association  my  deep- 
est thanks  for  the  honor  of  this  office.  Lacking 
any  qualifications  for  the  office,  having  not  mer- 
ited it  by  past  service  to  the  association,  I be- 


DR.  G.  H.  VERNON 
Captain  Australian  Medical  Corps,  and 
DR.  PRESTON  BROWN 


lieve  that  I must  have  been  selected  as  a gesture 
of  good  will  toward  those  of  the  group  who 
served  in  the  armed  services  in  the  recent  war. 
It  is  with  such  a feeling  that  I represent  the 
former  medical  officers  of  the  army  and  navy 
that  I accept  the  office,  and  promise  to  fulfil  its 
duties  to  the  best  of  my  abiilty.  However,  I 
should  like  to  make  clear  that  I believe  that  the 
veteran-physician  has  almost  no  interests  that 
do  not  coincide  with  the  interests  and  aims  of 
the  medical  profession  as  a whole,  and  that  I 
would  deplore,  with  the  majority  of  veteran- 
physicians,  any  schism  based  on  the  belief  that 
there  are  special  rights  or  privileges  for  the 
veteran . 

I do  not  wish  at  this  time  to  set  forth  any 
recommendations  for  new  policies  for  the  associ- 
ation. Last  year,  Dr.  Bassett  outlined  a program 
which  is  partly  under  way,  with  some  progress 
made  toward  the  goals  which  he  set,  but  which 
will  require  several  years  to  achieve  full  results. 
I wish  to  accept  that  program,  and  to  assist  in 
furthering  the  objectives  which  Dr.  Bassett  seeks 
to  achieve. 

It  is  the  custom,  however,  for  the  president  to 
make  some  remarks  at  this  time,  and  apparently 
a considerable  latitude  is  allowed  him  in  the 
choice  of  subjects.  I wish  to  take  advantage  of 
the  occasion  to  tell  the  story  of  a war  doctor,  one 
who  made  a tremendous  emotional  impression 
upon  me,  as  he  seemed  to  stand  for  many  of  the 
things  that  are  best  in  medicine. 

The  army  hospital,  of  which  I was  a member, 
had  been  stationed  for  about  20  months  at  an 
isolated  post  on  the  north  coast  of  New  Guinea, 
and  having  been  no  more  than  15  miles  from  the 
hospital  in  that  time,  we  had  all  become  a good 
deal  more  receptive  to  emotional  stimuli  than  is 
entirely  normal,  so  there  may  be  a certain  dis- 
tortion in  what  we  observed  and  what  we 
thought. 

Some  miles  back  in  the  hills  was  the  district 
headquarters  of  the  Australian  military  govern- 
ment, which  included  a hospital  for  the  care  of 
the  natives  of  the  district.  It  ivas  at  the  hospital 
that  we  met  Doctor  G.  H.  Vernon,  a Captain 
in  the  Australian  Army  Medical  Corps.  lie  was 
74  years  of  age,  over  six  feet  tall,  straight  as  an 
arrow  and  about  as  thin.  He  had  deep  set,  faded 
blue  eyes  with  sandy,  bushy  eyebrows  hanging 
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over  them.  He  was  deaf  as  a post  when  discuss- 
ing: administrative  matters  with  his  superiors, 
although  he  could  hear  tolerably  well  in  talking- 
medicine  with  other  doctors.  Ilis  fellow  officers 
knew  only  a little  about  him  and  none  of  us 
made  bold  to  question  him.  lie  had  practiced 
medicine  in  the  islands  for  35  years.  He  had 
landed  with  the  Anzac  Corps  at  Gallipoli  in  the 
first  war,  and  prior  to  the  present  war  was 
known  to  all  the  Europeans  and  most  of  the 
natives  of  New  Guinea,  and  loved  by  all  who 
knew  him.  No  one  knew  how  he  had  gotten  into 
the  army  at  his  age ; it  was  assumed  that  he  had 
lied  about  his  age  and  had  gotten  away  with  it. 

At  the  time  we  knew  him,  he  was  in  charge  of 
the  native  hospital  at  Higatura,  which  he  operat- 
ed with  the  assistance  of  a few  medical  sergeants 
and  a large  number  of  native  medical  orderlies. 
He  also  supervised  the  health  of  the  entire  dis- 
trict, a duty  that  required  him  to  make  patrols 
over  a territory  of  hundreds  of  square  miles, 
travelling  on  foot  over  native  trails  with  set 
marches  of  twenty  miles  per  day.  His  stamina 
was  a constant  marvel  to  even  the  young  Austra- 
lian officers  to  whom  such  long  cross  country  pa- 
trols were  a matter  of  course.  On  each  day’s 
march  he  had  to  call  a halt  about  noon  to  have 
his  daily  malaria  chill,  but  after  the  paroxysm 
the  patrol  went  on. 

On  one  occasion  he  brought  to  our  hospital  a 
small  native  child,  suffering,  as  it  turned  out 
with  a retroperitoneal  malignancy,  hoping  that 
we  could  do  something  for  it.  When  it  appeared 
that  nothing  could  be  done  and  that  the  child 
was  going  to  die,  he  took  it  back  to  the  native  hos- 
pital where  the  parents  could  stay  with  it.  When 
a post  mortem  was  done  by  one  of  the  sergeants, 
the  latter  confided  to  us  that  the  old  doctor 
would  not  attend  since  he  was  so  grief  stricken 
by  the  child’s  death. 

We  became  very  friendly  after  assisting  him 
with  atabrine  and  assorted  medical  supplies  and 
lie  paid  us  the  compliment  of  loaning  us  his  di- 
ary of  the  Kokoda  trail  campaign.  The  Aussies 
assured  us  that  it  was  a high  compliment  since 
none  of  them  had  ever  seen  the  diary. 

The  diary  turned  out  to  be  sixtv-six  pages  of 
type-script,  which  related  the  doctor’s  experi- 
ences from  the  middle  of  June,  1942  to  the  mid- 
dle of  November  of  the  same  year.  It  was  a 
document  which  1 wish  every  medical  student 


could  read,  for  it  was  a truly  inspiring  account 
of  medical  heroism,  beautifully  written  in  a mod- 
est, objective  manner. 

You  may  recall,  that  it  was  at  this  time  that 
the  Japanese  controlled  almost  all  of  the  north 
coast  of  New  Guinea,  and  based  on  Buna,  ad- 
vanced across  the  Owen  Stanley  mountain  range 
in  an  attempt  to  capture  Post  Moresby.  They 
succeeded  in  reaching  a point  but  a few  miles 
from  their  objective,  when  the  increased  resist- 
ance of  seasoned  Australian  troops,  American  re- 
inforcements, and  especially  the  effects  of  diar- 
rheal diseases  along  their  line  of  supply  over  the 
mountains  caused  them  to  fall  back  on  their  base. 

At  the  beginning  of  these  events,  Dr.  Vernon 
was  stationed  as  a civil  service  physician  in  a 
native  hospital  near  Port  Moresby,  and  somehow 
at  this  time  he  joined  the  army  and  was  assigned 
to  the  hastily  assembled  force  which  was  to  cross 
the  mountains  to  support  the  resistance  being  of- 
fered at  Kokoda  on  the  north  side  of  the  range. 
Since  all  supplies  were  moved  forward  by  native 
bearer,  a large  number  of  these  were  placed  in 
service  on  the  trail,  and  it  was  to  maintain  the 
health  of  these  essential  people  that  the  doctor’s 
efforts  were  mainly  directed.  He  moved  for- 
ward, on  foot  of  course,  assisted  by  medical  sol- 
diers and  native  medical  orderlies.  Sanitary  fac- 
ilities and  aid  station  were  established  along  the 
line,  and  the  doctor  patrolled  hack  and  forth 
supervising  the  work  and  trying  to  instruct  his 
charges  in  the  proper  use  of  the  sanitary  equip- 
ment. 

The  diarrheal  diseases  were  the  worst  plague 
among  a people  who  accepted  malaria  as  part  of 
every  day  life  and  great  difficulty  was  encoun- 
tered in  the  education  of  the  natives  and  even  of 
the  Australian  soldiers,  whose  conception  of  san- 
itation differs  radically  from  our  own. 

Although  there  was  no  military  resistance  to 
the  advance,  the  ascent  of  rugged  mountains  to 
an  elevation  of  over  11,000  feet  with  slopes  so 
steep  that  steps  had  to  be  cut,  with  frequent 
tropical  rains,  constant  malaria,  and  diarrhea, 
must  have  been  a tremendously  exhausting  ex- 
perience for  the  old  man.  But  the  diary  never 
referred  to  any  suffering  of  his  own,  although 
frequent  compassionate  references  are  made  to 
the  trials  of  the  soldiers  and  native  bearers. 

He  arrived  at  Kokoda  to  find  the  situation 
hopeless,  and  retreat  over  the  long  trail  began 
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the  same  night.  The  medical  situation  was  now 
complicated  by  the  necessity  of  caring  for  and 
evacuating  the  wounded.  But  the  old  man  car- 
ried all  his  duties  and  walked  all  the  way  back 
to  Port  Moresby.  Then  when  the  tide  turned,  he 
made  the  third  passage  of  the  long  trail  with  the 
advancing  troops  to  Kokoda.  This  time  the  sani- 
tary problems  were  greatly  increased  due  to  the 
epidemic  of  diarrheal  disease  which  had  left  the 
trail  littered  with  Japanese  bodies  and  filth. 

Although  the  diary  was  for  the  most  part 
written  in  an  objective  manner,  there  were  many 
passages  in  which  the  beauties  of  the  landscape 
were  described — a dewy  meadow  in  the  high 
mountains  at  dawn,  a rainbow  of  unusual  vivid- 
ness, or  a patch  of  flowers.  No  pains  \vere  spared 
to  praise  the  steadfast  conduct  of  his  medical  sol- 
diers and  of  the  natives. 

The  diary  ended  with  the  return  to  Kokoda, 
for  he  wrote  nothing  of  the  Buna  campaign 
which  followed  and  in  which  he  participated. 

All  of  the  American  medical  officers  who 
knew  the  old  doctor,  and  who  read  his  diary  were 
deeply  impressed  by  the  manner  in  which  it  re- 
lated without  words  the  ideals  that  are  best  in 
medicine : self  sacrifice,  courage,  modesty,  and  a 
humble  dissatisfaction  with  the  limitations  of 
our  profession. 

I regret  deeply  that  I am  unable  to  read  to 
you  some  of  the  passages  from  the  diary,  or,  to 
convey  to  you  more  vividly  the  impact  that  it 
had  upon  its  readers.  When  Dr.  Vernon  died  a 
year  ago  upon  the  little  island  of  his  retirement, 
the  diary  could  not  be  found  and  the  story  is 
lost. 

If  you  feel,  that  these  remarks  are  somewhat 
irrelevant  in  time  and  place,  I can  only  plead 
that  the  impulse  to  pay  poor  tribute  to  an  ob- 
scure, and  distant  hero  on  medicine  came  from 
the  heart  and  was  irresistible. 

In  these  times  in  which  cynicism,  materialism, 
and  fear  prevail  in  a sick  world,  an  increasing 
number  of  voices  are  heard  calling  for  a revival 
of  religion.  It  may  be  that  in  medicine,  too,  a 
revival  of  spiritual  values  may  be  needed.  In 
our  preoccupation  with  the  advance  of  science 
and  with  the  complexities  of  medical  economics 
and  sociology,  we  may  have  drawn  away  from 
the  religion  of  medicine.  If  this  is  so,  perhaps 
the  time  is  not  wasted  in  telling  the  story  of  one 
who  lived  the  doctor’s  religion. 


The  State  Meeting 

Arizona  State  Medical  Association 

The  fifty-sixth  Annual  Meeting  of  the  Arizona 
State  Medical  Association  was  held  in  Tucson, 
May  seventh,  eighth  and  ninth.  The  Program 
Committee  is  to  be  complimented  on  securing  the 
eminent,  nationally-known  guest  speakers,  Dr. 
Emil  Novak  of  John  Hopkins  University  Medi- 
cal School  and  Hospital,  and  Dr.  George  T. 
Pack,  Attending-Surgeon,  Memorial  Hospital, 
New  York  City. 

In  addition  to  the  guests  sixteen  Scientific  pa- 
pers were  presented  by  members  of  the  State  So- 
ciety. 

An  outstanding  feature  of  the  meeting  was  the 
history  and  operation  of  the  Medical  Defense 
Fund  of  the  State  Society,  by  Drs.  C.  E.  Yount, 
W.  Warner  Watkins  and  D.  F.  Harbridge.  Their 
papers  will  be  published  in  an  early  issue  of  the 
Journal.  Every  member  of  the  society  should 
read  these  papers  and  familiarize  themselves 
with  the  operation  of  this  fund.  The  one  thing 
that  so  many  do  not  understand  is  that  the  State 
Society  will  defend  any  member  who  is  sued  for 
malpractice.  However,  in  case  the  suit  is  lost, 
the  Society  will  not  pay  any  damages.  Hence, 
the  necessity  of  a member  carrying  personal  in- 
surance. It  is  noteworthy  to  add,  that  to  date, 
the  society  has  never  lost  a damage  suit  it  has 
defended. 

An  important  item  of  business  was  disposed 
of  by  the  House  of  Delegates.  It  concerned  the 
proposed  plan  to  expand  the  Central  Office.  It 
will  mean  that  the  present  office  space  will  be  at 
least  doubled.  A full  time  male  executive  secre- 
tary will  be  employed  and  possibly  other  steno- 
graphic help.  This  will  entail  an  appreciable  in- 
crease in  the  annual  budget.  To  meet  the  in- 
crease in  the  budget  the  House  of  Delegates 
voted  unanimously  to  increase  the  State  dues 
front  thirty  to  fifty  dollars,  beginning  in  nine- 
teen forty-eight.  The  Council  was  further  in- 
structed to  contact  all  offices  of  State  Societies 
who  employed  lay  secretaries,  in  an  attempt  to 
find  a suitable  and  experienced  man  for  Arizona. 

Dr.  Preston  T.  Brown  of  Phoenix  was  induct 
ed  as  President  for  the  ensuing  year.  Dr.  Harold 
W.  Kohl  of  Tucson  was  named  President-elect. 
The  following  officers  were  re-elected : Dr. 
Robert  E.  Hastings,  Tucson,.  Vice-President ; Dr. 
Frank  J.  Milloy,  Phoenix,  Secretary ; Dr.  C.  E. 
Yount,  Prescott,  Treasurer ; Dr.  Jesse  D.  Ha- 
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mer,  Phoenix,  Delegate  to  the  A.  M.  A.;  Dr. 
Robert  S.  Flinn,  Phoenix,  Councilor  Central 
District;  Dr.  James  R.  Moore,  Phoenix,  Speaker 
of  the  House. 


The  Arizona  Blue  Shield 

By  The  Arizona  Medical  Association 

The  Corporation  which  was  set  up  by  tbe  Ari- 
zona Medical  Association  last  year  to  constitute 
the  Arizona  Blue  Shield,  took  the  final  steps  at 
the  Annual  Meeting  in  Tucson  May  seventh,  to 
activate  Arizona’s  Medical  Service  Plan.  The 
organization  was  incorporated  last  year,  and 
during  the  interim,  the  fee  schedule,  subscrib- 
er’s agreement,  participating  physician’s  agree- 
ment, and  numerous  other  minor  matters  have 
been  worked  out.  The  main  item  of  business  at 
the  Annual  Meeting  was  to  decide  on  income  lim- 
its for  its  subscribers.  It  was  finally  decided  to 
set  the  income  limit  for  a family  at  thirty-six 
hundred  dollars  and  for  single  persons  at  twen- 
ty-five hundred  dollars.  Below  these  figures  the 
plan  will  be  a straight  service  plan  paying  the 
subscribers’  full  bill  for  service.  Above  these  fig- 
ures it  will  function  as  an  indemnity  plan.  No 
restrictions  were  placed  on  what  the  physician 
may  charge  above  the  indemnity  figure.  This 
will  be  left  entirely  with  the  physician  and  the 
subscriber  to  decide  between  themselves.  To 
begin  with  the  plan  will  cover  surgery  and  ob- 
stetrics in  the  hospital  only. 

The  Corporation,  as  set  up,  consists  of  the 
House  of  Delegates  of  the  Arizona  State  Medi- 
cal Association,  a board  of  fifteen  directors  con- 
sisting of  ten  physicians  and  five  laymen,  and 
the  Professional  Committee.  Each  year  five  mem- 
bers of  the  Board  are  elected  for  a period  of 
three  years,  so  there  are  always  ten  old  members 
on  the  board.  The  Board  of  Directors  transacts 
all  the  business  of  the  Corporation,  and  acts  in 
an  advisory  capacity  for  the  Professional  Com- 
mittee. The  Professional  Committee,  consisting 
of  five  members,  has  delegated  to  it,  control  and 
supervision  over  all  medical  aspects  of  all  mat- 
ters relating  to : 

A.  The  standards  of  Medical  Care  to  be  fur- 
nished subscribers. 

B.  The  extent  and  classification  of  all  bene- 
fits to  be  furnished  subscribers. 

C.  The  determination  of  income  groups  elig- 


ible to  become  subscribers,  subject  to  the 
approval  of  the  corporation. 

I).  The  compensation  fee  schedule  to  be  paid 
participating  physicians. 

E.  The  admission  and  control  of  participat- 
ing physicians. 

The  Professional  Committee  will  be  the  ref- 
eree in  any  controversy  arising  over  the  service 
rendered  to  a subscriber  by  a participating 
physician. 

Dr.  E.  Payne  Palmer,  Sr.,  of  Phoenix,  was  re- 
elected President  of  the  Corporation  and  Dr. 
Carlos  C.  Craig  of  Phoenix  was  elected  Secre- 
tary. 

The  Arizona  Blue  Shield  will  be  administered 
by  Mr.  L.  Donald  Lau,  Executive  Director  of 
the  Arizona  Blue  Cross.  According  to  present 
plans,  the  plan  should  be  in  operation  within 
ninety  days. 


(Booh  Be  view  A 

"PRACTICAL  PHYSIOLOGICAL  CHEMISTRY”  — By  Philip 
B.  Hawk.  Ph.  D.,  President,  and  Bernard  L.  Oser,  Ph.  D.,  Di- 
rector Food  Research  Laboratories.  Inc.,  New  York;  and  Wil- 
liam H.  Summerson,  Ph.  D.,  Associate  Prolessor  of  Biochemis- 
try, Cornell  University  Medical  College,  New  York.  12th  Edi- 
tion; 5 color  plates;  229  Illustrations;  1323  Pages;  Published 
February  19,  1947.  By  The  Blakiston  Company,  1012  Walnut 
Street,  Phila.  5,  Pa.  Price  $10.00. 

Widely  used  both  as  a class  textbook  and 
laboratory  manual,  this  famous  text  is  now 
presented  in  a complete  new  revision,  entirely 
rewritten  throughout.  The  plan  of  the  book  is 
logical  and  one  that  has  met  the  test  of  long 
use  of  students,  teachers,  investigators  and  lab- 
oratory diagnosticians  alike.  Many  new  phases 
of  medical  biochemistry  are  discussed,  and  those 
familiar  with  previous  editions  of  the  book  will 
lie  pleased  with  the  abundance  of  expository 
methodological  and  reference  material  now  in- 
cluded. 

To  facilitate  the  physician,  recent  advances 
are  presented  in  the  light  of  their  clinical  appli- 
cations. This  includes  modern  concepts  of  pro- 
tein structure  and  enzyme  action,  intermediary 
metabolism,  newly  discovered  vitamins,  anti- 
vitamins and  antibiotics.  The  chapters  dealing 
with  gastric  function,  respiratory  metabolism, 
blood  chemistry,  nutrition,  deficiency  diseases, 
and  the  physiological  availability  of  the  vitamins 
are  of  special  value  to  the  clinician.  Descriptions 
of  laboratory  procedures  are  lucid  and  concise 
and  are  accompanied  by  clinical  interpretations 
of  the  findings  in  disease. 
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ORGANIZATION  SECTION 

PRESTON  BROWN,  M.  D.,  President 


SOCIETY  ACTIVITIES 
MARICOPA  COUNTY  MEDICAL  SOCIETY 
1947 

President Dr.  O.  W.  Thoeny 

Vice-President — .Dr.  Henry  G.  Williams 

Secretary  Treasurer - Dr.  L.  L.  Tuveson 

DIRECTORS 

Dr.  Louis  Jekel  '47  Dr.  Charles  Van  Epps  ’48 

Dr.  R.  H.  Stevens  '47  Dr.  Joseph  Bank  '40 

Dr.  R.  S.  Flinn  '48  Dr.  C.  B.  Warrenburg  '49 

BOARD  OF  CENSORS 

Dr.  James  Lytton-Smith  '47  Dr.  James  K.  Moore  '49 
Dr.  Louis  Jekel  ’47 

MEDICINE  AND  NATIONAL  SECURITY 
By  EDWARD  L.  BORTZ,  M.  D. 

Philadelphia,  Pennsylvania 

Chairman,  Committee  on  National  Emergency 
Medical  Service,  American  Medical 
Association 

NOTE  TO  EDITOR:  The  following  is  a copy  of  a talk  given 
in  Chicago  Monday  afternoon,  February  10,  1947.  at  the  Forty- 
third  Annual  Congress  on  Medical  Education  and  Licensure, 
sponsored  by  the  Council  on  Medical  Education  and  Hospitals, 
American  Medical  Association  and  the  Federation  of  State  Med- 
ical Boards. 

Introduction 

An  effective  medical  service  available  to  all 
portions  of  the  population  is  a primary  essential 
for  the  national  security.  The  rapid  mobiliza- 
tion of  medical  personnel  at  the  outbreak  of  the 
last  war  withdrew  large  numbers  of  doctors 
from  civilian  practice  and  placed  them  at  the 
command  of  military  leaders.  Over  60,000  med- 
ical doctors  joined  the  military  services  for  ap- 
proximately 15,000,000  military  personnel.  This 
left  approximately  100,000  doctors  available  for 
the  remaining  125,000,000  of  the  nation’s  popu- 
lation. An  over-supply  of  doctors  resulted  with- 
in the  military  ranks.  While  here  and  there 
shortages  may  have  temporarily  developed,  at  no 
long  period  of  time  was  there  any  lack  of  doc- 
tors ; in  numerous  theatres  and  installations 
there  was  an  over-abundance. 

In  the  interest  of  a higher  degree  of  efficiency 
of  medical  service  for  the  armed  forces  and  the 
population  of  the  nation  a study  of  the  medi- 
cal experiences  of  doctors  should  prove  of  value. 
This  survey  should  include  a consideration  of 
medical  needs,  assignments  to  duty,  utilization, 
rotation  of  service,  promotion,  etc.  Such  an  ex- 
amination is  of  great  importanc  today  when  one 
considers  the  present  instability  of  international 
relationships.  The  diplomatic  branches  of  the 
nation,  the  military  services,  social  organiza- 


tions, educational  agencies,  are  reviewing  their 
experiences  for  the  purpose  of  bringing  about 
a more  efficient  plan  of  action  in  the  event  of 
future  need.  A review  of  the  medical  experi- 
ences should  prove  enlightening. 

Action  by  the  American  Medical  Association 

At  its  first  meeting  following  the  cessation  of 
hostilities  the  House  of  Delegates  of  the  Ameri- 
can Medical  Association  in  December,  1945,  cre- 
ated a Committe  for  the  purpose  of  reviewing 
the  experiences  of  medical  officers  while  they 
were  on  active  military  duty.  The  motives  be- 
hind this  action  were  directed  towards  a more 
efficient  and  more  flexible  medical  organization 
in  the  event  of  future  national  involvement. 

Questionnaire 

The  American  Medical  Association  has  author- 
ized the  distribution  of  a questionnaire  to  medi- 
cal officers  and  others,  over  60,000  in  all,  for  the 
purpose  of  collecting  data  which  would  furnish 
an  over-all  reasonably  accurate  estimate  of  the 
professional  and  non-professional  activities  of 
doctors  during  the  last  war.  The  Committee  ap- 
pointed for  this  purpose  plans  to  submit  the  re- 
sults of  the  survey  to  a number  of  key  individ- 
uals who  are  in  a position  to  evaluate  the  broad- 
er implications  of  this  information. 

At  the  December,  1946,  meeting  of  the  House 
of  Delegates  the  Reference  Committee  appointed 
by  the  House  to  examine  the  reports  of  the  Com- 
mittee on  National  Emergency  Medical  Service 
recommended  that  the  Committee  amplify  its 
field  of  study  by  sending  questionnaires  to  an 
appropriate  number  of  physicians  who  remained 
in  civilian  practice  during  the  war.  Accordingly 
another  questionnaire  has  been  drawn  up  under 
the  direction  of  Dr.  Frank  G.  Dickinson,  Direct- 
or of  the  Bureau  of  Economic  Research  of  the 
A.M.A.  Five  thousand  questionnaires  will  be 
sent  to  physicians  selected  at  random  who  re- 
mained in  civilian  practice  during  the  war. 
While  this  is  but  a small  sample  of  those  who  re- 
mained at  home,  the  information  thus  obtained 
will  furnish  important  data  concerning  the  ex- 
periences of  those  doctors  who  carried  on  while 
their  colleagues  were  away. 

The  phenomenal  return  of  over  fifty  per  cent 
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of  questionnaires  sent  to  doctors  in  military  ser- 
vice, plus  that  obtained  from  those  in  civilian 
practice,  plus  the  opinion  solicited  from  several 
hundred  officers  who  held  key  positions  in  mili- 
tary and  civilian  posts,  will  serve  as  the  basis  for 
the  final  report  to  the  House  of  Delegates.  Data 
collected  will  only  become  of  value  if  it  can  ulti- 
mately he  utilized  by  responsible  authorities 
which  will  lead  to  efficient  utilization  of  the 
medical  resources  of  the  nation  should  an  emerg- 
ency arise  in  the  future. 

A preliminary  examination  of  a number  of 
the  statements  already  turned  in  demonstrates 
a total  absence  of  correlated  action  on  the  part 
of  the  medical  services  of  the  armed  forces  and 
civilian  medical  organizations.  The  urgent  de- 
mand for  large  numbers  of  medical  officers 
brought  about  an  over-supply  of  medical  men 
in  military  assignments  to  the  detriment  of  many 
civilian  areas.  The  practice  in  military  circles 
of  making  assignments  with  little  regard  for  in- 
dividual qualifications  of  officers  was  wide- 
spread. Apparently  military  authorities  were 
not  impressed  with  the  individual  capabilities  of 
doctors  in  particular  fields. 

While  a good  many  complaints  were  record- 
ed because  of  lack  of  rotation  and  lack  of  recog- 
nition of  ability  as  demonstrated  by  military 
rank,  these  deficiencies  are  not  so  weighty  as 
more  basic  essentials.  With  sound  overall  plan- 
ning and  a coordinated  program  the  medical 
needs  of  the  various  military  services  should  not 
offer  a difficult  challenge  to  the  medical  pro- 
fession. 

In  time  of  great  national  peril  the  temper  of 
the  population  is  quickend  in  the  direction  of 
the  support  of  military  leaders.  In  a determined 
and  energetic  effort  to  overcome  the  enemy,  the 
general  staff  demanded  a supply  of  medical  per- 
sonnel in  total  disregard  of  essential  civilian 
needs.  It  has  become  apparent  that  the  needs  of 
the  civilian  population  in  time  of  war  must  be 
forcefully  presented  to  military  leaders.  The 
practice  of  non-medical  departments  being  held 
responsible  for  the  selection  and  assignment  of 
medical  personnel  has  resulted  in  great  waste  of 
talent  and  produced  an  over-supply  in  many 
categories  with  practically  a universal  shortage 
of  doctors  for  non-military  needs. 

National  Security — Public  Responsibility 

War  unrest  today  in  some  nations  apparently 
has  almost  reached  teh  point  of  a national  neuro- 
sis. International  relationships  are  far  from 


wholesome.  A state  of  distrust  and  suspicion  en- 
velopes diplomatic  chambers. 

Authorities  in  a position  to  know  have  stated 
that  there  is  no  defense  against  the  atomic 
bomb.  II.  A.  Higginbotham  of  the  Federa- 
tion of  American  Scientists,  writing  in  the 
New  York  Times  Magazine  for  November  3, 
1946,  states  that  “Real  control  of  atomic  en- 
ergy is  our  only  measure  of  safety”.  This 
problem  cannot  be  solved  by  a few  indivi- 
duals meeting  in  secret  chambers.  It  is  the  im- 
portant concern  of  every  citizen.  It  will  require 
his  participation  to  bring  about  international 
stability  as  he  must  participte  in  the  event  of 
national  conflict. 

Need  for  Coordinated  Medical  Program 

The  medical  profession  needs  to  have  a pro- 
gram that  will  adequately  serve  all  portions  of 
the  population — civilian  as  well  as  military.  In 
the  event  of  future  catastrophic  involvement,  the 
medical  problems  inherent  in  such  action  assume 
an  importance  almost  co-equal  to  that  of  the  mil- 
itary aspects.  The  isolation  of  military  planning 
at  the  expense  of  civilian  requirements  is  not  in 
accord  with  protection  for  all  groups  of  the  pop- 
ulation. Bitter  experiences  from  the  last  war 
indicate  a definite  need  for  frequent  consulta- 
tions between  the  military  and  medical  authori- 
ties for  the  establishment  of  an  over-all  plan  of 
medical  service. 

The  present  relatively  inferior  position  of  the 
Surgeons  General  of  the  Army  in  reference  to 
the  general  staff  is  bound  to  work  hardships  on 
the  medical  service  of  the  Army.  It  is  difficult 
to  conceive  that  a line  officer  would  have  the  nec- 
essary knowledge  and  experience  that  would  fit 
him  to  guide  the  destiniet  of  the  medical  corps. 
Line  officers  are  reasponsible  for  military  deci- 
sions, the  Surgeon  General  for  medical  affairs. 
The  vitality  of  the  military  personnel,  their 
physical  training,  prophylactic  treatment  and 
care  when  sick  or  injured,  requires  the  greatest 
skill  on  the  part  of  men  trained  in  the  field  of 
medicine. 

The  appointment  of  outstanding  authorities 
in  the  various  special  fields  of  medicine  to  act 
as  consultants  to  the  Surgeon  General  is  com- 
mendable. The  real  value  of  such  policy  depends 
on  the  responsiveness  of  military  authorities  to 
the  suggestions  of  the  consultants.  Experience 
in  the  last  war  indicates  that  much  is  still  to  be 
accomplished  in  this  direction. 
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The  Need  For  a Unified  Medical  Corps 
The  lack  of  any  coordination  on  the  part  of 
the  Array  and  Navy  Medical  Corps  during  the 
last  war  resulted  in  numerous  unnecesary  dupli- 
cations of  effort  and  occasionally  expensive  du- 
plication of  construction  and  equipment.  There 
is  definite  need  for  a unified  medical  corps.  This 
organization  should  be  under  the  direction  of 
a council  that  would  include  top  ranking  repre- 
sentatives of  the  various  armed  services  and 
civilian  authorities  representing  the  fields  of 
medical  education,  practice,  administration,  and 
research.  A medical  council  of  such  stature 
would  be  held  responsible  for  organizing  a pro- 
gram of  medical  service  which  would  take  cog- 
nizance of  the  over-all  needs  of  the  nation  at 
peace  and  at  war.  This  would  immediately 
eliminate  the  competitive  bidding  for  specialists 
and  non-specialists  alike.  It  would  remove  the 
possibility  of  wasteful  duplication  of  buildings. 
Such  a council  would  offer  the  general  staff 
information  of  the  utmost  value  in  estimating 
criteria  for  physical  fitness  and  setting  up  a 
physical  training  program  as  the  needs  would 
arise.  Such  a council  would  be  able  to  advise 
the  President,  his  Cabinet,  and  Congress  con- 
cerning the  details  of  a medical  program  that 
would  offer  adequate  scope  to  young  men  in  the 
field  of  medicine.  Opportunities  for  advanced 
training  in  the  basic  sciences  and  in  the  special- 
ties would  be  created  that  should  prove  attrac- 
tive to  young  men  interested  in  a military  medi- 
cal career. 

Military  Medicine  as  a Career 
As  long  as  the  nation  finds  it  necessary  to 
maintain  a military  force  for  its  protection 
there  will  be  need  for  medical  department.  As 
officers  are  trained  for  the  line  so  should  prom- 
officers  are  trained  for  the  line  so  should  pro- 
ving young  doctors  be  trained  in  the  basic 
medical  sciences  and  special  fields  of  military 
medicine.  Professional  opportunities  appear  in- 
finite. The  ordered  life  is  attractive.  Associations 
are  pleasant.  Financial  recognition,  while  modest, 
is  not  probably  a maor  deterrent  in  keeping 
young  doctors  today  look  upon  a career  with  the 
young  men  out  of  the  medical  corps.  Relative- 
ly few  of  the  nation’s  promising  young  doc- 
tors today  look  upon  a career  with  the  armed 
forces  as  sufficiently  attractive  to  sign  up. 
Indeed  at  present  documentary  evidence  suggests 
that  hundreds  of  young  doctors  are  being  held 
against  their  desires  in  positions  that  offer  no 


opportunities  for  medical  experience  or  growth 
Such  a condition  should  not  be  permitted  to 
continue,  primarily  because  it  will  further  react 
against  a possibility  of  winning  the  support  of 
medical  graduates  in  the  direction  of  a medical 
military  career  in  the  future. 

One  cannot  over-emphasize  the  need  for  a 
highly  qualified  medical  department.  When  the 
authorities,  including  members  of  the  general 
staff  and  the  Bureau  of  Personnel,  consider  the 
medical  needs  of  the  services  in  conference  with 
authorities  of  the  medical  profession,  a major 
advance  will  have  been  attained.  The  present 
unrest  and  widespread  dissatisfaction  with  mauy 
minor  points  of  life  as  doctor  with  the  armed 
forces  should  stimulate  authorities  to  analyze 
the  irritants  and  the  obstacles  for  winning  the 
confidence  of  America’s  young  doctors  so  that 
errors  can  be  corrected  and  a loyal  medical  corps 
of  highest  calibre  can  be  created. 

A valuable  suggestion  has  been  made  that  each 
year  a certain  number  of  scholarships  to  medical 
schools  should  be  offered  by  the  government  to 
prospective  medical  students  on  the  same  basis 
as  applicants  are  now  selected  for  training 
at  West  Point  and  Annapolis.  Following  their 
training  these  young  doctors  would  agree  to 
spend  some  time  on  active  duty  and  then,  if 
mutually  desirable,  to  go  on  inactive  status  as  a 
member  of  the  Reserve  Corps  but  continue  their 
affiliation  with  the  Medical  Corps.  Selection  of 
students  on  the  basis  of  aptitude  for  a medical 
career  would  uncover  a number  of  highly  de- 
sirable applicants  who  otherwise  might  be  elim- 
inatetd  from  a life  of  service  in  medicine  be- 
cause of  the  exorbitant  financial  requirements 
for  the  study  of  medicine  as  it  now  exists.  Such 
a program  as  pointed  out  by  Doctor  Harold  Diehl 
of  Minnesota  would  furnish  a group  of  superior 
young  doctors  each  year  for  replacement  needs 
in  the  medical  corps.  They  would  serve  as  key 
men  in  student  bodies  to  interpret  the  medical 
career  with  the  military  services  in  the  light  of 
excellent  opportunities  with  the  armed  forces. 
The  quality  of  medical  talent  thus  selected  would 
furnish  candidates  for  research  programs  in  mil- 
itary medical  fields  that  would  extend  sciestific 
knowledge  in  medical  fields  peculiar  to  military 
action. 

In  time  of  war  the  nation’s  population  must 
accept  a military  dictatorship  for  its  own  survi- 
val. During  peace  time  however  there  should  be 
adequate  opportunity  for  conference  with  the 
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military  high  command  to  assure  the  highest 
quality  of  medical  service  to  the  armed  forces 
at  all  times.  The  absence  of  a well  thought-out 
program  preceding  our  entrance  into  the  last 
war  created  the  situation  of  a military  dictator- 
ship which  mobilized  the  medical  reserves  of 
the  nation  with  insufficient  understanding  of 
the  capabilities  of  modern  medicine.  Unnecessary 
wastage  resulted  from  lack  of  planning.  It  is 
high  time  that  a modern  program  he  drawn  up 
in  the  best  interest  of  medical  service  for  all 
groups. 

Medical  Administration 

Hospital  administration  is  now  a recognized 
special  field  in  medicine.  Medical  men  with  a 
flare  for  this  kind  of  executive  work,  and  who 
possess  administrative  ability,  should  find  a most 
attractive  career  in  this  repidlv  expanding  field 
in  governmental  service. 

The  practice  of  the  Navy  in  using  top  ranking- 
officers  in  administrative  capacity  does  not  by 
any  means  insure  a qualified  man  in  an  adminis- 
trative positiin.  In  numerable  instances  are 
known  where  clinicians  of  outstanding  ability 
have  been  removed  from  care  of  patients  to  place 
them  in  administrative  positions  for  which  they 
neither  by  interest  or  ability  well  equipped. 

The  developement  of  a medical  Administrative 
Corps  under  a unified  military  service  should 
eliminate  the  assignment  of  clinicians  for  admin- 
istrative duties.  These  two  branches  of  medical 
service  are  complementary. 

Supply  of  Doctors 

A continuing  supply  of  doctors  is  of  the  first 
importance  in  time  of  war.  Any  threat  to  the 
continuance  of  the  supply  is  a definite  threat  to 
medical  care  for  the  entire  nation.  Towards  the 
latter  part  of  the  last  war  an  acutely  serious 
shortage  of  qualified  students  for  medical  train- 
ing developed.  Had  the  war  continued  this  would 
have  brought  about  a desperate  emergency.  It 
resulted  from  lack  of  appreciation  by  Selective 
Service  of  the  need  for  doctors.  Such  a situation 
should  not  be  permitted  to  arise  in  the  future. 
The  solution  is  simple.  The  selection  of  qualified 
students  for  medical  training  should  he  made  at 
periodic  intervals  by  a combined  Board  repre- 
senting authorities  of  medical  schools  whose 
business  it  is  to  estimate  the  capabilities  of 
aspiring  students,  in  collaboration  with  repre- 
sentatives of  military  service  who  are  cognizant 
of  the  military  needs. 

While  short  cuts  in  pre-medical  curriculum 


may  not  result  in  serious  deficiencies,  the  ac- 
celerated program  for  the  medical  course  is  open 
to  question.  The  trainee  can  absorb  just  so  much. 
To  force  data  upon  an  overworked  student 
obviously  results  in  inadequate  training.  A cer- 
tain amount  of  maturation  time  is  required  for 
students  to  graps  the  significance  of  the  instruc- 
tion they  are  being  given.  The  fatigue  element 
for  both  teacher  and  student  results  in  increasing- 
strain  under  the  accelerated  program.  Even  on 
the  four  year  basis  the  graduate  is  scarcely 
equipped  to  give  a creditable  performance. 

Complete  subsidization  of  medical  students  is 
neither  necessary  nor  desirable |.  Many  students 
are  quite  capable  of  meeting  their  responsibilities 
For  others  financial  aid  in  the  form  of  loans 
either  by  the  schools  or  other  scources  will  not 
create  a financial  obligation  to  the  government 
that  has  in  the  past  reacted  unfavorably  for  the 
trainees. 

More  attention  to  the  military  aspects  of 
medicine  should  be  a necessary  part  of  the  train- 
ing of  all  medical  students  in  peace  time.  Then, 
when,  and  if,  an  emergency  should  arise  they 
will  have  had  some  introduction  to  the  special 
aspects  of  coming  experiences.  This  problem 
increases  in  importance  when  one  endeavors  to 
estimate  the  medical  casualties  that  would  result 
from  the  widespread  use  of  atomic  bombs,  biolo- 
gical and  chemical  agents,  and  psychological 
propaganda  in  the  future.  The  problems  of  cloth- 
ing, housing  and  mess  are  relatively  minor  and 
can  he  worked  out  as  the  occasion  arises. 

Our  military  authorities  might  with  profit 
examine  the  practice  of  Canadian  and  English 
military  groups  in  fitting  the  medical  program 
to  the  overall  needs  of  the  nation. 

Qualifications  of  Medical  Officers 

A Bill  recently  introduced  into  the  United 
States  Senate  known  as  the  “ Fulbright-Taft 
Bill”  provides  for  a Department  of  Health,  Ed- 
ucation, and  Security.  Under  this  Bill  the  head 
of  such  a Department  would  have  Cabinet  status. 
If,  as  General  George  Marshall  stated  recently 
“Health  is  the  great  wealth  of  the  nation.  . . ” 
then  it  would  be  reasonable  to  have  an  authority 
on  Health  in  the  President’s  Cabinet.  American 
medicine  has  long  been  interested  in  endeavors 
to  obtain  representation  at  the  Cabinet  level. 

The  medical  problems  of  national  security 
should  he  studied  by  the  nation’s  leading  author- 
ities in  the  various  fields  of  medicine  and  their 
application  to  the  nation’s  health.  Appropriate 
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recommendations  of  those  qualified  to  estimate 
the  nation's  needs  should  have  adequate  recog- 
nition and  consideration  at  the  highest  civilian 
levels.  Yet  in  a recent  proposed  reorganization 
of  the  War  Department  (see  slides)  the  Medical 
Department  is  placed  in  charge  of  a technical 
advisor  to  the  director  of  the  general  staff.  Gross 
inefficiency  will  arise  from  such  if  enacted. 
Medical  science,  and  the  benefits  to  be  derived 
therefrom,  is  so  complex  that  it  would  be  impos- 
sible for  non-medically  trained  officers  to  esti- 
mate the  potentialities  involved. 

In  the  interests  of  having  a top-flight  unified 
medical  service  for  all  branches  of  the  armed 
forces,  bottlenecks  and  restrictive  regulations 
need  be  eliminated.  American  medicine  has 
great  confidence  in  the  competence  of  the  group 
of  distinguished  doctors  appointed  to  the  medi- 
cal advisory  committee  of  the  Secretary  of  War. 
The  profession’s  sole  concern  is  that  the  recom- 
mendations of  this  eminently  qualified  group 
be  translated  into  effective  results.  With  unifi- 
cation of  the  services  such  a group  should  be 
concerned  with  an  overall  medical  program. 

Since  the  day  is  passed  when  any  medical  of- 
ficer is  qualified  to  perform  any  medical  duty, 
the  acceptance  of  this  fact  will  prove  a definite, 
step  forward.  There  is  need  for  the  creation  of 
pools  of  medical  officers  in  the  various  cate- 
gories. These  pools  should  be  set  up  on  the  basis 
of  medical  specialties  rather  than  military  rank. 
As  the  need  for  specialists  arises  the  particular 
qualifications  of  the  various  men  available  with  - 
in  the  pool  should  be  examined  and  the  man  to 
fit  the  job  should  be  appointed.  This  is  in  sharp 
contrast  to  the  practice  of  the  recent  war  in 
which  too  many  doctors  were  assigned  according 
to  rank  with  relatively  little  attention  paid  to 
their  medical  qualifications. 

The  Changing  Character  of  Warfare 

Towards  the  close  of  the  last  war  two  rela- 
tively small  atom  bombs  were  detonated.  The 
re  suits  of  these  demonstrations  produced  an 
effect  on  international  relationships  that  was 
far  reaching.  Reports  are  current  that  really 
large  atom  bombs  can  be  produced  that  will 
wipe  out  entire  metropolitan  communities. 

Biological  warfare  has  been  widely  comment- 
ed on  in  the  national  periodicals.  Life  Magazine, 
November  18,  1946,  states  that  “Biological  war 
fare  using  various  products  of  disease  may  be  as 
devastating  as  the  use  of  atomic  energy  and,  in- 
deed, as  troublesome  to  combat.”  From  other 


sources,  chemical  agents  more  deadly  than  the 
cyanides  are  available  to  equal  the  destructive- 
ness of  atomic  energy  and  biological  products. 
Psychological  and  propaganda  methods  which 
create  unrest  and  division  throughout  the  na- 
tion’s population  offer  another  major  destruc- 
tive method. 

In  the  Chicago  Sun  of  December  9,  1046,  there 
is  a statement  by  Griffing  Bancroft  that  atomic 
power  makes  battleships  and  airplane  carriers 
obsolete.  Naval  authorities  are  of  the  opinion 
that  mechanization  of  aviation  makes  the  air- 
plane pilot  obsolete.  In  the  opinion  of  naval  mil- 
itary leaders  the  use  of  mighty  underwater 
craft,  which  are  capable  of  cruising  for  months 
under  the  surface,  is  a necessity.  These  craft 
would  come  to  the  surface  for  the  purpose  of 
loosing  rockets  or  depositing  troops  on  enemy 
shores.  In  the  opinion  of  many  competent  auth- 
orities the  large  battlesip  navy  is  a thing  of  the 
past. 

Army  military  authorities  are  considering 
methods  that  will  be  utilized  in  the  next  “super 
blitz”  emergency. 

In  any  future  war  the  metropolitan  communi- 
ties wherein  civilian  population  are  concentrated 
will  be  the  objectives  of  hostile  powers. 

Practical  Plans  for  National  Defense 

In  a recent  editorial  in  the  New  York  Times, 
December  1,  1946,  New  York  State  was  describ- 
ed as  the  first  to  set  up  a community  program 
which  might  be  activated  in  the  event  of  an  as- 
sault on  our  nation.  General  Hugh  Drum  pub- 
licly stated  that  ‘ ‘ Organization  by  New  York 
State  of  the  first  military  body  in  history  to  de- 
fend the  home  front  against  an  atom  bomb  at- 
tack is  not  designed  to  make  anybody’s  flesh 
creep.  No  assault  by  fission  missiles  is  antici- 
pated in  the  near  future.  But  if  it  ever  comes 
to  such  a populous  community,  common  sense 
tells  ,us  it  would  be  catastrophic.  The  State  War 
Disaster  Military  Corps  is  therefore  a sober  pro- 
vision of  forehandedness  which  other  communi- 
ties would  do  well  to  consider  and  follow.  The 
S.  W.  D.  M.  C.  is  only  part  of  a general  plan  for 
the  expansion  of  the  National  Guard  to  enlarge 
our  Federal  defense  forces.  In  the  beginning  it 
will  be  strictly  a State  responsibility.  But  in 
view  of  its  purpose  it  is  the  most  striking  feature 
of  the  larger  plan.  Essentially  it  is  an  effort 
to  provide  a trained  nucleus  to  step  in  and  re- 
store discipline  and  order  in  a civilian  popula- 
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t ion  demoralized  by  sudden  disaster.  Obviously 
no  civilian  defense  corps  resembling  those  we 
bad  in  the  last  war  could  hope  to  handle  such 
widespread  disorganization  of  normal  life  as 
a single  atom  bomb  would  cause.  Bo  far  the  Unit- 
ed States  has  expressed  little  interest  in  such  a 
disaster  force.  New  York  State  is  pioneering 
in  the  field.  But  it  is  already  high  time  to  take 
practical  thought  of  the  terrible  new  weapons 
science  has  developed  and  to  consider  their  use 
by  other  hands  than  ours.  The  great  cities  of 
tins  State  will  remain  inviting  targets  for  swift 
attack.  The  S.  W.  D.  M.  C.  shounld  drive  into 
the  public  consciousness  the  inescapable  fact 
that  humanity,  for  good  or  ill,  has  passed  into 
the  atomic  age.  While  mankind  is  still  strug- 
gling to  work  out  some  means  of  curbing  its  de- 
structiveness we  must  prepare  to  meet  it.” 

National  security  requires  the  participation  of 
the  adult  and  youthful  population  of  the  nation 
for  its  common  defense.  In  the  face  of  weapons 
capable  of  mass  community  destruction  the  basis 
of  neutralizing  enemy  assault  must  be  by  rela- 
tively small  technical  groups  of  experts  capable 
of  highly  mobile  and  flexible  methods  of  neu- 
tralization and  retaliation. 

It  is  difficult  to  visuailze  the  use  of  large 
troop  formations  as  a wartime  instrument  in  the 
atomic  era.  Had  an  atom  bomb  been  dropped  on 
Iwo  Jima  the  priceless  lives  of  5,000  American 
heroes  would  have  been  saved.  The  day  of  indi- 
vidual combat  and  beach  assaults  has  passed. 
Military  troops  in  the  future  will  find  their 
probable  utilization  as  occupation  forces  after 
the  storm.  With  this  evolutionary  development 
in  the  science  of  international  conflict  it  is  diffi- 
cult to  evaluate  the  justification  for  a national 
program  of  compulsory  military  training. 

There  can  be  no  doubt  that  military  training 
of  the  nation’s  youth  in  the  forms  of  discipline, 
physical  training,  and  essentials  of  team  work 
are  beneficial.  A program  for  training  in  these 
essentials  might  readily  be  incorporated  in  the 
secondary  schools  and  colleges  of  the  nation  with- 
out disrupting  other  essentials  in  the  national 
educational  program. 

Troop  Strength  vs.  Medical  Needs 

Attempts  to  supply  medical  personnel  to 
troops  on  the  basis  of  6.5  per  thousand  proved 
wholly  unsatisfactory  during  the  last  war.  It 
would  have  been  relatively  easy  to  have  medical 
units  available  in  rear  areas  and  taken  by  air 
to  areas  where  needed.  The  maintenance  of  in- 


flexible tables  of  organization  was  a prominent 
feature  in  wastage  of  doctor  supply.  Excessive 
reverence  for  rigid  tables  of  organization  tied 
up  many  valuable  medical  officers  who,  when 
not  needed  for  active  medical  duties  with  the 
armed  services,  might  well  have  been  utilized  in 
relieving  the  drastic  shortages  in  many  civilian 
communities.  Fewer  civilian  doctors  would  have 
had  coronary  arteries  blocked  had  such  a pro- 
gram been  set  up. 

In  the  light  of  the  fantastic  developments  in 
atomic  and  biological  warfare,  the  use  of  highly 
toxic  chemical  agents,  and  the  elaborately  de- 
signed measures  of  psychological  assault,  the 
type  of  casualties  to  be  expected  can  be  readily 
estimated.  There  will  be  relatively  less  need  for 
field  medical  units,  beach  landing  parties,  and 
mass  troop  movements. 

There  will  be  relatively  greater  need  for  ade- 
quate mdical  personnel  and  equipment  assigned 
to  civilian  population  centers.  In  the  light  of 
modern  weapons  which  are  capable  of  destroying 
large  concentrations  of  troops  and  civilians 
alike,  it  can  safely  be  predicted  that  the  day  of 
the  rifle,  machine  gun,  and  indeed  surface  battle- 
ships is  drawing  to  a close.  Military  master- 
minds behind  the  scenes  realize  this.  It  is  high 
time  the  nation  as  a whole  faces  such  a possibil- 
ity. It  is  too  much  to  expect  that  the  world  has 
seen  its  last  war. 

It  can  safely  be  stimated  that  the  next  war 
will  not  last  long,  that  there  will  be  a tremen- 
dous number  of  casualties,  and  probably  civilian 
casualties  will  be  greater  in  number  than  troop 
casualties.  Provision  for  medical  care  should  be 
made  accordingly. 

The  Medical  Reserve  Corps 

Previous  to  Pearl  Harbor  the  Medical  Corps 
of  the  Army  and  Navy  were  operating  with  a 
skeleton  crew.  The  rapid  expansion  at  the  be- 
ginning of  hostilities  mobilized  the  medical  re- 
serves so  that  probably  over  ninety  per  cent  of 
the  actual  work  was  performed  by  reserve  of- 
ficers. While  some  representation  for  reserve 
medical  officers  existed  within  the  offices  of  the 
Surgeons  General,  many  problems  arose  which 
indicated  the  need  for  a more  intimate  under- 
standing of  the  problems  of  the  reserves  by 
those  who  determined  the  policies  of  the  corps. 

Coercion,  veiled  threats  of  unsatisfactory  as- 
signments, unfulfilled  verbal  promises,  and  oth- 
er unwholesome  attempts  for  undue  influencing 
of  younger  medical  officers  against  their  better 


Vol.  4,  No.  3 


Arizona  Medicine 


53 


judgment  should  have  no  place  in  the  activities 
of  the  medical  departments  of  the  armed  forces. 

National  security  requires  that  every  doctor 
should  be  available  for  national  service  in  time 
of  emergency.  Reserve  medical  units  at  the 
various  levels  in  administrative,  clinical,  and  re- 
search fields  should  be  organized  during  peace 
time  and  should  he  kept  continually  in  touch  with 
the  activities  of  the  service  medical  corps.  In- 
sofar as  possible  the  division  between  the  career 
officers  and  reserves  should  be  minimized.  This 
is  especially  true  in  the  field  of  medical  educa- 
tion and  research. 

Promotion  in  the  Medical  Corps 

The  capacity,  training,  and  experience  of  a 
doctor  should  represent  the  criteria  for  deter- 
mination of  his  military  rank.  As  an  officer 
gains  in  knowledge  and  value  professionally, 
these  facts  should  serve  as  the  basis  for  advance- 
ment. Medical  proficiancy  and  rank  should  go 
hand  in  hand.  Certification  in  the  various  special- 
ties was  recognized  during  the  last  war.  Unfor- 
tunately well  qualified  clinicians,  by  virtue  of 
age  and  years  of  experience  were  often  removed 
from  clinical  duties  and  given  administrative 
assignments  purely  on  the  basis  of  military  rank. 
This  problem  should  offer  little  difficulty  when 
properly  recognized  by  the  policy-making  Board 
responsible  for  the  creation  of  an  efficient  and 
modern  Medical  Corps. 

Doctors  in  special  fields,  when  maintained  in 


their  chosen  work,  should  have  expanding  op- 
portunities for  extending  the  frontiers  of  medi- 
cal science.  In  this  way  the  medical  service  of 
the  armed  forces  would  soon  have  research  pro- 
grams co-equal  in  excellence  to  that  of  civilian 
organizations.  This  principle  should  be  encour- 
aged by  adequate  recognition  when  rank  is  as- 
signed. 

Conclusion 

In  conclusion,  the  principle  medical  needs  for 
national  security  may  be  summarized  as  follows : 

1.  An  Over-all  Medical  Program  for  all 
Groups  of  the  Population. 

2.  A Secretary  of  Health  in  the  President’s 
Cabinet. 

3.  A Medical  Council  with  Representatives 
from  the  Medical  Schools,  Professional  Organi- 
zations and  Military  Officials. 

4.  Guarantee  of  a Continuing  Supply  of 
Medical  Officers. 

5.  Appointment  of  Doctors  on  Basis  of  Abil- 
ity rather  than  Military  Rank. 

6.  The  Creation  of  Opportunities  in  the  Med- 
ical Crops  for  Graduate  Training  and  Research. 

7.  Organization  of  an  Energetic  Medical  Re- 
serve Corps. 

If  these  principles  are  utilized  in  the  formu- 
lation of  the  national  policy  for  Health  and 
Medical  care  the  benefits  of  modern  medical 
science  will  be  extended  to  the  entire  popidation 
of  our  great  land. 
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ive members  engaged  in  private  practice  but 
temporarily  out  of  practice  due  to  ill  health. 
There  are  14  counties  in  the  state  and  14  coun- 
ty medical  societies  with  the  following  mem- 
berships: 


APACHE  COUNTY 
Dysterheft,  Arnold  H. 
McNary 

*Salsbury,  Clarence  G. 
Ganado 

COCHISE  COUNTY 
Adamson,  E.  W. 

Douglas 
Alessi,  N.  V. 

Douglas 

Atonna,  Guy  B. 

Douglas 
Duncan,  A.  K. 

Douglas 

Helm,  Hugh  M. 

Douglas 


MEDICAL  SOCIETY 
Herbst,  Kenneth  A. 
McNary 


MEDICAL  SOCIETY 
Hess,  George  H. 
Warren 

Hicks,  Robert  A. 
Willcox 

Montgomery,  R.  E. 
Douglas 

Nugent,  Arthur  G. 
Douglas 

Parrish,  Fred  W. 
Bowie 


Piepergerdes,  C.  C. 
Bisbee 

Randall,  George  E. 

Willcox 
Rice,  Hal  W. 
Bisbee 

Royce,  Emery  E. 

Douglas 
Saba,  Joseph 
Bisbee 


Walsh,  Jas.  S. 
Douglas 

Welbourn,  M.  A. 
Bisbee 

Wilson,  John  C. 

Willcox 
Zinn,  Peter  P. 
Tombstone 


COCONINO  COUNTY  MEDICAL  SOCIETY 
Creighton,  C.  C.  Fronske,  M.  G. 

Flagstaff  Flagstaff 

Barnes,  H.  A.  Kittredge,  D.  W.  Jr. 

Flagstaff  Flagstaff 
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Manning  G.  F. 

State  Dept,  of  Health 
Phoenix 

Rice,  Herbert  R. 
Flagstaff 


GILA  COUNTY  MEDICAL  SOCIETY 
Harper,  T.  C. 


Aarni,  John 
Ray 

Bosse,  A.  J. 

Globe 

Brayton,  Nelson  D. 
Miami 

Burgess,  M.  E . 

Miami 

Cron,  Cyril  M. 

Miami 

Gunter,  Clarence 
Globe 

GRAHAM  COUNTY 
Butler,  F.  W. 

Safford 
Knight,  F.  W. 

Safford 


Adams,  Mabel  I 

E.  Bethany  Home  Rd. 
Phoenix 
Alvarez,  A.  H. 

325  E.  Washington 
Phoenix 
Andes,  J.  E. 

Wickenburg 
Antos,  Robert  J. 

3641  S.  Central  Ave. 
Phoenix 

Armbruster,  A.  Carl 
234  N.  Central  Ave. 
Phoenix 

Armour,  Paul  S. 

543  E.  McDowell  Rd. 
Phoenix 

Arnow,  Davis  I. 

Chandler 
Axel,  B.  J. 

217  E.  7th  St. 

Tempe 

Baier,  Frederic  D. 

1123  N.  7th 
Phoenix 
Baker,  John  S. 

2211  N.  16th  St. 
Phoenix 

Bakes,  Edwin  C. 

15  E.  Monroe 
Phoenix 

Baldwin,  Louis  B. 

15  E.  Monroe 
Phoenix 
Bank,  Joseph 
800  N.  1st  Ave. 
Phoenix 

Barfoot,  G.  Robert 
15  E.  Monroe 
Phoenix 

Barker,  Clyde  J. 

15  E.  Monroe 
Phoenix 


Scoles,  H.  E. 
Flagstaff 

Sechrist,  Charles  W. 
Flagstaff 


Globe 

Harris,  Ira  E. 

Miami 

Huestis  .Charles  B. 
Hayden 

Kelly,  Marcus  G. 
Miami 

O’Brien,  Walter  M. 
Globe 

Wade,  Robert  M. 
Miami 

MEDICAL  SOCIETY 
Nelson,  D.  E. 

Safford 

Stratton,  J.  Newton 
Safford 


15  E.  Monroe 
Phoenix 

Bate,  Thomas  H. 

15  E.  Monroe 
Phoenix 
Beck,  L.  D. 

1626  N.  Central  Ave. 
Phoenix 
Bendheim,  O.  L. 

1515  N.  9th 
Phoenix 

Bewersdorf,  Louise 
1302  W.  McDowell 
Phoenix 
Blank,  Edward 
733  W.  McDowell 
Phoenix 

Bloomhardt,  S.  1. 

15  E.  Monroe 
Phoenix 

Borah,  Charles  E . 

15  E.  Monroe 
Phoenix 

Bralliar,  Floyd  B. 

Wickenburg 
Bregman,  Edward  H. 
428  N.  Central  Ave. 
Phoenix 

Brinkerhoff,  D.  E. 

926  E.  McDowell 
Phoenix 

Brown,  Preston  T. 

15  E.  Monroe 
Phoenix 

Browne,  Trevor  G. 

543  E.  McDowell 
Phoenix 
Bryant,  Ira  M. 

Mesa 

Caldwell,  Hayes  W. 
1103  E.  Culver 
Phoenix 


Caniglia,  S.  R. 

543  E.  McDowell 
Phoenix 

Carlson,  Donald  G. 

543  E.  McDowell 
Phoenix 
Case,  Paul  H. 

15  E.  Monroe 
Phoenix 
Causey,  Paul  S. 

926  E.  McDowell 
Phoenix 

Charvoz,  Elton  R. 

1103  E.  Culver 
Phoenix 

Cleveland,  William  H. 
15  E.  Monroe 
Phoenix 
Clohessy,  T.  T. 

15  E.  Monroe 
Phoenix 
Cohen,  Matthew 
15  E.  Monroe 
Phoenix 

Condon,  Daniel  .J. 

15  E.  Monroe 
Phoenix 
Conner,  S.  K. 

926  E.  McDowell 
Phoenix 
Craig,  Carlos  C. 

15  E.  Monroe 
Phoenix 

Cruthirds,  Archie  E. 

15  E.  Monroe 
Phoenix 

Cummings,  Robert  H. 
15  E.  Monroe 
Phoenix 

Dagres,  Lucille  M. 

543  E.  McDowell 
Phoenix 
Day,  M.  L. 

926  E.  McDowell 
Phoenix 

Denninger,  Henri  S. 
Glendale 

DePinto,  Angus  J. 

15  E.  Monroe 
Phoenix 

Drane,  James  E. 

112  N.  Central 
Phoenix 
Dysart,  Palmer 
15  E.  Monroe 
Phoenix 

Eckstein,  Albert 
1515  N.  9th,  Phoenix 
Edel,  Frank  W. 

738  E.  McDowell 
Phoenix 

Ehrlich,  Joseph  C. 

39  W.  Adams 
Phoenix 

Enfield,  George  S. 

15  E.  Monroe 
Phoenix 
Fahlen,  F.  T. 

112  N.  Central  Ave. 
Phoenix 
Felch,  Harry  J. 

15  E.  Monroe 
Phoenix 

Fillmore,  James  A. 
Mesa 

Flinn,  Robert  S. 

15  E.  Monroe 
Phoenix 


GREENLEE  COUNTY  MEDICAL  SOCIETY 
Burgess,  Roy  E.  Laugharn,  C.  H. 

Clifton  Clifton 

Engelder,  A.  E.  Lovre,  S.  C. 

Morenci  Morenci 

Gans,  Carl  H.  Stratton,  R.  A. 

Morenci  Morenci 

MARICOPA  COUNTY  MEDICAL  SOCIETY 
Barker,  Clyde  J.,  Jr. 


May,  1947 

Flohr,  Martin  C. 
Tolleson 

Forster,  Wesley  G. 

1117  N.  7th 
Phoenix 
Foster,  .John 
543  E.  McDowell 
Phoenix 
Foster,  R.  Lee 
15  E.  Monroe 
Phoenix 

Fournier,  Dudley  T. 

15  E.  Monroe 
Phoenix 

Franklin,  Henry  L. 

15  E.  Monroe 
Phoenix 
Frazier,  V.  E. 

35  E.  Main 
Mesa 

French,  Harry  J. 

14  N.  Central  Ave. 
Phoenix 

Frissell,  Ben  P. 

15  E.  Monroe 
Phoenix 

Frost,  Thomas  T. 

15  E.  Monroe 
Phoenix 

Fuller,  Ralph  H. 

Good  Samaritan  Hosp. 
Phoenix 

Furth,  William  G. 

11  W.  Jefferson 
Phoenix 

Gain,  Douglas  D. 

15  E.  Monroe 
Phoenix 
Galison,  Louis 
Buckeye 
Garrison,  I.  L. 

540  W.  McKinley 
Phoenix 

Gatterdam,  Eugene  A. 
15  E.  Monroe 
Phoenix 

Gibbes,  Helen  S. 
Ledgerock  Ranch 
Tajique,  New  Mexico 
Gilbert,  Gordon  L. 

543  E.  McDowell 
Phoenix 
Gilbert,  K.  M. 

Chandler 
Ginn,  .J.  Allen 

1626  N.  Central  Ave. 
Phoenix 
Goss,  Harry  L. 

125  W.  Monroe 
Phoenix 

Green,  Monroe  H. 

1137  W.  McDowell 
Phoenix 

Greer,  .Joseph  M. 

15  E.  Monroe 
Phoenix 

Gudgel,  Harry  B. 

15  E.  Monroe 
Phoenix 

Haines,  Ronald  S. 

926  E.  McDowell 
Phoenix 

Hall,  Norman  D. 

15  E.  Monroe 
Phoenix 
Hamer,  Jesse  D. 

15  E.  Monroe 
Phoenix 
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Harbridge,  D.  F. 

15  E.  Monroe 
Phoenix 
Harris,  Karl  S. 

15  E.  Monroe 
Phoenix 

Hart,  Vincent  P. 

1519  E.  McDowell 
Phoenix 

Hartgraves,  Thomas  A. 
926  E.  McDowell 
Phoenix 

Hartman,  Stanford  F. 
926  E.  McDowell 
Phoenix 

Haynes,  Bertram  P. 
Buckeye 

Henderson,  Charles  E. 
738  W.  McDowell 
Phoenix 

Herzberg,  Benjamin 
15  E.  Monroe 
Phoenix 

Hilton,  Robert  K. 

Litchfield  Park 
Holmes,  Carl  A. 

1401  N.  7th 
Phoenix 

Holmes,  Fred  G. 

15  E.  Monroe 
Phoenix 

Holton,  Stanley  W. 

726  N.  Central  Ave. 
Phoenix 
Hull,  Hugh  B. 

15  E.  Monroe 
Phoenix 

Hurianek,  Zdenka  A. 

15  E.  Monroe 
Phoenix 

Hussong,  Ruland  W. 

15  E.  Monroe 
Phoenix 

Irvine,  George  B. 
Tempe 

Jarrett,  Paul  B. 

800  N.  1st  Ave. 
Phoenix 

Jeffery,  Vogel  J. 

Gila  Bend 
Jekel,  Louis  G. 

15  E.  Monroe 
Phoenix 

Johnson,  James  L. 

15  E.  Monroe 
Phoenix 

Johnson,  Paul  A. 

25  W.  McDowell 
Phoenix 

Johnson,  Philip  L. 

1102  N.  Central  Ave. 
Phoenix 

Johnson,  William  A. 
Glendale 

Jordan,  Fred  C.,  Jr. 

15  E.  Monroe 
Phoenix 

Joseph,  Samuel  R. 

39  W.  Adams 
Phoenix 
Kalil,  Charles 
14  N.  Central  Ave., 
Phoenix 

Kent,  Melvin  Lloyd 
Mesa 

Ketcherside,  Hilary  D. 
800  N.  1st  Ave.  M 
Phoenix 


Kilgard,  Frank  M. 

125  W.  Monroe 
Phoenix 

King,  William  D. 

15  E.  Monroe 
Phoenix 
Kingsley,  A.  C. 

15  E.  Monroe 
Phoenix 

Kober,  Leslie  R. 

15  E.  Monroe 
Phoenix 

Kroeger,  Hilda  H. 

State  Dept,  of  Health 
State  Building 
Phoenix 
Kruglick,  John 
39  W.  Adams 
Phoenix 

Lentz,  Joseph  S. 

543  E.  McDowell 
Phoenix 

Loveless,  Phil  H. 

543  E.  McDowell 
Phoenix 
Lutfy,  Louis  P. 

301  W.  McDowell 
Phoenix 

Lytton-Smith,  James 
926  E.  McDowell 
Phoenix 
Manoil,  L. 

34  W.  Lynwood 
Phoenix 
Matanovich,  M. 

15  E.  Monroe 
Phoenix 

McCracken,  Paul  W. 
1206  W.  Madison 
Phoenix 
McGilvra,  R.  I. 

307  E.  Indian  Sch.  Rd. 
Phoenix 
McIntyre,  A.  J. 

11  W.  Jefferson 
Phoenix 

McKeown,  Hilton  J. 

926  E.  McDowell 
Phoenix 

McKhann,  George  G. 

15  E.  Monroe  # 
Phoenix 

McVay,  L.  Clark 
15  E.  Monroe 
Phoenix 

Medigovich,  D.  V. 

15  E.  Monroe 
Phoenix 
Melick,  D.  W. 

15  E.  Monroe 
Phoenix 
Melton,  B.  L. 

15  E.  Monroe 
Phoenix 

Merrill,  Marriner  W. 

800  N.  1st  Ave. 
Phoenix 

Milloy,  Frank  J. 

15  E.  Monroe 
Phoenix 
Mills,  C.  Selby 
926  E.  McDowell 
Phoenix 

Miyauchi,  Yukio 
Glendale 
Moore,  James  R. 

15  E.  Monroe 
Phoenix 


Moore,  Robert  L. 

15  E.  Monroe 
Phoenix 

Neff,  Bayard  L. 

Mesa 

Nelson,  Willis  J. 

15  E.  Monroe 
Phoenix 

Nevins,  Charles  R. 

Phoenix 
Ohl,  Howard  J. 

25  W.  McDowell 
Phoenix 

Ovens,  James  M. 

926  E.  McDowell 
Phoenix 

Palmer,  E.  Payne 
15  E.  Monroe 
Phoenix 

Palmer,  E.  Payne,  Jr, 

15  E.  Monroe 
Phoenix 
Palmer,  Paul  V. 

15  E.  Monroe 
Phoenix 

Palmer,  Ralph  F. 

15  E.  Monroe 
Phoenix 
Park,  J.  Minor 
505  W.  McDowell 
Phoenix 
Patterson,  J.  H. 

234  N.  Central  Ave. 
Phoenix 

Patterson,  Wm.  B. 

Mesa 

Peterson,  Kenneth  E. 

7 W.  McDowell 
Phoenix 

Phillips,  Robert  T. 

150  W.  McDowell 
Phoenix 

Ploussard,  Charles  N. 

15  E.  Monroe 
Phoenix 

Pohle,  C.  Lawrence  Von 
Chandler 
Pohle,  Ernest  E. 

Tempe 

Porter,  Dwight  H. 

800  N.  1st  Ave. 
Phoenix 

Purcell,  Howard  M. 

P.  O.  Box  1144 
Reno,  Nevada 
Ramenofsky,  A.  I. 

39  W.  Adams 
Phoenix 

Randolph,  Howell  S. 

15  E.  Monroe 
Phoenix 
Reese,  F.  L. 

15  E.  Monroe 
Phoenix 
Rice,  Philip  E. 

Glendale 
Reichert,  Jacob 
234  N.  Central  Ave. 
Phoenix 
Ricker,  John  H. 

926  E.  McDowell 
Phoenix 

Rosenthal,  Maurice 
543  E.  McDowell 
Phoenix 

Ross,  Norman  A. 

15  E.  Monroe 
Phoenix 


Running,  E.  Henry 
150  W.  McDowell 
Phoenix 

Ryerson,  Paul  M. 

1505  E.  McDowell 
Phoenix 
Robb,  Mayo 
15  E.  Monroe 
Phoenix 

Rogers,  George  K. 

926  E.  McDowell 
Phoenix 

Rosenquist,  R.  W. 
Tempe 

Schoffman,  Wm.  F. 

Phoenix 
Sharp,  Floyd  B. 

318  W.  Holly 
Phoenix 

Shembab,  Cecilia 
926  E.  McDowell 
Phoenix 
Sherrill,  W.  P. 

342  W.  McDowell 
Phoenix 
Shupe,  Reed 
1103  E.  Culver 
Phoenix 
Singer,  Paul  L. 

39  W.  Adams 
Phoenix 
Smith,  Leslie  B. 

926  E.  McDowell 
Phoenix 

Snyder,  Bertram  L. 

15  E.  Monroe 
Phoenix 
Snyder,  William 
335  W.  McDowell 
Phoenix 
Sobol,  Jacob  M. 

112  N.  Central  Ave. 
Phoenix 

Solomon,  David  M. 

123  S.  3rd  St. 
Phoenix 

Stevens,  Robert  H. 

15  E.  Monroe 
Phoenix 

Stump,  Robert  M. 

3301  W .Van  Buren 
Phoenix 
Suit,  Charles  W. 

15  E.  Monroe 
Phoenix 

Suit,  Charles  W.  Jr. 

15  E.  Monroe 
Phoenix 

Swasey,  Lloyd  K. 

15  E.  Monroe 
Phoenix 

Thayer,  Kent  H. 

15  E.  Monroe 
Phoenix 
Thoeny,  O.  W. 

926  E.  McDowell 
Phoenix 

Toland,  Virgil  A. 

509  W.  McDowell 
Phoenix 

Tompkins,  L.  M. 
Gilbert 

Truman,  George  C. 
Mesa 
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Tucker,  James  B. 

Nome,  Alaska 
Tu thill,  A.  M. 

15  E.  Monroe 
Phoenix 
Tuveson,  L.  L. 

800  N.  1st  Ave. 
Phoenix 

Urry,  Audrey  Glenn 
4004  N.  10th  St. 
Phoenix 

Van  Epps,  Charles  E. 
15  E.  Monroe 
Phoenix 

Vernetti,  Lucy  A. 

543  E.  McDowell 
Phoenix 

Vivian,  Charles  W. 
412  W.  Roosevelt 
Phoenix 
Wall,  Mark  H. 

206  E.  Main 
Mesa 

Warrenburg,  C.  B. 

926  E.  McDowell 
Phoenix 

Watkins,  W.  Warner 
15  E.  Monroe 
Phoenix 
West,  O.  C. 

14  N.  Central  Ave. 
Phoenix 

Westervelt,  M.  W. 
Tempe 


Barnes,  Broda  O. 

Kingman 
Brazie,  Walter 
Kingman 


Beckwith,  Harry  S. 
Winslow 

Dienger,  Bernard  C. 
1266  Ryan  Terrace 
St.  Louis  14,  Mo. 
Heywood,  Bernard  S. 
Holbrook 


Allen,  F.  W. 

20  E.  Ochoa 
Tucson 
Arntzen,  J.  L. 

516  E.  3rd  St. 
Tucson 
Atwood,  H.  D. 

Ajo 

Baker,  Kenneth  C. 
721  N.  4th 
Tucson 
Beaton,  L.  E. 

1650  N.  Campbell 
Tucson 

Bensema,  C.  E. 

1800  E.  Speedway 
Tucson 

Bernfeld,  Michael 
123  S.  Stone 
Tucson 

Bernstein,  Dennis 
2720  E.  Broadway 
Tucson 
Biddle,  Dake 
123  S.  Stone 
Tucson 


Whitelaw,  Maurice  J. 
412  W.  Roosevelt 
Phoenix 

Whiting,  Spencer  D. 

Scottsdale 
Williams,  Henry  G. 

926  E.  McDowell 
Phoenix 

Williams,  Norman  L. 
1505  W.  Thomas  Rd. 
Phoenix 
Williams,  O.  O. 

2020  N.  11th  St. 
Phoenix 

Williamson,  George  A. 
800  N.  1st  Ave. 
Phoenix 
Wills,  E.  C. 

39  W.  Adams 
Phoenix 

Willson,  Allan  T. 

68  W.  Vernon 
Phoenix 

Woern,  William  H. 

15  E.  Monroe 
Phoenix 

Woodman,  Thomas  W. 
800  N.  1st  Ave. 
Phoenix 

Wormley,  Lowell  C. 
1201  E.  Washington 
Phoenix 


Findlay,  Francis  M. 

Kingman 
King,  W.  R. 
Kingman 


Morton,  William  G. 
Winslow 

Peterson,  Charles  H. 
Winslow 

Wright,  Myron  G. 
Winslow 


Bigglestone,  H.  C. 

721  N.  4th 
Tucson 

Bledsoe,  N.  C. 

1115  E.  6th 
Tucson 

Bloom,  Benson 
4 E.  Congress 
Tucson 

Boone,  George  D. 

601  E.  6th 
Tucson 

Brady,  Thomas  A. 

650  N.  Country  Club 
Road 
Tucson 

Brainard,  H.  H. 

130  S.  Scott 
Tucson 

Callander,  R.  J. 
Veterans’  Adm. 
Mountain  Home,  Tenn. 
Carrada,  L.  N. 

175  E.  12th 
Tucson 


Carrell,  W.  D. 

123  S.  Stone 
Tucson 
Cates,  T.  H. 

129  S.  Scott 
Tucson 

Closson,  Esther  M. 

4 E.  Congress 
Tucson 
Clyne,  Meade 
110  S.  Scott 
Tucson 

Cogswell,  H.  D. 

130  S.  Scott 
Tucson 

Cohen,  Morris  D. 

1534  E.  Speedway 
Tucson 
Costin,  Max 

1534  E.  Speedway 
Tucson 

Davis,  W.  Claude 
33  E.  Broadway 
Tucson 

Dixon,  George  L. 

2716  N.  4th  St. 
Tucson 

Donahue,  John  L. 

4 E.  Congress 
Tucson 

Edwards,  B.  B. 

521  E.  3rd  St. 

Tucson 

Far  is,  Hervey  S. 

23  E.  Ochoa 
Tucson 
Farness,  O.  J. 

721  N.  4th  Ave. 
Tucson 
Fink,  Harold 
3732  Pine  St. 
Jacksonville,  Florida 
Fitzgerald,  G.  H.  ** 
Tucson 

Flood,  Clyde  E. 

4 E.  Congress 
Tucson 

Francis,  J.  Donald 
433  N.  Tucson  Blvd. 
Tucson 

Gault,  William  H. 

110  S.  Scott 
Tucson 

Gore,  Victor  M. 

4 E.  Congress 
Tucson 

Gotthelf,  Ed  J. 

4 E.  Congress 
Tucson 

Grant,  Kenneth 
130  S.  Scott 
Tucson 

Grauman,  S.  J. 

4 E.  Congress 
Tucson 

Gregg,  Fred  C. 

41  E.  Jackson 
Tucson 

Gregg,  Harold  J. 

41  E.  Jackson 
Tucson 

Hartman,  Geo.  O. 

23  E.  Ochoa 
Tucson 

Hastings,  Robert  E. 
1811  E.  Speedway 
Tucson 


Hayden,  Edward  M. 
23  E.  Ochoa 
Tucson 

Hayhurst,  D.  E. 

1717  E.  Speedway 
Tucson 
Heim,  D.  J. 

110  S.  Scott 
Tucson 

Hess,  Delbert  W. 

612  N.  4th  Ave. 
Tucson 
Hesser,  J.  M. 

Tucson 

Hewitt,  W.  Roy 
110  S.  Scott 
Tucson 

Hill,  Donald  F. 

2430  E.  6th 
Tucson 

Holbrook,  W.  Paul 
2430  E.  6th 
Tucson 

Howard,  Lewis  H. 
Court  House,  Health 
Unit 
Tucson 

Hyman,  Mayer 
4 E.  Congress 
Tucson 
James,  H.  C. 

319  S.  6th 
Tucson 
Katz,  Herbert 
319  S.  4th 
Tucson 

Kinkade,  J.  M. 

45  E.  Jackson 
Tucson 
Kitt,  W.  S. 

1115  E.  6th 
Tucson 

Kohl,  Harold  W. 

1811  E.  Speedway 
Tucson 

Kosanke,  H.  E. 

110  S.  Scott 
Tucson 

Kroeger,  C.  R. 

650  Kroeger  Lane 
Tucson 

Laidlaw,  Elizabeth  H. 
2422  E.  Helen 
Tucson 

Lamb,  Harold  L. 

80  S.  Stone 
Tucson 

Lee,  Joseph  G. 

520  N.  Park  Ave. 
Tucson 

Lemmle,  Malwina  T. 
525  E.  Speedway 
Tucson 

Lewis,  Donald  B. 

123  S.  Stone 
Tucson 

Lieberman,  A.  L. 

272  E.  Broadway 
Tucson 

Lindberg,  A.  L. 

721  N.  4th  Ave. 
Tucson 

Littlefield,  J.  B. 

2432  E.  6th 
Tucson 
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Lyon,  W.  R. 

316  E.  Speedway 
Tucson 

Mahoney,  Dan  L. 

4 E.  Congress 
Tucson 

Mahoney,  Vernon  L. 
614  N.  4th  Ave. 
Tucson 

Mandel,  Meyer  M. 

909  E.  Speedway 
Tucson 

Manning,  W.  R. 

724  N.  Stone 
Tucson 

Marsh,  L.  Cody 
123  S.  Stone 
Tucson 

Mihran,  M.  K. 

San  Xavier  Mission 
Tucson 

Mikell,  John  S. 

1811  E.  Speedway 
Tucson 

Minear,  William  L. 
Carrie  Tingley  Hosp. 
Hot  Springs,  N.  M. 
Montroy,  J.  P. 

Sells 

Nagoda,  Ed  J. 

4 E.  Congress 
Tucson 
Neffson,  A.  H. 

Rt.  6,  Box  476 
4520  Oracle  Rd. 
Tucson 

Newcomb,  C.  J. 

2440  E.  6th 
Tucson 

**Oatway,  W.  H. 
Tucson 

O’Connor,  M.  J. 

4 E.  Congress 
Tucson 
Omer,  Joy  A. 

4 E.  Congress 
Tucson 

Oyler,  Raymond  F. 

130  S.  Scott 
Tucson 

Palmer,  Max  R. 

521  E.  3rd 
Tucson 

Patterson,  C.  E. 

123  S.  Stone 
Tucson 

Present,  Arthur  J. 

23  E.  Ochoa 
Tucson 

Presson,  Virgil  G. 

130  S.  Scott 
Tucson 

Purcell,  Geo.  W. 

109  S.  Scott 
Tucson 

Pyre,  Jackman 
123  S.  Stone 
Tucson 

Robbins,  C.  L. 

4 E.  Congress 
Tucson 

Rudolph,  Charles  W.' 
12  E.  3rd 
Tucson 

Rudolph,  Roy  W. 

4 E.  Congress 
Tucson 


Sanger,  Stuart 
123  S.  Stone 
Tucson 
Sarlin,  C.  N. 

123  S.  Stone 
Tucson 
Schell,  D.  E. 

721  N.  4th  Ave. 

Tucson 

Schnable,  G.  P. 

1115  E.  6th 
Tucson 

Schultz,  William  M. 

110  S.  Scott 
Tucson 

Schutzbank,  F.  B. 

4065  E.  Cooper 
Tucson 

Secrist,  Delbert  L. 

123  S.  Stone 
Tucson 

Semoff,  Milton 
2440  E.  6th 
Tucson 

Shoun  .Alexander  N. 
1800  E.  Speedway 
Tucson 

Shultz,  William  G. 

2448  E.  6th 
Tucson 

Sickler,  James  R. 

123  S.  Stone 
Tucson 

Smelker,  V.  A. 

4 E.  Congress 
Tucson 
Smith,  R.  K. 

4 E.  Congress 
Tucson 
Starns,  C.  E. 

110  E.  Alameda 
Tucson 

Steen,  William  B. 

110  S.  Scott 
Tucson 

Stephens,  Chas.  A.  L.,  Jr. 
2430  E.  6th 
Tucson 

Storts,  Brick  P. 

1811  E.  Speedway 
Tucson 

Strode,  William  L. 

2412  N.  Campbell 
Tucson 

Tappan,  Vivian 
2350  E.  Elm 
Tucson 

Thomas,  Charles  A. 

130  S.  Scott 
Tucson 

Thomas,  Naugle  K. 

130  S.  Scott 
Tucson 

Thompson,  A.  B. 

168  W.  Broadway 
Tucson 

Thompson,  Harry  E. 
2448  E.  6th 
Tucson 

Thompson,  Hugh  C.,  Jr. 
110  S.  Scott 
Tucson 

Townsend,  S.  D. 

311  E.  Congress 
Tucson 

Ure,  William  G. 

2440  E.  6th 
Tucson 


Watkins,  Evelyn  G. 

4 E.  Congress 
Tucson 

Watson,  Samuel  H. 

110  S.  Scott 
Tucson 

Webster,  Clara  S. 

4 E.  Congress 
Tucson 
Whittle,  C.  C. 

1227  N.  Tyndall  Ave. 
Tucson 

Williams,  Marguerite 
4 E.  Congress 
Tucson 


Hamer,  John  D. 
Tiger 

Jackson,  William 
Coolidge 

Lehmberg,  H.  B. 

Casa  Grande 
Law,  C.  R. 

Coolidge 
Maxwell,  G.  E. 
Coolidge 

O’Neil,  James  T. 

Casa  Grande 
*Schnur,  Leo 
Sacaton 


Allen,  James  H. 
Prescott 

Bassett,  George  O. 

Prescott 
Born,  Ernest  A. 
Prescott 

Carlson.  Arthur  C. 

Cottonwood 
Connor,  John  W. 

Seligman 
Edwards,  W.  V. 

Clarkdale 
*Fahy,  John  E. 
Whipple 

Hough,  Henry  A. 

Prescott 
Jolley,  E.  B. 
Jerome 


Wilson,  R.  A. 

130  S.  Scott 
Tucson 
Winn,  W.  R. 

614  N.  4th  Ave. 
Tucson 

Witzberger,  C.  M. 

522  N.  Tucson  Blvd. 
Tucson 

Woodard,  J.  H. 

Fillmore,  Indiana 
Zemsky,  Boris 
4 E.  Congress 
Tucson 


Steward,  B.  L. 

Coolidge 
Steward,  G.  B. 
Coolidge 

Swackhamer,  C.  R. 

Superior 
Tucker,  W.  P. 

Florence 
Utzinger,  O.  E . 
Ray 

Walker,  Glen  H. 
Coolidge 


Kraus,  Alfred  P. 
Bagdad 

Looney,  Robert  N. 
Prescott 

McNally,  Joseph  P . 
Prescott 

Southworth,  Harry  T. 
Prescott 

Swetnam,  C.  R.  K. 
Prescott 

Urriolagoitia,  Juan  E. 

Cottonwood 
Yount,  C.  E. 

Prescott 

Yount,  C.  E„  Jr. 
Prescott 

Yount,  Florence  B. 
Prescott 


YUMA  COUNTY  MEDICAL  SOCIETY 


Cain,  William  C. 

Yuma 

Corliss,  Philip  G. 
Somerton 

Fenderson,  Wayne  A. 
Yuma 

Irwin,  Ralph  T. 

Yuma 

Knotts,  Roy  R. 

Yuma 

Lightner,  Clarence  M. 
Yuma 

Matts,  Robert  M. 
Yuma 


Phillips,  Wm.  A. 
Yuma 

Podolsky,  Abe  I. 
Yuma 

Powell,  Charles  S. 
Yuma 

Rider,  Robert  E. 
Yuma 

Stanley,  John  F. 
Yuma 

Taylor,  John  T. 
Yuma 

Volpe,  James,  Jr. 
Yuma 


SANTA  CRUZ  COUNTY  MEDICAL  SOCIETY 


Chapman,  William  S. 
Los  Mochis 
Sonora,  Mexico 
Gonzalez,  J.  S. 

Nogales 
Harker,  G.  L. 

Nogales 

Houle,  Emile  C. 
Nogales 


Lapsley,  John  Y. 
Nogales 

Mock,  Delmar  R. 

Patagonia 
Noon,  Z.  B. 
Nogales 

Smith,  Charles  S. 
Nogales 


YAVAPAI  COUNTY  MEDICAL  SOCIETY 


PINAL  COUNTY  MEDICAL  SOCIETY 
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JOURNAL,  AMERICAN  MEDICAL 
ASSOCIATION 
131 :1399-1404  August  24,  1946 

DYNAMIC  POSTURE 
Beckett  Howorth,  M.D. 

New  York  City 

The  old  concept  of  posture  as  a static  fixed 
condition  is  giving  way  to  modern  dynamic  in- 
terpretations. Orthopedic  surgeans  have  long 
since  been  cognizant  that  posture  is  in  a constant 
state  of  flnx — a play  between  loss  and  recovery 
of  body  balance — during  locomotion  and  weight 
bearing.  The  present  author  goes  even  further 
in  his  admirable  and  ambitious  attempt  to  tie  in 
all  the  factors  of  posture  as  they  are  expressed 
in  the  sum  total  of  the  positions  and  movements 
of  the  body  throughout  the  day  and  throughout 
life;  both  static  and  dynamic,  in  lying,  sitting 
and  standing. 

Beginning  with  the  development  of  posture  in 
the  new  born,  the  author  successively  deals  with 
static  posture  (lying,  sitting  and  standing),  in- 
dividual types,  poor  posture  (causes,  effects, 
correction),  dynamic  posture  (definition  and 
basic  principles),  proper  placement  of  the  feet, 
and  other  applications  of  basic  dynamic  princi- 
ples. The  article  must  be  carefully  read  to  ap- 
preciate its  significance  and  scope — but  a few 
of  the  highlights  are : 

(1) .  Posture  developes  as  an  unwinding  from 
the  flexed  position  of  the  new  born,  with  devel- 
opment of  secondary  spinal  curves  and  extension 
of  the  hips  and  knees.  Initial  standing  of  the 
infant  should  be  on  firm  flat  surfaces  and  the 
shoes  flexible  and  flat. 

(2) .  Static  posture  denotes  an  inactive  status, 
relaxed  or  under  tension.  Lying  is  the  funda- 
mental human  posture  and  is  extremely  variable. 
A non-sagging  surface  is  essential  for  this. 

(a) .  Sitting  is  of  next  importance — with 
medium  lumbar  arch  and  the  knees  at  right  an- 
gles. This  likewise  is  variable  but  an  ideal 
should  be  attained,  especially  in  growing  school 
children,  by  paying  special  attention  to  indi- 
vidual requirements  of  seat  and  desk. 

(b) .  The  standing  position  is  the  basic  posi- 
tion from  which  constant  changes  are  to  be 
made.  Gravital  stresses  are  to  be  balanced  in 

Abstracts  prepared  by  Staff  of  Carrie  Tingley  Hospital  for 
Crippled  Children.  Hot  Springs.  New  Mexico. 


line  with  the  center  of  gravity  of  the  body  and 
will  permit  of  wide  variations  depending  on  the 
body  build.  Achievement  of  full  height  is  to  be 
sought,  without  effort  and  tension.  Fatigue, 
lack  of  sleep,  malnutrition,  mental  depression, 
corpulency,  pregnancy,  dependent  breasts,  ill- 
fitting  clothing,  high  heels  and  certain  occupa- 
tions are  conducive  to  poor  posture. 

(c) .  Peculiarly  enough  poor  posture  is  as- 
sumed because  it  is  the  easiest  and  most  natural 
position  for  the  person  at  the  moment  he  as- 
sumes it  and  provides  relaxation  and  rest  for 
certain  muscles,  and  for  the  body  as  a whole.  If 
allowed  to  become  habitual,  a variety  of  detri- 
mental consequences  result  both  subjectively 
and  objectively.  Careful  examination  and  cor- 
rective measures  carefully  individualized  are 
called  for  in  order  to  correct  poor  posture. 

(d) .  Dynamic  posture  is  posture  in  motion 
or  in  preparation  for  action.  This  is  especially 
complex  and  all  the  parts  of  the  body  are  there- 
by integrated  in  the  everyday  life  and  activity 
of  the  individual,  by  the  author,  in  his  unique 
concept  of  dynamic  posture.  Thereby  good  dy- 
namic posture  is  the  use  of  the  body  in  the  sim- 
plest and  most  effective  way,  taking  fullest  ad- 
vantage of  neuromuscular  mechanisms,  gravital 
forces  and  balance.  The  basic  dynamic  posture 
is  characterized  by  a slight  crouch,  with  ankles, 
knees  and  hips  flexed,  the  head  and  trunk  in- 
clined forward  and  the  trunk  slightly  flexed, 
the  arms  relaxed  and  slightly  flexed — in  other 
words  the  mid-position.  Walking  (though  most 
complex)  is  one  of  our  simplest  and  most  funda- 
mental actions  and  serves  as  an  example  of  dy- 
namic posture.  Among  other  things  it  involves 
the  proper  placement  of  the  feet.  A knowledge 
of  dynamic  posture  will  serve  to  economize  and 
improve  on  body  movement  and  beauty  in  work 
and  in  play. 

J.  KULOWSKI,  M.  D. 


JOURNAL  OF  BONE  AND  JOINT  SURGERY 
Vol.  28,  No.  3;  Old  Series  Yol.  44,  Page  501, 
July,  1946 

Experiences  with  the  Brittain  Ischiefemoral 
Arthrodesis 

Joseph  A.  Freiberg , M.  D. 

Cincinnati,  Ohio 

In  this  article  the  author  presents  seven  cases 
of  ischiefemoral  arthrodesis  performed  after 
the  method  of  Brittain.  Six  of  the  cases  done 
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were  for  tuberculosis  of  the  hip.  Of  these,  four 
resulted  in  osseous  union  in  seven  to  nine 
months.  Of  the  two  failing  to  achieve  good  fu- 
sion, one  was  attributed  to  a breaking  of  the  cast 
while  the  other  was  the  result  of  urinary  compli- 
cations. 

The  article  is  well  illustrated  and  the  opera- 
tive technique  is  described  in  detail.  An  inter- 
trochanteric osteotomy  is  performed  with  ischial 
transposition  of  the  proximal  end  of  the  distal 
fragment,  reinforced  by  a massive  tibial  bone 
graft.  The  author  has  found  that  in  this  type 
of  arthrodesis  the  difficulty  encountered  in  the 
iliofemoral  arthrodesis  is  overcome,  namely  the 
distraction  effect  of  the  adductor  muscles  on  a 
superiorly  and  laterally  placed  graft. 

The  entire  operation  is  done  through  a three- 
inch  incision  over  the  lateral  aspect  of  the  femur, 
and  the  landmarks  are  checked  three  different 
times  by  radiographs  to  assure  the  proper  place- 
ment of  the  bone  graft.  The  technique  at  first 
glance  appears  to  be  complicated  but  upon  fur- 
ther study  it  becomes  simplified.  This  arthro- 
desis combines  the  interochanteric  osteotomy, 
which  allows  healing  of  the  joint  by  rest,  and 
further  allows  that  healing  to  take  place  under 
compression  stress  rather  than  tension  stress.  It 
is  recommended  as  the  method  of  choice  for  ex- 
tra-articular arthrodesis  of  the  hip. 

S.  L.  STOVALL,  M.D. 

Clinical  Pathological 
Conference * 

The  National  Gastroenterological  Association 
will  hold  its  12th  Annual  Convention  and  Sci- 
entific Sessions  at  the  Hotel  Chelsea  in  Atlantic 
City,  N.  J.  on  June  4,  5,  6,  1947,  affording  those 
interested  in  attending  the  centennial  celebra- 
tion of  the  American  Medical  Association  and 
the  meeting  of  the  National  Gastroenterological 
Association  a chance  to  be  present  at  both. 

The  program  will  consist  of  eighteen  separate 
papers  on  various  phases  of  Gastroenterology 
and  allied  subjects.  Among  those  presenting  pa- 
pers will  be : Dr.  Manuel  G.  Spiesman,  Chicago, 
111. ; Dr.  Emanuel  M.  Rappaport,  New  York, 
N.  Y. ; Dr.  L.  C.  Sanders,  Memphis,  Tenn. ; Dr. 
Herman  Osgood,  Boston,  Mass. ; Or.  James  P. 
Campbell  and  Dr.  Harold  A.  Grimm,  Wheaton, 


111. ; Dr.  Edward  T.  Whitney,  Boston  Mass. ; Dr. 
111. ; Dr.  Lester  M..  Morrison,  Los  Angeles,  Calif. ; 
Dr.  M.  E.  Steinberg,  Portland,  Oregon ; Dr.  John 

E.  Cox,  Memphis,  Tenn. ; Dr.  George  Miley, 
Philadelphia,  Pa. ; Dr.  Tom  D.  Spies,  Birming- 

F.  Steigmann  and  Dr.  Hans  Popper,  Chicago, 
ham,  Ala. ; Dr.  Fernando  Milanes  and  Dr.  Guil- 
lermo Garcia  Lopez,  Havana,  Cuba  and  Mr.  R. 
Johnson,  Birmingham,  Ala. ; Dr.  Donald  Cook, 
Chicago,  111. ; Dr.  Norman  Jolliffe,  New  York, 
N.  Y. ; Dr.  Matthew  T.  Moore,  Philadelphia,  Pa. ; 
Dr.  Verne  G.  Burden,  Philadelphia,  Pa.;  and 
Dr.  Thomas  J.  Fitz-Hugh,  Jr.,  and  Dr.  A.  J. 
Creskoff,  Philadelphia,  Pa. 

There  will  be  one  Luncheon  Ronnd-Table  Con- 
ference on  Thursday,  June  5,  1947  at  which  time 
Dr.  Hyman  I.  Goldstein  of  Camden,  N.  J.  will 
speak  on  ‘ ‘ The  History  of  Gastroe  nterology  and 
the  Development  of  this  Specialty  in  America”. 

At  the  Annual  Banquet  to  be  held  on  Thurs- 
day evening,  June  5,  1947,  the  winner  of  the 
National  Gastroenterological  Association’s  1947 
Cash  Prize  Award  Contest  for  the  best  unpub- 
lished contribution  on  Gastroenterological  or  an 
allied  subject,  will  receive  the  prize  of  $100.00 
and  a Certificate  of  Merit.  The  guest  speaker  of 
the  evening  will  be  Dr.  Homer  T.  Smith  of  the 
New  York  University  College  of  Medicine,  whose 
subject  will  be  ‘‘Plato  and  Clementine”. 

Program  and  further  details  may  be  obtained 
from  the  National  Gastroenterological  Associa- 
tion, 1819  Broadway,  New  York  23,  N.  Y. 


Staff  -Meeting* 


ST.  MONICA’S  HOSPITAL,  PHOENIX 
Feb.  17,  1947 

1.  Expeditious  Treatment  of  Full  Thickness 
Burns — W.  W.  Boswell,  M.  D. 

2.  Streptomycin  Treatment  of  Tuberculous 
Peritonitis — R.  H.  Mayne,  M.  D. 

March  17,  1947 

1.  The  Use  of  Sedation  and  Chemotherapy  in 
Pneumococcic  Meningitis — R.  H.  Mayne,  M.  D. 
Discussion,  Wm.  King,  M.  D. 

2.  A Problem  in  the  Emergency  Room  with 
Management  and  Results — Jacob  Sobol,  M.  1). 

3.  Presentation  of  an  Endocrinological  Case 
— O.  C.  Cooper,  M.  D.  Discussion,  J.  Reichert. 
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GOOD  SAMARITAN  HOSPITAL,  PHOENIX 
Feb.  24,  1947 

1.  Gastric  Cancer  Masquerading  as  Benign 
Disease — Dr.  Win.  H.  Cleveland. 


PIMA  COUNTY  MEDICAL  SOCIETY, 
TUCSON 

1.  Massive  Hydroenphrosis — Dr.  Donald  B. 
Lewis. 


ST.  JOSEPH’S  HOSPITAL,  PHOENIX 
February  7,  1947 

1.  Recent  Advances  in  Pediatrics — Dr.  J. 
Kruglick. 

2.  Case  of  Osteodystrophia  Fibrosa — Dr.  F. 
Harcourt. 

March  10,  1947 

1.  Case  of  Leukemia  and  Reading  of  paper 
on  Leukemia — Dr.  K.  Peterson 
April  14,  1947 

1 . Case  of  Carcinoma  of  the  Lung — Dr.  I). 
W.  Melick. 

2.  Case  of  Coccidiogranuloma — Dr.  Bertram 
Snyder. 

MEDICO  LEGAL  SECTION 

fr'SI.  — — ■■  1 ""  — — — — i|fiw 

THE  ARIZONA  WORKMEN’S  COMPENSA- 
TION LAW 

By  H.  S.  McCLUSKEY, 

Referee  and  Counsel  for 
The  Industrial  Commission  of  Arizona 

The  medical  aspects  of  workmen’s  compensa- 
tion may  be  approached  from  the  standpoint  of 
any  one  of  four  interested  groups:  First,  that 
of  the  employee  who  suffers  the  injury ; second, 
that  of  the  employer  or  insurance  carrier  who 
pay  for  the  medical  services ; third,  that  of 
the  medical  practitioner  who  renders  the  treat- 
ment ; and  fourth,  that  of  the  Industrial  Com- 
mission which  administers  the  law  and  which 
must,  to  a large  extent,  depend  upon  medical  in- 
formation to  adjust  most  of  the  claims: 

The  employee’s  approach  to  the  medical  side 
of  compensation  is  personal.  He  needs  medical 
care  at  once. 

The  employee  ordinarily  prefers  to  be  cared 

Address  delivered  before  The  Maricopa  County  Medical  So- 
ciety February  3.  1947,  Good  Samaritan  Hospital. 


for  by  his  regular  physician.  This  claim  ordi- 
narily should  be  given  favorable  consideration, 
if  the  facts  warrant,  for  the  reason  that  confi- 
dence in  the  doctor  is  an  asset  toward  favorable 
recovery. 

The  law  imposes  the  duty  upon  the  employer 
and  his  insurance  carrier  to  furnish  the  medical 
care.  Frequently  the  employer  and  the  private 
insurance  carrier  contend  this  gives  them  the 
exclusive  right  to  select  the  doctors. 

A doctor  examining  or  treating  an  injured 
workman  under  the  compensation  law  does  not, 
any  may  not,  deal  with  such  workmen  at  arm’s 
length,  lie  owes  the  injured  workman  and  his 
family  the  duty  of  faithfully  examining,  and 
accurately,  fully,  and  truthfully,  reporting  his 
findings.  The  law  imposes  the  duty  upon  the 
doctor  who  furnishes  medical  attention  to  an 
injured  workman  to  report  his  findings  to  the 
Industrial  Commission  within  eight  days  from 
the  date  of  first  treatment.  It  relieves  the  doc- 
tor of  the  rule  relating  to  privileged  communi- 
cations. It  makes  it  the  obligation,  and  the  duty, 
of  the  attending  physician  to  aid  the  injured 
workman  in  perfecting  his  claim  under  the  Com- 
pensation Law.  The  law  empowers  the  Indus- 
tiral  Commission  to  fix  a fee  schedule  to  com- 
pensate doctors  for  medical  services  rendered. 
It  had  done  so  in  conformity  with  recommenda- 
tions of  the  State  Medical  Society,  the  hospitals, 
and  the  nurses.  When  a workman  sustains  an 
injury  arising  out  of  or  in  the  course  of  employ- 
ment, such  fees  are  payable  from  the  Accident 
Benefit  Fund,  whether  or  not  the  employee  is 
entitled  to  compensation. 

The  Supreme  Court  has  held  that  where  the 
determination  of  a question  of  disability  must 
rest  on  expert  medical  testimony,  and  the  opin- 
ions of  fhe  experts  are  based  upon  supporting 
facts,  and  logical  theories,  an  award  will  stand; 
otherwise,  it  must  be  set  aside.  In  other  words, 
the  court  holds  that  it  is  the  medical  findings 
that  constitute  the  evidence,  and  not  the  opin- 
ions of  the  experts,  although  such  opinions  may 
constitute  some  evidence. 

The  law  vests  final  jurisdiction  in  the  Indus- 
trial Commission  to  determine  what  medical 
care  is  indicated.  The  Industrial  Commission 
has  consistently  maintained  that  each  case  must 
be  controlled  by  its  own  medical  facts,  and  has 
retained,  and  exercises,  the  jurisdiction  to  de- 
termine what  type  of  medical  practitioner  is 
indicated  for  the  treatment  of  each  case  under 
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its  peculiar  facts,  in  order  to  insure  the  recov- 
ery of  tire  workman  and  his  industrial  inhabili- 
tation. 

This  policy  sometimes  causes  conflict  between 
the  injured  workman  and  the  members  of  the 
medical  profession,  and  between  the  doctors  and 
the  Commission,  and  also,  as  between  the  Com- 
mission and  the  employer  or  a private  insur- 
ance carrier. 

However,  the  Industrial  Commission,  from  its 
experience,  finds  that  the  best  results  are  ob- 
tained by  insisting,  for  instance  that  a man  with 
broken  bones  be  cared  for  by  an  orthopedist,  or 
a man  with  a kidney  disorder  be  cared  for  by 
a urologist.  In  other  words,  that  an  injured 
workman  be  cared  for  by  specialists  in  the  dis- 
orders from  which  the  workman  is  suffering. 

The  Industrial  Commission  takes  the  posi- 
tion, and  I believe  it  is  a sound  position,  that 
the  law  was  passed  primarily  for  the  protec- 
tion of  injured  workmen,  and  that  no  branch 
or  member  of  the  medical  profession,  no  insur- 
ance carrier,  no  employer,  has  any  vested  inter- 
est in  the  injured  workman. 

The  Industrial  Commission,  from  its  experi- 
ence, believes  that  it  is  in  a far  better  position 
than  the  average  workman,  to  know  what  physi- 
cians or  surgeons,  in  any  given  community,  are 
most  competent  to  deal  with  his  injuries  under 
the  facts  of  each  individual  case. 

The  Commission,  whether  it  be  acting  in  the 
capacity  of  a fact  finding  body,  or  as  the  ad- 
ministration of  the  State  Compensation  Fund, 
or  the  Accident  Benefit  Fund,  may  not  deal 
at  arm’s  length  with  any  party,  whether  it  be 
the  workman,  or  the  employer,  or  the  doctors. 
The  Commission  sits,  and  acts,  in  a fiduciary 
and  quasi-judicial  capacity,  sworn  to  adminis- 
ter the  law  fairly  and  equitably  as  to  all  parties, 
and  to  answer  upon  the  bonds  of  its  members 
for  its  failure  so  to  do. 

The  Industrial  Commission  frankly  recognizes 
that  its  medical  policy  may  be  at  variance  to 
that  announced  by  the  Bureau  of  Medical  Eco- 
nomics of  the  American  Medical  Association  in 
Medical  Relations  under  Workman’s  Compensa- 
tion, 1933,  pages  64-67.  However,  the  views  of 
the  A.M.A.  as  therein  announced  could  not 
stand  the  test  when  viewed  in  the  light  of  the 
facts  developed  by  investigations  made  of  the 
administration  of  workmen’s  compensation  laws 
in  New  York,  Massachusetts,  Wisconsin,  and 
other  states.  These  reports  indicate  that  a doctor 


for  a self-insurer,  or  an  insurance  carrier,  treat- 
ing an  employee  would,  not  infrequently,  write 
a letter  or  report  somewhat  along  the  lines  as 
follows : 

“As  previously  stated,  it  would  seem  advis- 
able and  may  be  necessary  to  have  him  (the 
claimant)  return  to  employment  for  a suffi- 
cient period,  during  which  he  should  be  kept 
under  close  supervision,  so  as  to  prevent  any 
untoward  occurrence,  and  to  allow  sufficient 
time  to  have  the  injury  of  his  back  disposed 
of  by  the  Labor  Department,  and  then,  as  soon 
as  it  can  reasonably  be  accomplished,  his  em- 
ployment should  be  discontinued  as  there  is  no 
doubt  that  his  mental  makeup  is  of  such  a 
character  that  he  may  develop  further  psycho- 
tic symptoms  and  ultimately  require  hospitali- 
zation.” 

In  numerous  other  instances,  doctors  reported 
injuries  which  had  no  casual  connection  with  any 
accident  arising  out  of  and  in  the  course  of  em- 
ployment. 

A number  of  states  have  passed  laws  provid- 
ing for  disciplinary  procedures  for  professional 
misconduct,  and  incompetency  on  the  part  of 
medical  practitioners  caring  for  injured  work- 
men. Other  states  only  permit  doctors  from  a 
specified  panel  to  treat  injured  workmen. 

Our  statute  contains  no  such  provision.  It 
does,  however,  give  to  the  Industrial  Commis- 
sion power,  upon  its  own  motion,  or  upon  the 
application  of  the  injured  workman,  the  employ- 
er, or  the  insurance  carrier,  to  transfer  a work- 
man from  one  physician  to  another,  and  to  sus- 
pend the  right  to  compensation  of  an  injured 
workman  who  fails  or  refuses  to  conform  to  the 
recommended  treatment. 

Under  the  law,  if  the  recovery  of  an  employee 
is  retarded,  or  his  condition  is  made  worse,  by 
the  character  of  the  medical  treatment  furnished 
to  him,  or  by  reason  of  malpractice,  the  em- 
ployer, or  the  insurance  carrier,  must  bear  the 
cost  thereof,  as  well  as  any  additional  compen- 
sation which  may  be  due  an  injured  workman 
by  reason  of  the  aggravation  of  his  injuries 
while  under  medical  treatment.  Therefore,  the 
employer,  the  insurance  carrier,  and  the  Com- 
mission, have  a direct  interest  in  assuring  that 
an  injured  workman  is  afforded  adequate  and 
competent  medical  care.  These  facts,  in  my  opin- 
ion, justify  the  policy  of  the  Industrial  Com- 
mission in  insisting  that  no  medical  practitioner, 
or  anyone  else,  has  any  vested  interest  in  the 
care  of  injured  workmen. 

In  a recent  Idaho  case,  the  Supreme  Court  of 
that  State  under  somewhat  similar  law,  upheld 
the  right  of  an  injured  man  who  had  been  under 


62 


Arizona  Medicine 


May,  1947 


treatment  and  dne  to  malpractice,  lost  his  leg, 
to  bring  suit  against  the  doctors  and  the  hospital 
responsible  therefor,  with  the  right  of  the  em- 
ployer, and  the  insurance  carrier,  to  be  sub- 
rogated for  any  compensation  they  paid  out 
that  was  attributable  to  the  tort  or  negligence 
of  the  doctors.  No  such  case  has  ever  been  pre- 
sented to  our  court  on  this  phase  of  the  law  un- 
der Section  56-949  and  is  worthy  of  very  serious 
consideration  and  study. 

There  is  a case  now  on  its  way  to  the  Supreme 
Court  which  involves  the  attempt  of  optome- 
trists to  prevent  osteopaths  from  prescribing 
glasses  in  eye  cases,  the  contention  being  that 
the  osteopaths  are  not  physicians  within  the 
provisions  of  law,  to  enable  them  to  prescribe 
glasses.  The  Superior  Court,  Judge  Udall  sit- 
ting in  the  place  of  the  elective  judge,  held  in 
effect  that  the  word  “physician”  was  a generic 
term  which  embraced  within  its  meaning  all  per- 
sons licensed  to  practice  the  medical  arts.  A 
decision  in  this  case  may  have  far  reaching  ef- 
fect in  its  application  to  the  practice  of  healing 
arts  generally,  and  to  future  conditions  by  the 
several  branches  of  the  medical  profession  en- 
gaged in  the  practice  of  the  healing  arts.  With- 
out regard  to  what  the  opinion  of  the  court  may 
be  in  this  case,  the  Industrial  Commission,  as 
presently  constituted,  proposes  to  continue  its 
policy  of  insisting  that  no  branch  of  the  profes- 
sion has  any  vested  interest  in  an  injured  man. 

What  of  the  lawyer  who  sometimes  devils 
you  doctors?  Well,  what  is  his  interest?  Gen- 
erally speaking,  the  legal  profession  supported 
the  adoption  of  the  Compensation  Law  and 
voluntarily  relinquished  one  of  its  most  lucra- 
tive sources  of  business.  Aside  from  attorneys 
who  represent  employers  and  insurance  com- 
panies, the  members  of  the  legal  profession  who 
have  interested  themselves  in  compensation  cas- 
es, frequently  do  so  without  remuneration,  or 
at  most,  for  nominal  fees.  The  majority  of  such 
lawyers  are  concerned  that  doctors  confine  their 
activities  to  their  profession,  and  if  they  do  not, 
and  under  the  guise  of  practicing  so-called  for- 
ensic medicine,  assume  the  role  of  an  advocate  or 
a partisan,  to  prevent  such  procedure.  It  is  the 
function  of  the  lawyer  to  represent  a client.  It 
is  the  duty  of  the  physician  to  faithfully  report 
the  ills  or  disabilities  of  an  injured  man,  if  any, 
and  not  to  undertake  to  represent  clients. 

The  lawyers  for  the  Commission  are  charged 
with  the  duty  of  receiving  the  evidence  of  the 


parties,  and  if  there  is  any  doubt  in  the  matter, 
to  endeavor  to  develop  the  whole  truth  in  order 
that  the  members  of  the  Commission  may  be 
fully  advised  in  making  awards.  They  have  no 
other  interest  in  a case. 

During  the  last  three  years,  the  Supreme 
Court  has  reviewed  many  of  its  older  decisions 
as  they  related  to  the  definition  of  injury  by 
accident  arising  out  of  and  in  the  course  of  em- 
ployment. In  doing  so,  the  court  called  atten- 
tion to  the  fact  that  its  attention  had  not  been 
directed  to  the  provisions  of  the  Constitutional 
amendment  which  validated  the  workmen’s  com- 
pensation law,  and  as  a result  thereof,  many  of 
the  old  decisions  which  limited,  and  circum- 
scribed, the  payment  of  compensation  have  been 
qualified  or  annulled. 

To  illustrate,  many  of  you  will  recall  that 
for  a number  of  years,  when  a man  sustained  a 
hernia  or  any  other  injury,  the  question  was 
asked,  “Did  he  sustain  a slip,  a fall,  or  a blow?” 
If  no  such  incident  was  reported,  it  was  then 
deemed  that  the  case  was  not  compensable,  and 
it  was  so  held.  This  policy  was  based  upon  an 
early  decision  of  the  Supreme  Court  in  which 
the  court  used  such  language  by  way  of  illus- 
tration. The  illustration  was  adopted  as  a rule 
of  law,  and  thereafter,  a great  number  of  cases 
were  denied  compensation.  The  words  “forth- 
with” and  “immediately”  as  used  in  the  stat- 
ute with  reference  to  the  descent  of  a hernia — 
and  also  as  they  related  to  reporting  an  acci- 
dent— were  formerly  construed  to  mean  instan- 
taneously. The  court  has  held  that  these  words 
do  not  have  that  limited  meaning.  It  held  that 
they  do  mean  within  a reasonable  time  under 
all  the  facts  and  circumstances  of  the  case. 

In  a late  decision,  Goodyear  Aircraft  Corp. 
v.  Laws,  158  Pac.  (2d)  511,  the  court  referred  to 
its  decision  In  Re  Mitchell,  (Ariz.)  150  Pac.  (2d) 
355,  wherein  the  court  was  called  upon  to  de- 
termine whether  the  death  of  an  employee,  as 
a result  of  carbon  tetrachloride  poisoning  occur- 
ring over  a period  of  several  days,  was  an  acci- 
dent and  compensable  under  the  terms  of  the 
act.  The  court  said  : 

“The  Commission  has  made  an  award  allow- 
ing compensation.  The  petitioners  (the  em- 
ployer and  insurance  carrier)  relied  on  our  de- 
cision in  Pierce  v.  Phelps  Dodge  Corp.,  42  Ariz. 
436,  26  Pac.  (2d)  1017,  and  which  we  had  held 
that  an  accident  must  be  some  sudden  or  in- 
stantaneous effect  or  occurrence,  the  implica- 
tion being  that  there  could  be  no  recovery  un- 
less there  was  an  external  act  or  occurrence, 
usually  one  of  violence,  which  caused  the  in- 
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jury  or  death.  In  commenting  upon  that  rule, 
and  in  effect  overruling  the  Pierce  case,  he 
said: 

‘Furthermoer,  it  appears  that  in  the  Pierce 
case  we  did  not  discuss  or  consider,  probably 
because  it  was  not  called  to  our  attention,  the 
phrasing  of  the  constitutional  mandate  to  en- 
act a workmen’s  compensation  law.  Certainly 
the  legislative  intent  can  best  be  gleaned  by 
reference  to  section  8,  article  18  of  the  Arizona 
Constitution,  which  provides  that  ‘compensa- 
tion shall  be  . . paid  . . if  in  the  course  of 
such  employment  personal  injury  to  or  death 
of  any  such  workman  from  any  accident  aris- 
ing out  of,  and  in  the  course  of,  such  employ- 
ment, is  caused  in  whole,  or  in  part,  or  is  con- 
tributed to,  by  a necessary  risk  or  danger  of 
such  employment,  or  a necessary  risk  or  dan- 
ger inherent  in  the  nature  thereof  . . . . ’ 

‘It  will  be  noted  that  the  italicised  part  of 
the  Constitution  just  quoted  is  broader  and 
more  comprehensive  than  the  legislative  en- 
actment appearing  under  section  56-936,  A.C.A. 
1939.  A construction  of  the  latter  must  be  gov- 
erned by  the  constitutional  provision. 

‘Applying  these  principles  to  the  instant  case, 
it  is  readily  apparent  that  the  poisoning  of  the 
deceased,  which  caused  his  death,  was  ‘caused 
in  whole,  or  in  part,  or  was  contributed  to,  by 
a necessary  risk  or  danger  of  such  employ- 
ment.’ ” 

In  Goodyear  Aircraft  Corp.  v.  Laws,  Supra, 
the  Court  confined  what  it  said  in  the  Mitchell 
case,  and  further  liberalized  its  previous  deci- 
sions, and  disavowed  decisions  which  had  denied 
compensation  on  the  theory  that  the  injury,  or 
death,  was  caused  by  act  of  God. 

The  rule  still  stands,  without  modification, 
that  an  employer  is  not  the  insurer  of  the  gen- 
eral health  of  his  employees.  However,  the  court 
has  said  that  the  employer  takes  each  employee 
as  he  finds  him,  with  knowledge  that  some  men 
are  more  susceptible  to  injuries,  and  the  effects 
thereof,  than  are  others ; and  that  if  an  em- 
ployee suffers  an  injury  by  accident  arising  out 
of  and  in  the  course  of  his  employment,  or  an 
occupational  disease  which  causes  in  whole,  or 
in  part,  or  contributes  to,  his  disability  for  work, 
then  the  employer  and  the  insurance  carrier  is 
responsible  for  all  such  disability. 

In  compensation  cases,  the  Supreme  Court  has 
recognized,  that  it  is  not  necessary  for  an  ap- 
plicant to  procure  a doctor  who  will  make  a 
positive  statement  where  it  is  evident  and  ob- 
vious that  no  positive  statement  could  be  ex- 
pected ; and  said : that  ‘ ‘ evn  doctors  have  no 
television  of  the  pathological  history  of  the  in- 
side of  a man.” 

In  one  case  in  commenting  on  medical  evi- 
dence, the  court  said : 

“It  is  a well  known  fact  that  medicine  is  not 
an  exact  science  like  mathematics,  physics,  or 


chemistry,  but  is  peculiarly,  and  above  all  oth- 
ers known  to  man,  an  uncertain  one,  based  on 
the  opinion  and  best  judgment  of  men  who 
have  made  a lifelong  study  thereof.  Particu- 
larly is  this  true  when  the  question  arises  as 
to  the  specific  cause  of  a physical  condition 
claimed  to  exist.” 

In  another  case  the  court  said : 

“It  is  argued  that  the  testimony  of  one  physi- 
cian is  positive  and  that  the  injury  caused  the 
abscess,  while  the  other  merely  states  that  it 
was  extremely  probable  that  it  did  not,  and 
that  the  Commission  should  therefore  have  ac- 
cepted the  positive  testimony  over  that  which 
was  merely  conjecture.  There  might  be  some 
merit  in  this  contention  if  the  point  at  issue 
was  one  which  was  subject  to  positive  knowl- 
edge such  as  the  presence  or  absence  of  a 
certain  person,  a collision  between  two  automo- 
biles, or  other  similar  matters,  but  the  ques- 
tion is  necessarily  one  of  opinion  and  not  of 
knowledge,  and  when  this  is  so,  the  fact  that 
one  opinion  is  expressed  more  positively  than 
the  other,  does  not  as  a matter  of  law,  require 
that  a trier  of  facts  give  it  more  weight.” 

In  yet  another  case,  the  Commission  was 
advised  by  the  Supreme  Court : 

“It  should  be  kept  in  mind  that  medical  evi- 
dence is  only  as  to  the  physical  injury  or  disa- 
bility, and  not  as  to  how  that  affects  earnings. 
The  latter  issue  is  wholly  outside  the  knowl- 
edge of  the  average  doctor;  unless  specially 
qualified,  he  could  not  testify  as  an  expert  in 
this  field,  and  medical  testimony  alone  would 
be  entirely  incompetent  to  establish  average 
monthly  wages  of  a claimant  before  the  acci- 
dent or  the  monthly  wage  he  is  able  to  earn 
thereafter.  In  other  words,  a doctor,  as  such, 
cannot  testify  as  to  the  percentage  of  indus- 
trial or  economic  impairment  consequent  on 
the  loss  of  certain  physical  functions.” 

In  another  case  where  an  attempt  had  been 
made  by  the  commission  based  upon  an  attempt 
by  doctors  to  apportion  disability  on  the  basis 
of  the  degree  of  aggravation  of  a pre-existing 
condition,  the  court  held,  in  the  absence  of  any 
statute  so  providing,  that  there  cannot  be  any 
such  apportionment,  and  that  tire  whole  of  the 
disability  for  work  must  be  compensated. 

In  relation  to  an  injured  workman  whose  con- 
dition is  not  stationary  and  who  requires  fur- 
ther medical  care,  the  Supreme  Court  has  held 
that  his  ease  must  be  carried  as  a temporary  to- 
tal disability  unless  he  is  capable  of  performing 
some  work  which  is  offered  to  him,  or  which  he 
can  secure.  In  the  latter  case,  he  must  be  trans- 
ferred from  that  of  temporary  total  disability 
to  that  of  temporary  partial  disability,  until 
such  time  as  his  physical  condition  becomes  sta- 
tionary. And  if  he  does  not  recover,  that  he 
must  be  classified  as  either  a permanent  total 
disability,  or  a permanent  partial  disability,  de- 
pending upon  the  facts  of  the  individual  case. 
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A case  is  not  stationary  so  long  as  medical  care 
is  required. 

It  is  understood  that  whether  the  case  is  de- 
termined to  he  temporary  total  or  temporary 
partial,  depends  upon  the  ability  of  the  man  to 
secure  and  hold  employment.  That  fact,  of 
course,  is  a matter  that  must  be  determined  from 
all  of  the  evidence  by  the  Commission,  and  does 
not  rest  upon  the  medical  fact  or  facts  alone, 
the  medical  facts  being  limited  to  the  ability  of 
the  man  to  perform  work. 

The  Supreme  Court  has  said : 

“It  is  for  the  Commission  and  not  the  medi- 
cal board  to  determine  whether  or  not  disa- 
bility has  ceased.  The  Commission  should,  and 
must,  give  due  weight  and  consideration  to  the 
opinion  of  the  medical  board,  but  it  is  not 
bound  by  its  conclusions;  particularly  where 
the  conclusions  are  wholly  unsupported  by 
the  actual  facts,  or  as  here,  contrary  to  the 
medical  history  and  findings.  It  is  the  medical 
findings,  rather  than  the  conclusion,  which 
constitutes  evidence.  Obviously,  the  conclu- 
sion or  opinion  which  is  counter  to  the  actual 
facts  or  findings,  and  which,  on  the  face  of  the 
record,  is  illogical  and  without  support,  cannot 
be  treated  as  reasonable  evidence.” 

Further,  the  Court  has  said: 

“The  statute  prescribes  no  standard  of  fit- 
ness to  which  the  employee  must  conform,  and 
compensation  is  not  based  on  any  implied 
warrantee,  of  perfect  health  or  of  immunity 
from  latent  and  unknown  tendency  to  disease 
which  may  develop  into  positive  ailments,  if 
incited  to  activity  through  any  cause  originat- 
ing in  the  performance  of  the  work  for  which 
he  is  hired.” 

A case  which  merits  further  discussion  is  the 
carbon-tetrachloride  case,  previously  mentioned. 
The  case  involved  a workman  who  was  engaged 
in  using  small  quantities  of  carbon  tetrachloride 
over  a period  of  several  days,  in  a room  that  was 
improperly  ventilated.  lie  developed  a very 
serious  internal  condition  and  subsequently  died 
as  a result  thereof.  Autopsy  showed  pathologi- 
cal conditions  existing  in  the  kidneys  and  liver 
which  indicated  poisoning.  There  was  a serious 
conflict  of  opinion  among  the  doctors  who  testi- 
fied in  the  case.  Some  doctors  vigorously  con- 
tended they  had  given  carbon  tetrachloride  to 
patients  to  be  taken  internally  without  harm  to 
the  patients.  Others — including  the  pathologist 
who  performed  an  autopsy — contended  that  the 
man  was  poisoned.  The  Supreme  Court  affirm- 
ed an  award  of  the  Commission  granting  com- 
pensation. 

Since  this  decision,  a great  number  of  cases 
of  carbon  tetrachloride  poisoning  have  oc- 
curred throughout  industry,  and  the  courts  have 


pointed  out,  upon  the  medical  findings,  that  it 
appears  that  it  is  the  inhaling  of  the  fumes 
which  causes  the  damage,  rather  than,  as  was 
testified  to  in  this  particular  case,  the  taking  of 
the  carbon  tetrachloride  internally  as  a medi- 
cine, which  apparently  may  not  cause  damage. 

There  is  a wide  and  extensive  list  of  cases  de- 
veloping in  connection  with  numerous  poisons, 
and  the  fumes  from  poisons ; particularly  in  the 
painting  industry  and  other  industries  using 
synthetic  chemicals,  synthetic  paints  and  var-  ' 
nishes,  and  paint  and  varnish  removers,  etc.  The 
cases  are  multiplying  of  poisoning  as  a result  of 
fumes  from  new  metal  alloys.  In  many  such 
reported  cases,  the  doctors  have  apparently  com- 
pletely missed  the  boat  in  diagnosing  the  cause 
of  the  disability  of  injured  workmen,  although 
both  employer  and  workman  reported  signifi- 
cant facts  to  the  medical  attendants  which 
should  have  been  given  more  than  cursory  at- 
tention. The  compensation  literature,  published 
by  the  various  compensation  boards,  or  commis- 
sions of  the  States,  and  the  U.  S.  Department 
of  Labor,  have  been  calling  attention  to  these 
factors  more  frequently  than  ever.  A number 
of  states — where  the  Commissions  have  power  to 
promulgate  safety  rules,  conditions,  and  codes 
— regulations  have  been  adopted  requiring  the 
labeling  of  all  such  chemical  substances  used 
by  workmen,  and  warning  against  their  use  ex- 
cept under  specified  conditions. 

CONCLUSION 

There  is  nothing  static  about  the  Workmen's 
Compensation  Law.  Its  flexibility  enables  the 
Commission  to  meet  ever  changing  conditions  in 
industry.  Time  has  justified  the  basic  premises 
of  the  law.  Errors  of  judgment,  or  misapplica- 
tion of  law  to  the  facts  may  cause  error  in  indi- 
vidual cases,  and  such  wrongs  are  conclusive  on 
the  persons  affected.  But,  errors  once  commit- 
ted should  not  become,  like  the  decisions  of  the 
English  House  of  Lords,  irrevocable. 

The  lawyers’  errors  are  recorded  in  the  law 
reports.  The  errors  of  the  medical  profession, 
serious  as  they  sometimes  are,  are  excusable  un- 
less they  are  predicated  upon  an  intent  to  mis- 
lead. The  latter  is  never  presumed.  When  evi- 
dence supports  such  a conclusion,  the  entire  pro- 
fession is  damaged  by  the  individual  who  com- 
mits the  mischief.  The  oath  of  your  profession 
is  your  best  guide  as  to  ethics  and  law. 

The  medical  practitioner  examining,  treating. 
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or  acting-  in  a consulting  capacity,  for  an  in- 
jured workman,  under  tlie  Compensation  Law, 
should  be  very  alert  to  reject  any  suggestion  or 
pressure,  either  from  employers,  insurance  car- 
riers, organizations  representing  injured  work- 
men, or  their  agents  or  attorneys,  or  even  the 
Industrial  Commission,  or  any  member  there- 
of, to  influence  his  opinion,  care,  treatment,  or 
'handling  of  a case,  or  evaluating  any  functional 
loss  resulting  from  injury. 

In  a word — follow  the  law,  and  let  your  con- 
science be  your  guide ! I thank  you. 


PANEL  DISCUSSION  FOLLOWING 
ADDRESS  OF  MR.  McCLUSKEY 

Dr.  Moore:  I would  like  to  ask  a question 
with  reference  to  the  medical  facts.  If  the  medi- 
cal facts  are  presented  who  interprets  those 
medical  facts  ? 

A.  The  importance  of  recording  medical 
facts  is  that,  if  you  just  give  an  opinion,  and 
don’t  outline  your  facts,  then  your  opinion  can- 
not be  questioned  or  challenged  or  reviewed  or 
passed  upon  by  any  other  medical  practitioner 
upon  any  given  set  of  facts.  Take  the  case  of 
carbon  tetrachloride  as  an  illustration,  if  you 
did  not  have  all  the  facts  that  were  found  on 
autopsy.  It  was  the  opinion  of  some  doctors  that 
carbon  tetrachloride  could  not  cause  poisoning, 
that  it  was  not  a poison  which  would  affect  the 
internal  organs  of  a man.  When  the  autopsy 
report  came  in  and  the  report  showred  what  they 
found,  and  the  doctor  who  saw  the  man  in  the 
first  instance  and  prescribed  for  him,  and  treat- 
ed him,  reported  what  he  found  when  he  first 
saw  the  man,  and  what  he  found  on  each  sep- 
arate occasion  that  he  saw  him  thereafter ; when 
all  those  facts  were  correlated  and  brought  to- 
gether and  applied  then  we  had  a conflict  of 
opinion  between  the  doctors  who  testified  on 
the  case.  Some  of  the  doctors  never  saw  the 
man,  they  were  testifying  solely  from  the  history 
and  the  medical  facts  as  found  and  reported ; 
they  disagreed  as  to  what  was  shown  by  the 
autopsy,  and  what  was  shown  as  the  result  of  the 
history  and  the  various  facts  found  by  the  at- 
tending physicians.  So  unless  the  findings  are 
reported,  there  can  be  no  testimony  by  any  of 
the  other  doctors,  or'  doctors  who  may  testify  in 
the  case  or  who  may  be  brought  in  to  testify  in 
the  case.  Each  doctor  who  testifies  must  give  his 
own  opinion  based  upon  the  facts,  and  upon  the 


findings,  as  to  whether  or  not  there  is  any  casual 
connection  between  the  injury  and  the  circum- 
stances that  gave  rise  to  the  injury.  The  opinion 
must  be  based  upon  all  facts  upon  the  evidence 
submitted.  It  then  becomes  a question  for  the 
Commission  to  determine  whether  there  is  auy 
casual  connection  between  the  injury,  or  death, 
of  the  man  as  the  case  might  be.  | 

Dr.  Moore:  The  facts  alone  unsupported  by 
medical  opinion  wouldn’t  be  sufficient  for  the 
Commission  to  net  upon,  would  they,  inasmuch 
as  they  are  laymen  and  probably  could  not 
properly  interpret  or  evaluate  the  medical  facts  ? 

Mr.  McCluskey : The  Supreme  Court  on  that 
has  said  that  it  is  not  the  opinion  that  consti- 
tutes the  evidence.  The  doctor  may  interpret 
his  own  facts,  and  give  his  own  opinion,  as  to 
those  facts  to  the  Commission;  and  the  court, 
reviewing  the  findings  of  the  Commission,  will 
pass  upon  the  question  then  as  to  whether  the 
doctor’s  opinion  is  in  harmony  with  the  facts, 
and  circumstances,  of  the  case;  and  will  deter- 
mine whether  or  not  they  are  entirely  contrary 
to  the  facts.  For  instance,  I read  a Louisiana 
case  today.  It  happened  to  be  a case  where  the 
doctors  testified  in  their  opinion  there  was  no 
relation  between  the  man’s  disability  and  Lis 
accident.  The  Commission  so  found.  The  Su- 
preme Court  of  Louisiana  in  setting  it  aside 
said  no,  that  the  lay  evidence  was  that  the  man 
had  been  a strong,  healthy,  rugged  individual 
until  the  time  of  his  accident ; that  at  all  times 
subsequent  to  the  accident  he  had  been  wholly 
disabled  for  work ; that  he  had  tried  to  work ; 
that  he  was  unable  to  work,  and  every  time  he 
attempted  to  work,  or  do  anything  that  required 
any  bending,  or  lifting,  he  would  get  pain  in  the 
back  and  have  to  quit;  he  couldn’t  perform  the 
work,  and  the  evidence  was  that  he  had  made 
a real  serious  attempt;  there  was  no  attempt 
to  evade  going  to  work  on  his  part,  yet  the  doc- 
tors for  the  insurance  company  said  there  was 
no  casual  relation  between  the  disability  and  the 
injury.  The  Court  said  no,  that  despite  the  tes- 
timony of  the  doctors  it  could  not  overcome  the 
clear  evidence  of  men  who  had  worked  with  him 
and  had  observed  him  trying  to  work,  that  he 
couldn’t  work. 

Dr.  Moore:  It  still  don’t  prove  that  it  was  due 
to  his  accident. 

Mr.  McCluskey : There  was  no  new  interven- 
ing cause.  He  was  at  work,  he  was  performing 
his  work,  there  was  no  question  but  that  he  had 
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the  accident;  there  was  no  new  intervening  cause 
between  the  time  of  the  accident  and  the  time 
he  tried  to  return  to  work,  so  as  a matter  of  law 
it  was  attributable  to  the  accident  and  injury. 
You  may  come  to  the  conclusion  that  there  was 
something  else  causing  it,  some  pre-existing  con- 
dition which,  may  have  been  there,  but  the  acci- 
dent aggravated  or  lit  up  that  condition ; and 
disability  continues  until  it  is  cleared  up. 

Dr.  Greer:  I would  like  to  ask  this  question- — - 
Given  a case  that  has  been  referred  to  a consult- 
ing board  by  the  Industrial  Commission,  each 
member  of  the  medical  consulting  board  exam- 
ines the  patient  and  records  their  physical  ex- 
amination— there  is  nothing  abnormal — and  re- 
port in  their  conclusions  and  opinion  that  noth- 
ing abnormal  can  be  found,  and  the  patient  is 
able  to  return  to  his  usual  work,  and  that  report 
is  turned  in  to  the  Commission.  On  the  basis  of 
that  report  the  Commission  issues  an  award. 
The  patient  received  the  award  and  objects  and 
reports  to  the  Commission  that  he  cannot  work. 
How  does  the  Commission  handle  a case  of  that 
kind  ? 

Mr.  McCluskey : That  depends  upon  circum- 
stances. Again  you  have  to  take  each  case  indi- 
vidually. Let’s  take  one  of  these  cases  that  I 
have  read  to  you  from  the  reports.  The  medi- 
cal board,  very  eminent  men,  all  reported  in 
their  opinion  that  all  disability  resulting  from 
the  injury  by  accident  had  ceased  and  that  lie' 
was  able  to  return  to  work.  When  you  examine 
their  findings  you  found  that  there  was  some 
pathology  in  the  back,  a swelling  in  the  back 
along  a cord.  There  was  lay  evidence  similar  to 
what  was  cited  to  you  in  the  Louisiana  case,  the 
man  had  tried  to  work  and  upon  at  least  one  oc- 
casion he  had  to  be  carried  into  the  house  by  his 
neighbors.  There  was  a great  deal  of  testimony 
of  laymen  observing  the  effect  of  his  condition. 
The  Commission  accepted  and  stood  upon  the 
findings  of  its  board  that  there  was  nothing 
wrong  with  the  man  that  was  attributable  to  the 
accident.  lie  appealed  the  case  to  the  Supreme 
Court.  The  Supreme  Court  reversed  the  Com- 
mission and  said  the  findings  and  award  were 
contrary  to  the  findings  of  the  doctors  as  a re- 
sult of  their  examination  and  that  their  opinion 
that  there  was  no  disability  could  not  be  sus- 
tained upon  their  own  findings. 

Dr.  Greer:  That  was  not  exactly  my  ques- 

tion. The  findings  were  negative  in  the  case 
that  I mentioned. 


Mr.  McCluskey : Even  in  a case  of  that  kind 
the  Commission  ordinarily  would  stand  on  the 
findings  of  the  board  if  the  findings  were  en- 
tirely negative.  The  man  might  then  go  to  an- 
other doctor,  go  to  a number  of  doctors  and  be 
examined,  and  they  might  come  in  with  a con- 
trary opinion.  Then  you  would  have  a conflict 
in  the  evidence  and  the  Commission  could  de- 
termine the  matter  either  way. 

Dr.  Banks:  To  what  extent  does  the  Indus- 
trial Commission  obligate  itself  to  care  for  a 
man  medically  who  suffers  a sudden  onset  dur- 
ing the  course  of  employment  but  which  is  as- 
sociated with  his  employment  only  in  his  own 
mind,  not  due  to  an  accident? 

Mr.  McCluskey : 1 don’t  recall  that  we  have 
had  any  such  case. 

Dr.  Banks:  For  instance,  a man  has  a sudden 
hemorrhage  and  in  his  own  mind  it  is  associated 
with  lifting  or  something. 

Mr.  McCluskey : We  have  had  that  case,  Rowe 
versus  Goldberg  Films]  He  had  had  a serious 
chest  condition;  his  job  was  to  deliver  little 
boxes  of  film,  they  didn’t  weigh  anything.  He 
reached  over  to  pick  up  a box  of  film  and  had 
the  hemorrhage  and  filed  a claim  for  compensa- 
tion. The  claim  was  denied ; he  appealed  it  to 
the  Supreme  Court  and  the  Supreme  Court  held 
it  was  not  compensable,  there  was  no  accident 
there  but  just  a case  of  a condition  that  existed 
becoming  acute. 

Dr.  Banks:  To  what  extent  does  the  Indus- 
trial Commission  obligate  itself  to  treat  the  man? 

Mr.  McCluskey : We  would  have  no  jurisdic- 
tion in  that  kind  of  case  at  all.  The  only  thing 
we  would  probably  pay  would  be  the  first  aid, 
that  is  always  paid,  but  any  further  medical 
benefits  or  compensation  wouldn’t  be  paid.  We 
only  pay  when  there  is  an  injury  by  accident  or 
an  occupational  disease  arising  out  of  or  in  the 
course  of  employment.  If  that  hemorrhage  was 
brought  on  by  a strain,  heavy  lifting  or  some- 
thing of  that  nature  it  would  be  compensable  to 
the  full  extent  of  all  the  medical  care  needed 
and  compensation  allowance  as  long  as  he  was 
disabled. 

Dr.  Moore:  In  that  connection  to  what  extent 
does  the  Commission  assume  responsibility  for 
a condition  which  develops  in  a man  who  is  al- 
ready under  compensation  because  of  an  injury 
and  in  his  mind  that  condition  is  attributable 
to  his  injury  but  in  the  opinion  of  the  doctor  is 
an  independent  affair. 
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Mr.  McCluskey : There  are  two  horns  to  that 
dilemma.  First,  let’s  take  the  Green  case  that 
we  took  to  the  Supreme  Court.  Green  was  a 
carpenter  working  upon  a high  scaffold  and  one 
of  the  piers  on  the  scaffold  wasn’t  nailed  down, 
he  stepped  on  the  end  of  the  board  and  it  tipped 
and  he  fell  about  ten  or  twelve  feet  and  caught 
his  arm  over  one  of  the  uprights,  broke  his  fall, 
but  in  doing  so  snapped  his  neck  and  injured 
his  neck  and  sprained  his  back,  also  the  lower 
back.  He  was  treated  for  that  injury  for  several 
months.  About  60  days  after  the  accident  he 
developed  Parkinson’s  disease.  The  question 
then  rose  as  to  whether  or  not  the  Parkinson’s 
disease  was  caused  by  the  accident  or  was  part 
of  the  injury,  or  whether  it  was  an  entirely  new 
independent  intervening  cause.  We  took  that 
case  to  the  Supreme  Court  as  a test  case  to  see 
what  the  Court  would  say  on  that  set  of  cir- 
cumstances. The  finding  of  the  Commission  was 
that  Parkinson’s  disease  retarded  his  recovery. 
There  was  still  some  pathology  in  the  lower  back 
but  as  far  as  the  back  was  concerned  the  find- 
ings were  that  he  could  return  to  work  so  far 
as  the  back  injury  was  concerned  if  it  were  not 
for  the  Parkinson’s  disease.  The  Supreme  Court 
said  in  that  case, — they  reversed  the  findings  of 
the  Commission  and  sent  it  back.  We  had  grant- 
ed compensation  based  upon  the  whole  injury 
including  the  Parkinson’s.  They  said  upon  the 
record  as  it  stood  that  we  couldn’t  compensate 
for  the  Parkinson’s  disease  because  the  evidence 
of  the  doctors  was  that  the  accident  did  not 
cause  the  Parkinson’s  disese  and  that  phase  of 
if  was  not  compensable.  The  decision  of  the 
Court  was  very  critical  of  the  Commission  and 
of  the  findings.  It  went  to  the  medical  diction- 
aries and  medical  encyclopedias  and  medical 
books  to  point  out  to  the  Commission  that  in  all 
reasonable  probability  the  accident  was  the  mo- 
tivating factor,  and  a proximate  cause  of  Parkin- 
son’s disease  and  the  whole  should  be  compens- 
able. When  the  case  came  back  for  rehearing — it 
was  a private  carrier  involved  in  that  case — and 
they  subsequently  arrived  at  a settlement  in  that 
case.  There  again  the  Court  went  to  the  medical 
books  and  authorities  instead  of  to  the  doctors 
for  their  opinions  as  to  what  should  have  been 
done. 

Dr.  Franklin:  If  they  were  convinced  that 
Parkinson’s  disease  was  due  to  the  injury,  why 
did  they  render  the  decision? 

Mr.  McCluskey : The  Court  has  no  jurisdic- 


tion to  enter  another  judgment ; all  it  can  do  is 
reverse  the  case  and  send  it  back  to  the  Commis- 
sion for  further  proceedings. 

Dr.  Greer:  Mr.  McCluskey,  would  you  care  to 
outline  to  us  briefly  the  degree  of  disability  in 
relation  to  an  injured  member  or  in  relation  to 
a general  disability  ? 

Mr.  McCluskey : As  to  an  injured  member, 
that  is  fixed  in  what  is  called  a scheduled  in- 
jury by  the  statute.  The  law  starts  in  with 
the  first  joint.  If  it  is  an  injury  to  a member 
then  it  becomes  question  of  the  loss  of  use,  per- 
centage of  loss  of  use  of  the  member,  functional 
loss  of  use  of  the  member,  as  compared  to  the 
whole.  That  is  on  the  member  proposition.  There 
is  one  serious  question  that  has  arisen  and  I 
think  there  is  a case  headed  for  the  Supreme 
Court  this  week,  at  least  a motion  for  rehearing 
has  been  filed — that  involves  shoulder  injuries. 
The  law  in  setting  out  the  scheduled  injuries 
provides  60  months  for  the  loss  of  a major  arm 
and  50  months  for  the  loss  of  a minor  arm.  The 
Court  has  defined  n arm  and  held  it  doesn’t  take 
in  the  shoulder.  When  the  medical  reports  come 
in  where  a man  gets  an  injury  to  the  shoulder, 
the  reports  come  in  on  the  basis  that  he  has  suf- 
fered a 25,  50  or  75  per  cent  loss  of  use  of  the 
right  or  left  upper  extremity.  We  have  had  hip 
injuries  and  the  same  thing  prevails  there.  The 
law  provides  compensation  for  loss  of  an  arm  or 
a leg  or  different  portions  of  the  arm  or  leg. 
The  shoulder  or  hip  injury  comes  under  a non- 
scheduled  injury  and  compensation  there  is 
based  upon  the  loss  of  earning  capacity,  that  is, 
based  on  the  difference  between  his  earning 
capacity  at  the  time  of  injury  and  what  he  is 
able  to  earn  thereafter.  If  he  can  go  back  to  Avork 
with  his  shoulder  and  there  is  no  disability, 
no  lass  of  earning  capacity,  then  he  gets  no  com- 
pensation for  it  after  the  healing  period  is  over. 
If  by  reason  of  the  shoulder  injury  he  is  forced 
to  change  employment  and  secures  employment 
of  some  other  nature  wherein  he  earns  less 
money, — for  instance,  if  he  Avas  earning  $200 
before  he  got  the  shoulder  injury  and  was 
only  able  to  earn  $100  after  the  shoulder  in- 
jury, then  he  would  get  the  $100  he  earned  plus 
$55  a month  from  the  Commission  or  $155  as 
against  the  $200  he  previously  earned.  As  to  all 
the  other  injuries  that  are  not  covered  in  the 
schedule,  they  are  all  based,  or  compensation 
is  based,  upon  the  loss  of  AAmges.  He  gets  55  per 
cent  of  the  difference  betAveen  Avhat  he  earned 
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before  the  injury  and  what  lie  is  able  to  earn 
thereafter.  It  remains  an  open  ease,  however,  if 
at  any  time  subsequent  to  the  award  in  the  case 
— those  kind  of  cases  are  never  closed — he  may 
always  come  in  for  new  and  additional  disa- 
bility if  his  earning  capacity  is  affected  by  the 
injury.  There  are  two  factors  involved,  one  is 
not  only  the  injury  itself,  but  the  other  is  the 
ability  to  secure  and  hold  employment.  The 
Court  illustrated  it  this  way  in  one  case, — 
they  said,  “Suppose  you  take  a man  who  is  hor- 
ribly burned  or  horribly  mutilated.  He  has 
recovered  so  far  as  the  physical  injury  is  con- 
cerned outside  of  the  scar  tissue  and  the  dis- 
figuremnt  of  his  face,  or  whatever  it  may  be, 
but  if  that  disfigurement  prevents  him  from  get- 
ting a job,  or  he  is  not  able  to  bold  a job  by 
reason  of  it,  then  he  is  disabled,  and  is  entitled 
to  compensation  based  on  that  fact,  but  the  re- 
covery must  be  not  only  physical  recovery  and 
ability  to  work,  but  if  he  cannot  get  a job  be- 
cause of  his  disfigurement  he  is  totally  disabled. 

Dr.  Franklin:  Does  that  mean  the  same  kind 
of  job  he  had  or  any  kind  of  job? 

Mr.  McCluskey:  No,  he  must  take  and  hold 
employment  that  is  offered  to  him,  or  which  is 
available  to  him,  and  he  must  make  an  effort  to 
get  employment. 

Dr.  Moore:  Isn’t  facial  disfigurement  consid- 
ered a scheduled  injury? 

Mr.  McCluskey : To  a certain  point,  yes.  Fa- 
cial disfigurement  under  a certain  set  of  facts 
may  be  total  disability  if  it  goes  to  the  extent  of 
the  man  being  unable  to  get  or  to  hold  a job — 
then  it  is  a total  disability.  There  is  a certain 
percentage  of  compensation  allowed  for  a facial 
disfigurement  which  does  not  affect  the  ability  to 
get  a job ; a certain  number  of  months  may  be 
allowed  for  that. 

Dr.  Porter:  I am  rather  unclear  about  the  re- 
sponsibility of  the  employer  in  regard  to  the  ex- 
isting conditions.  You  have  stated  that  the  em- 
ployer takes  the  employee  as  he  finds  him  if  he 
employs  him. 

Mr.  McCluskey : Yes,  sir. 

Dr.  Porter:  You  have  also  stated  that  some 
employes  are  more  susceptible  to  injury  than 
others. 

Mr.  McCluskey : Yes,  sir. 

Dr.  Porter:  That  takes  up  the  case  that  Dr. 
Banks  mentioned  which  you  have  already  told  us 
about,  in  which  this  man  may  have  had  a con- 
dition in  which  the  amount  of  weight  he  did 


lift  might  have  caused  a hemorrhage.  I am 
thinking  also  of  cardiac  cases  in  which  an  injury 
might  be  minor  in  one  case,  and  might  cause 
sudden  death  in  another.  That  is  the  Commis- 
sion ’s  work  ? 

Mr.  McCluskey : Yes. 

Dr.  Porter:  What  I would  like  to  ask  is  this, 
what  is  the  responsibility  of  the  employer  where 
a pre-existing  condition  prolongs  a minor  in- 
jury ? 

Mr.  McCluskey : Who  is  responsible  for  the 
whole  of  it  ? 

Dr.  Porter:  For  instance,  where  a focus  of 
infection  which  has  been  discovered  after  the  in- 
jury prolongs  the  injury,  is  the  Commission  re- 
sponsible for  the  payment  of  prolonged  disa- 
bility ? 

Mr.  McCluskey : Yes. 

Dr.  Porter:  Is  the  Commission  also  respons- 
ible for  clearing  up  the  focus  of  infection? 

Mr.  McCluskey : Yes,  sir.  Let  me  illustrate 
it, — a man  over  at  Mesa  had  diabetes ; he  bump- 
ed his  shin,  developed  an  ulcer  and  it  ultimately 
resulted  in  the  loss  of  the  leg.  We  paid  the  full 
compensation  all  the  way  through.  We  frequent- 
ly have  cases  of  syphilis,  varicose  veins,  and 
other  things,  aggravated  by  a blow,  or  injury, 
and  we  are  responsible  for  the  whole  disability 
resulting  therefrom.  In  your  reference  to  heart 
disease  matter,  we  had  that  case ; we  have  these 
heart  cases  frequently.  Here  is  a man  down  in 
Bisbee  working  in  a mine.  He  performed  his 
shift  in  the  ordinary  manner,  nothing  unusual, 
no  extra  exertion,  no  excitement;  he  came  up  on 
the  station  during  the  lunch  hour,  sat  down  with 
the  other  men  and  had  his  lunch.  At  the  end 
of  the  lunch  hour  he  got  up,  walked  about  50  or 
75  feet  and  doubled  over  dead  from  a heart  at- 
tack. It  was  held  not  compensable. 

Here  is  a case  of  an  automobile  salesman  in  one 
of  the  automobile  offices  here  who  undertook  to 
help  another  salesman  shove  a car  along.  He 
got  a heart  attack ; that  was  the  result  of  the 
strain  of  pushing  that  car  and  it  was  held  com- 
pensable. In  one  case  the  man  was  actually  en- 
gaged in  his  work,  undergoing  a strain  and  the 
other  man  was  not.  There  was  no  accident  in 
one  case,  but  there  was  an  accident  due  to  strain 
in  the  other  case. 

In  these  cases  the  Vermont  court  put  it  very 
well.  A man  shovelling  snow  had  a heart  attack 
and  the  question  was  presented  to  the  Supreme 
Court  which  shovel  of  snow  caused  the  heart  at- 


Vol.  4,  No,  3 


Arizona  Medicine 


69 


tack.  The  Supreme  Court  said  it  was  not  nec- 
essary to  reduce  the  accident  down  to  that  de- 
gree of  refinement  as  to  which  shovel  of  snow 
caused  it ; that  the  over-exertion  over  a definite 
period  of  time  and  that  the  over-exertion  was 
the  thing  that  brought  on  the  heart  attack. 

Dr.  Moore:  Suppose  that  the  work  he  was 
doing  was  ordinary  work.  Suppose  he  shovelled 
snow  every  day  in  the  winter  and  it  was  in  the 
course  of  his  usual  employment.  Then  how  is 
it  construed?  An  accident  or  strain? 

Mr.  McCluskey : That  also  depends  upon  cer- 
tain facts  and  conditions  that  do  not  lend  them- 
selves to  generalities.  If  there  is  evidence  of 
over-exertion  then  it  is  compensable.  There  is 
an  Inspiration  Copper  Company  case,  an  en- 
gineer had  been  working  for  them  over  there  for 
years ; he  went  out  one  day  at  the  cooling  tanks 
where  the  water  comes  out  in  sprays  to  cool  it. 
He  took  along  a spanner  or  wrench,  started 
pulling  on  the  Avrench  and  had  a heart  attack. 
It  was  that  special  jerk  that  brought  it  on,  an 
extra  strain  there.  He  didn’t  pull  on  that  wrench 
that  way  every  day ; he  did  use  a wrench  occa- 
sionally, but  he  didn’t  do  it  eight  hours  a day, 
and  Avhen  he  threw  his  Avhole  strength  into  the 
effort  and  pulling  on  that  wrench  it  Avas  that 
extra  strain,  that  sudden  strain  that  produced 
his  injury. 

Another  case  AA'here  they  Avere  lifting  a flag- 
pole, standing  on  a platform.  The  flagpole  be- 
gan to  sway  a little  bit  and  the  man  threw  all 
the  strength  he  had  to  hold  it  and  that  strain 
produced  the  result.  A sudden  strain  is  just  as 
much  an  accident  as  a bloAV. 

Dr.  Greer:  Mr.  McCluskey,  given  a back 
injury,  for  example,  and  you  haAre  a good 
many  of  them, — a man  works  along  and  on  defi- 
nite medical  history  and  careful  history  taken 
we  find  the  man  states  he  has  done  nothing  un- 
usual. In  other  Avords,  he  is  doing  the  same 
thing  he  has  been  doing  for  days  and  days  in  the 
course  of  his  emplo.yment,  for  instance,  lifting 
crates  from  a platform  on  to  a truck,  nothing 
different  than  what  he  has  been  doing  all  the 
time ; he  gets  a sudden  sharp  pain  in  his  back 
and  has  a disability. 

Mr.  McCluskey : That  is  compensable. 

Dr.  Foster:  I Avpuld  like  to  ask  what  status 
the  patient  is  placed  in  Avhen  he  is  advised  to 
undergo  certain  treatments  by  his  physician  and 
refuses  that  treatment  and  prolongs  his  own 
disability  by  doing  so. 


Mr.  McCluskey : I took  that  case  to  the  Su- 
preme Court  a number  of  years  ago.  A man  had 
had  two  head  injuries,  automobile  accidents, 
he  Avas  a motorcycle  policeman.  There  had  been 
bleeding  into  the  brain,— particularly  after  the 
second  accident.  He  had  developed  a jacksonian 
epilepsy.  He  was  sent  before  a board  of  doc- 
tors who  examined  him  and  it  Avas  suggested,  or 
the  Commission  sent  him  before  another  doctor. 
He  said  he  couldn’t  determine  whether  there 
was  any  casual  connection  between  the  jack- 
sonian epilepsy  and  the  injuries  unless  he  per- 
formed procedure — I think  make  an  encephlo- 
gram,  puncture  his  spine  and  pump  air  into  it 
and  then  take  a picture.  He  and  his  family  vig- 
orously objected.  Investigation  on  my  part,  and 
consultation  with  some  members  of  the  medi- 
cal profession  whom  I deemed  were  outstanding 
in  the  community,  ayIio  recommended  against  it 
— Dr.  Dandy,  of  Johns  Hopkins,  avIio  evolved 
the  process  Avas  rather  cautious  in  advising  the 
use  of  it  led  me  to  advise  the  man  not  to  submit 
to  the  procedure.  The  Commission  insisted  that 
he  proceed  and  submit  himself  to  this  test  and 
suspended  compensation  until  he  did  so.  I took 
the  case  to  the  Supreme  Court  on  the  principle 
that  it  Avas  unreasonable  to  ask  a man  to  under- 
go a test  Avhere  there  Avas  a hazard,  and  that 
members  of  the  medical  profession  had  advised 
against.  The  Supreme  Court  said  that  no  man 
should  be  rquired  to  undergo  any  test  or  opera- 
tion or  procedure,  that  endangered  his  life.  It 
held  the  question  of  determining  whether  or  not 
he  should  undergo  it  or  must  undergo  it  was 
Avith  the  Industrial  Commission.  And  that  if 
the  Industrial  Commission  said  that  was  rea- 
sonable under  the  evidence  and  there  Avas  a 
conflict  in  this  case,  that  the  finding  of  the  In- 
dustrial Commission  Avas  conclusive  on  the  Su- 
preme Court.  It  held  he  would  haA^e  to  either 
undergo  the  procedure  or  lose  his  compensation, 
and  not  to  undergo  the  procedure.  If  the  man 
is  ordered  to  submit  to  medical  treatment  or 
operation,  if  there  is  a hazard  in  it,  or  danger 
in  it,  he  may  apply  to  the  Industrial  Commission 
for  a hearing  on  the  question  as  to  whether  or 
not  it  is  essential  that  he  submit ; and  from 
the  eAudence  the  Commission  must  determine 
Avhether  it  is  reasonable  that  he  submit  to  the 
procedure  or  the  operation.  If  the  Commission 
orders  an  operation  and  he  refuses  to  submit, 
his  compensation  is  suspended  until  he  does. 

Dr.  Porter:  I had  occasion  to  give  some  ad- 
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vise  the  other  day  in  the  case  of  a man  who  had 
been  riding  in  a rodeo  and  had  a couple  of  ribs 
broken.  lie  wished  to  continue  his  employment. 
The  next  morning  he  had  to  ride  a horse  again 
for  his  employer.  His  injury  was  not  com- 
pensable but  the  next  day  he  felt  that  he  must 
continue  with  his  employment  as  horse  wran- 
gler. What  is  the  responsibility  of  the  employer 
in  such  a case? 

Mr.  McCluskey : If  the  employer  continues 
the  man  at  work  under  those  circumstances  and 
he  gets  injured  to  a greater  degree,  the  employ- 
er is  responsible  for  it.  The  Industrial  Com- 
mission could  direct  the  man  to  cease  his  em- 
ployment if  the  doctor  recommended  that.  If 
he  continues  his  employment  he  gets  no  com- 
pensation other  than  his  medical'  care.  If  he 
continues  at  work  and  thereby  aggravates  his 
condition,  or  it  is  believed  that  his  condition  ivill 
be  aggravated,  he  can  be  directed  to  cease  work, 
or  stop  what  he  is  doing,  and  if  he  fails  to  do 
so  then  lie  would  not  be  entitled  to  any  compen- 
sation for  any  aggravation  of  that  condition. 

President  Thoeny:  If  there  are  no  other  ques- 
tions, Mr.  McCluskey,  we  wish  to  thank  you 
very  much. 


ANNUAL  REPORT  OF  THE  CANCER 
COMMITTEE  OF  THE  ARIZONA  STATE 
MEDICAL  ASSOCIATION 

During  the  past  year,  the  Cancer  Committee 
of  the  Arizona  State  Medical  Association  has 
been  very  active  in  the  educational  campaign 
for  the  control  against  Cancer.  The  American 
Cancer  Society,  Arizona  Division  and  the  Field 
Army  work  in  unison  for  a common  cause.  The 
citizens  of  Arizona  are  obtaining  very  satisfac- 
tory results.  The  Woman's  Auxiliary  of  the 
Arizona  State  Medical  Association  has  aided  ma- 
terially in  the  educational  campaign  for  the 
Control  of  Cancer.  Cancer  is  steadily  increas- 
ing in  Arizona,  as  well  as  in  all  parts  of  the 
United  States  and  we  are  hadlv  in  need  of  legis- 
lation that  will  help  combat  the  disease.  Most 
of  the  States  of  the  Union  have  obtained  legis- 
lative enactment  which  aids  in  the  Control  of 
Cancer.  The  cooperation  of  all  the  members  of 
the  Association  will  materially  aid  in  obtaining 
our  objective  from  the  legislative  bodies.  There- 
fore, we  hope  that  all  members  of  the  Associa- 
tion will  realize  the  seriousness  of  the  Cancer 


situation  in  Arizona  and  give  its  Cancer  Com- 
mittee whole-hearted  support. 

E.  PAYNE  PALMER, 

Chairman. 


AUXILIARY  ORGANIZED  TO  MEDICAL 
SOCIETY 

At  the  February  meeting  of  the  Gila  County 
Medical  Society  held  February  18  at  the  Cobre 
Valle  Country  Club  the  doctors’  wives  of  the 
Gila  County  Medical  Society  organized  a 
Women’s  Auxiliary. 

President-elect  was  Mrs.  Clarence  Gunter  of 
Globe;  vice-president,  Mrs.  Nelson  I).  Brayton 
of  Miami ; and  secretary-treasurer,  Mrs.  John 
Aarni,  of  Ray. 

Meetings  will  he  held  every  month  on  sched- 
ules to  be  arranged  later.  At  the  same  meeting, 
addresses  were  made  by  Dr.  Tom  H.  Bate,  Dr. 
M.  R.  Richter,  Dr.  Joseph  Bank,  all  of  Phoenix, 
and  Dr.  E.  C.  Long  of  Detroit,  Michigan,  who 
discussed  “Stomach  Ailments,  their  various 
treatments  and  diagnosis.” 
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Office  of  the  Surg-eon  General 

Technical  Information  Division 
Washington,  D.  C. 

WAR  EXPERIENCES  IN 
PREVENTIVE  MEDICINE 

Colonel  Tom  F.  Whayne,  MC,  USA,  Deputy 
Chief  of  Preventive  Medicine  Division  of  the 
Office  of  The  Surgeon  General,  in  an  address 
before  the  Kiwanis  Club  in  Pittsburg,  Pa.,  on  27 
February,  told  of  the  Army’s  war  experiences 
in  preventive  medicine.  He  reviewed  the  devel- 
opment of  the  Medical  Intelligence  Division  and 
its  work  in  collecting  detailed  medical  and  sani- 
tary data  on  foreign  areas,  and  spoke  of  the 
specific  preventive  medicine  problems  encoun- 
tered in  the  European  Theater  of  Operations 
where  he  served  with  the  12th  Army  Group 
Headquarters  and  later  in  Headquarters  ETO. 

No  significant  problems  were  encountered  in 
ETO  on  the  assault  landing  at  D-Day  and  for 
months  thereafter.  As  war  progressed,  preventive 
medicine  activities  consisted  largely  of  advising 
on  problems  as  they  arose  in  the  field,  coordinat- 
ing the  problems  of  the  Armies  and  the  theater, 
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and  adwvancing  plans  for  handling  the  German 
civil  population  in  the  event  of  major  epidemics. 
The  first  preventive  medicine  problem  presented 
itself  in  November,  1641  when  trenclifoot  was 
reported.  For  a period  the  incidence  rose  stead- 
ily and  was  controlled  only  through  the  conjoined 
efforts  on  the  part  of  command,  the  Quarter- 
master, the  Surgeon,  and  the  individual  soldier 
himself.  Another  challenge  successfully  met  was 
that  of  louse-borne  typhus  fever.  Conditions 
were  favorable  to  its  spread  by  the  thousands 
of  displaced  persons  and  refugees  living  with- 
out adequate  sanitary  facilities.  Such  conditions 
gave  the  Army’s  control  plans  a real  test  and 
future  possible  outbreaks  were  faced  with  con- 
siderably more  confidence.  Problems  after  VE- 
Day  concerned  primarily  public  health  of  the 
German  civilian  population  and  the  adaptation 
of  Army  preventive  medicine  policies  and  pro- 
cedures to  protection  of  the  health  of  our  sol- 
diers under  conditions  of  the  occupation. 

ETO’s  problems  paralleld  in  many  respects 
those  of  other  theatres.  Colonel  Whayne  pointed 
to  the  Army’s  success  as  being  reflected  in  the 
overall  death  rate  from  disease  of  0.6  per  thou- 
sand as  compared  to  16.5  in  World  War  I,  and 
mentioned  DDT,  atabrine,  and  later  other  anti- 
malarials,  successful  immunizing  agents  against 
tetanus,  yellow  fever,  typhus  fever,  influenza 
and  Japanese  B.  Encephalitis,  malaria  control 
organization  and  techniques,  field  water  pur- 
ification methods  and  the  improved  diet  and  nu- 
trition of  our  soldiers  as  some  of  the  major 
development  in  preventive  medicine  to  come  out 
of  the  war.  In  addition  the  great  strides  made 
by  the  psychiatrists  in  preventive  psychiatry 
are  to  be  considered.  These  advances  plus  many 
others  in  other  branches  of  medicine  are  now 
improving  the  health  and  well-being  of  civilians 
both  in  this  country  and  abroad.  None  of  this 
record  would  have  been  possible  without  the  help 
of  the  civilian  medical  profession  and  their 
doctors  in  uniform  according  to  Colonel  Whayne. 

REPORT  MADE  ON  EFFECTS  OF 
CLIMATE  ON  CANCER 

In  an  address  delivered  before  the  alumni  of 
the  University  of  California  College  of  Den- 
tistry in  San  Francisco,  Lt.  Colonel  Joseph  L. 
Bernier,  director  of  the  Dental  Division,  Army 
Institute  of  Pathology,  reported  that  one  of  the 
chief  indications  that  extremes  of  climatic  heat 
and  cold  may  have  something  to  do  with  the 


occurrence  of  cancer  was  revealed  in  the  high 
percentage  of  lip  cancer  found  in  World  War 
II  soldiers  who  were  stationed  in  hot  windy  and 
dusty  areas  of  the  United  States  Southwest  and 
Africa. 

Medical  records  also  indicate,  he  said,  that 
lip  cancer  occurred  more  often  among  troops 
stationed  in  the  colder  parts  of  Alaska  than  in 
the  more  temperate  areas.  Statistics  indicate 
that  90  per  cent  of  these  malignancies  occur  in 
men  chiefly  on  the  lower  lip  and  only  10  per 
cent  on  the  upper  lip.  For  the  same  disease 
among  women  only  60  to  70  per  cent  of  the 
growths  appeared  on  the  lower  lip  and  the 
other  30  to  40  per  cent  on  the  upper  lip. 

Since  a protruding  lower  lip  is  more  common 
among  men  than  among  women,  Colonel  Bernier 
stated,  these  figures  suggest  that  the  greater 
extent  of  exposure  to  weather  extreme  was  a 
possible  causative  factor. 

Citing  the  occurrence  of  mouth  cancer  among 
smokers,  he  stated  there  were  three  things  about 
smoking  which  are  rated  as  potential  cancer 
factors — mechanical  irritation  of  the  mouth  by 
a pipestem  or  cigar  or  cigarette  butts ; the  tars 
in  tobacco  smoke,  and  the  heat  of  the  burning 
wed.  Of  these,  mechanical  irritation  has  long 
been  recognized  as  something  which  can  start 
the  cancer  process,  and  indications  are  that  heat 
apparently  is  more  of  a hazard  than  the  chem- 
ical content  of  the  smoke. 

Health  conditions  in  the  Army  are  excellent, 
aside  from  a few  scattered  outbreaks  of  influ- 
enza and  the  prevalence  of  streptococcal  infec- 
tions at  a few  posts,  a condition  which  frequently 
arises  at  this  season  of  the  year,  Major  General 
Norman  T.  Kirk,  The  Surgeon  General,  stated 
recently. 

Several  scattered  outbreaks  of  influenza  have 
occurred  at  Army  posts  in  the  United  States 
in  recent  weeks,  General  Kirk  said.  The  disease 
has  been  very  light,  with  almost  no  complica- 
tions and  no  deaths  have  been  reported.  Inidvi- 
dual  cases  have  lasted  but  a few  days  and  the 
outbreaks,  wthile  sharp,  have  run  their  course 
within  two  weeks.  The  type  of  influenza  virus 
responsible  for  most  of  the  cases  is  influenza 
“A”,  laboratory  tests  reveal. 

Because  of  a previous  epidemic  of  influenza 
“A”  in  the  Pacific  theater  and  because  early 
evidence  of  the  same  type  infection  was  obtained 
in  the  United  States,  all  troops  in  this  country 
have  been  vaccinated  against  the  disease.  The 
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frequency  and  severity  of  reactions  to  the  vac- 
cine has  been  similar  to  that  usually  encoun- 
tered, but  there  have  been  no  indications  of  un- 
due severity.  Troops  in  Japan  and  Korea  have 
also  been  vaccinated,  and  the  procedure  may  be 
extended  to  a few  other  areas.  A few  cases  of 
influenza  have  been  reported  from  Europe  and 
from  Alaska. 

BENEFITS  TO  MEDICAL  DEPARTMENT 
OF  PROPOSED  LEGISLATION 
BEFORE  CONGRESS 

Highlights  of  the  benefits  to  The  Medical 
Department  of  the  proposed  legislation  now  be- 
fore Congress  (HR  2536)  on  procurement,  pro- 
motion and  elimination  of  Regular  Army  Offi- 
cers are  outlined  in  the  following  statement 
recently  (14  March  47)  issued  by  the  Office  of 
The  Surgeon  General : 

The  bill  was  introduced  in  Congress  to  pro- 
vide for  the  procurement,  promotion  and  elimin- 
ation of  Regular  Army  officers  and  for  other 
purposes  provides  that  Section  10  of  the  Na- 
tional Defense  Act  be  amended  to  read:  “The 
Medical  Department  shall  consist  of  Surgeon 
General  with  the  rank  of  major  general,  four 
assistants  with  the  rank  of  brigadier  general, 
one  of  whom  shall  be  an  officer  of  the  Dental 
Corps”  is  amended  to  read:  “The  Me  dical  De- 
partment shall  consist  of  one  Surgeon  General 
with  the  rank  of  major  general,  one  assistant 
with  the  rank  of  major  genral  who  shall  be  an 
officer  assigned  to  the  Dental  Corps,  and  three 
assistants  with  the  rank  of  major  general  or 
brigadier  general  as  determined  by  the  Secre- 
tary of  War.” 

In  addition  it  authorizes  a strength  of  active 
permanent  general  officers  of  the  Regular  Army 
in  the  Medical  Corps  equal  to  % of  1 % of  the 
authorized  active  commissioned  strength  of  the 
Medical  Corps  of  the  Regular  Army.  Of  a total 
authorized  strength  of  active  general  officers 
there  is  authorized  50%  in  the  grade  of  major 
general  and  50%  in  the  grade  of  brigadier  gen- 
eral. 

It  provides  for  promotion  lists  in  the  Medical 
Department  as  follows : The  Medical  Corps  Pro- 
motion List,  the  Dental  Corps  Promotion  List, 
the  Veterinary  Corps  Promotion  List  and  the 
Medical  Service  Corps  Promotion  List.  Of  the 
total  authorized  promotion  list  strength  for  the 
entire  Army,  there  is  authorized  8%  in  the 
grade  of  colonel,  14%  in  the  grade  of  lieutenant 


colonel,  19%  in  the  grade  of  major,  23%  in  the 
grade  of  captain,  18%  in  the  grade  of  first  lieu- 
tenant and  18%  in  the  grade  of  second  lieuten- 
ant. The  authorized  number  in  each  of  the 
several  grades  in  each  of  the  several  promotion 
lists  is  to  be  prescribed  by  the  Secretary  of  War 
by  a schedule  of  percentages  in  grades  for  that 
list,  which  schedule  of  percentages  may  be  dif- 
ferent for  each  promotion  list.  However,  a 
saving  clause  provides  that  irrespective  of  any 
vacancy  in  any  grade,  except  general  officers 
and  colonels,  whenever  an  officer  whose  name  is 
carried  on  any  recommended  list  under  pro- 
vision of  this  section  completes  for  promotion 
purposes  the  prescribed  number  of  years  in  the 
grade  of  first  lieutenant,  captain  and  major, 
the  authorized  number  of  officers  in  the  grade 
of  captain,  major  and  lieutenant  colonel,  re- 
spectively, in  the  applicable  promotion  list  shall 
be  temporarily  increased,  if  necessary,  to  author- 
ize the  appointment  in  that  grade  of  such  officer 
and  all  officers  of  his  grade  and  promotion  list 
whose  names  appear  above  his  on  the  recom- 
mending list  and  such  officers  shall  be  simul- 
taneously appointed  in  that  grade  retaining 
among  themselves  their  existing  relative  senior- 
ity. Until  December  31,  1947  initial  appoint- 
ments and  promotions  shall  continue  to  be  made 
in  accordance  with  the  present  provisions  of 
the  integration  and  other  laws  but  effective 
December  31,  1947,  no  further  appointment  shall 
be  made  except  under  the  provisions  of  this 
bill.  The  bill  provides  for  promotion  by  selec- 
tion to  all  grades  to  fill  existing  vacancies. 
However,  irrespective  of  the  existence  of  any 
vacancies  promotion  list  officers  of  the  line  of 
the  Army  may  be  selected  for  promotion  to  the 
grade  of  first  lieutenant,  captain,  major  and 
lieutenant  colonel  upon  the  completion  of  three 
years  service,  seven  years  service,  fourteen  years 
service  and  twenty-one  years  service.  However, 
for  the  Medical  Department  each  person  ap- 
pointed as«an  officer  of  the  Regular  Army  shall 
at  the  time  of  appointment  be  credited  with  the 
amount  of  service  equal  to  four  years  for  the 
Medical  Corps,  three  years  for  the  Dental  Corps 
and  two  years  for  the  Veterinary  Corps  which 
means  that  an  officer  in  the  Medical  Corps  ap- 
pointed as  a first  lieutenant  will  be  promoted  to 
grade  of  captain  upon  the  completion  of  three 
years  service ; to  the  grade  of  major,  upon  the 
completion  of  ten  years  service  and  to  the  grade 
of  lieutenant  colonel  upon  the  completion  of 
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seventeen  years  service  and  is  eligible  for  selec- 
tion to  the  grade  of  colonel  upon  the  completion 
of  eighteen  years  service  if  vacancies  do  not  oc- 
cur in  the  respective  grade  at  an  earlier  date. 
Therefore,  effective  December  31,  1947,  each 
officer  of  the  Medical  Corps,  who  on  that  date 
lias  less  than  four  years  service  credit,  each 
officer  of  the  Dental  Corps  who  has  less  than 
three  years  service  and  each  officer  of  the  Vet- 
erinary Corps  who  has  less  than  two  years  ser- 
vice, shall  be  credited  for  promotion  purposes 
with  four  years,  three  years  and  two  years  ser- 
vice, respectively. 

Since  the  integration  laws  known  as  Public 
Law  281  and  670,  79th  Congress,  permitted 
credit  for  appointment  purposes  to  officers  of 
the  Medical  Department  equal  to  the  difference 
between  their  age  at  the  time  of  appointment 
and  the  afe  of  twenty-five  years  an  inequity  was 
created  for  officers  of  the  Medical  Department 
of  the  Regular  Army  whose  average  age  at  the 
time  of  the  original  appointments  was  28  5/12 
years.  In  order  to  overcome  this  inequity  and 
place  all  officers  of  the  Medical  Department  on 
equal  footing  so  far  as  age  in  grade  is  con- 
cerned, the  bill  provides  for  the  granting  of 
credit  to  officers  of  the  Medical  Department 
commissioned  between  June  27,  1926  and  De- 
cember 28,  1941,  and  who  had  continuous 
active  commissioned  service  in  the  Regular 
Army  since  such  appointment.  Effective  De- 
cember 28,  1945,  such  officers  are  credited,  re- 
spectively, with  additional  years  of  service  as 
follows : Medical  Corps  3 5/12  years,  Dental 
Corps  3 1/12  years  and  Veterinary  Corps 
1 4/12  years.  No  change,  however,  will  occur  in 
the  relative  permanent  seniority  standing  of  any 
officer  who  held  a commission  in  any  of  these 
corps  on  December  28,  1945. 

The  bill  provides  that  on  July  1,  1948,  or  at 
the  earliest  practicable  date  thereafter.  Regular 
Army  officers  shall  be  promoted  and  appointed 
in  the  grades  of  1st  lieutenant,  captain,  major 
and  lieutenant  colonel  to  fill  initial  requirements 
which  exist  in  those  respective  grades.  In  the 
case  of  all  Medical  Department  Promotion  Lists 
owing  to  the  present  reduced  strength  of  the 
various  corps  there  now  exists  a number  of  va- 
cancies which  means  that  officers  presently  in 
the  various  corps  of  the  Medical  Department, 
those  being  integrated  and  the  ones  to  come  into 
the  service  after  December  31,  1947  may  look 
forward  to  more  rapid  promotion  than  has  ever 


heretofore  existed  in  the  Medical  Department 
of  the  Army. 

In  addition  to  promotion  to  permanent  grades 
in  the  Regular  Army,  the  bill  provides  for  pro- 
motion to  temporary  rank  whenever  the  number 
of  permanent  appointments  in  the  grades  of 
colonel,  lieutenant  colonel,  major,  captain  and 
first  lieutenant,  respectively,  is  less  than  the 
number  authorized  in  these  grades  in  such  pro- 
motion list. 

The  bill  likewise  provides  that  from  time  to 
time  officers  of  the  reserve  components  of  the 
United  States  Army  may  with  their  own  consent 
be  ordered  to  active  Federal  duty  for  such 
length  of  time  as  the  President  may  prescribe 
and  that  when  the  total  number  of  officers  serv- 
ing on  active  duty,  Regular  Army,  and  all  offi- 
cers of  the  Army  of  the  United  States  of  any 
component,  exceeds  the  authorized  active  com- 
mission strength  of  the  Regular  Army,  the  Sec- 
retary of  War  shall  determine  the  requirement 
in  each  of  the  several  grades  and  temporary  pro- 
motions are  authorized  for  officers  of  these  com- 
ponents to  fill  these  requirements. 

It  is  anticipuated  that  there  will  exist  in  the 
Medical  Department  of  the  Regular  Army  1900 
vacancies  in  the  Medical  Corps,  370  vacancies 
in  the  Dental  Corps,  10  vacancies  in  the  Veter- 
inary Corps  and  440  vacancies  in  the  Medical 
Service  Corps. 

Even  though  all  of  these  vacancies  in  the 
Medical  Department  of  the  Regular  Army  could 
be  filled  there  will  still  be  needed  several  thous- 
and reserve  component  officers  on  active  duty 
to  meet  the  requirements  in  each  and  every 
corps  of  the  Medical  Department  to  fulfill  the 
needs  of  the  anticipated  strength  of  the  interim 
Army. 


ARIZONA  MEDICAL  PROBLEMS 
CONSULTATION  AND  CASE-ANALYSIS 
Here  begins  a unique  experiment. 
ARIZONA  MEDICINE  will  present  in 
each  issue  an  unsolved  case,  accompanied 
by  the  analysis  and  recommendations  of 
a well-known  authority  in  the  field  of  medi- 
cine involved.  The  method  is  newly  in- 
vented— a variation  of  the  Cabot  Case  re- 
ports. The  results  can  be  interesting  and 
particularly  Arizonan. 

THE  CONSULTANTS  will  be  chosen  to 
suit  each  case  from  a panel  of  internists  and 
specialists  in  the  leading  medical  centers 
thruout  the  United  States.  The  list  now  in- 
cludes physicians  in  New  York,  Boston, 
Philadelphia,  Baltimore,  Chicago,  New  Or- 
leans, Michigan,  Wisconsin,  and  California. 
The  service  will  function  by  mail.  They  will 
examine  all  data,  and  give  a concise  opinion. 
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THE  CASES  are  to  be  obtained  from  the 
readers  of  Arizona  Medicine.  Success  of  the 
venture  will  depend  upon  the  need  for  such 
a service,  and  the  response  of  t lie  readers. 
An  editor  will  help  compose  the  reports, 
and  will  ask  for  further  data  when  neces- 
sary. Difficult,  undiagnosed  cases  which 
have  been  completely  worked-up  are  de- 
sired. Opinions  of  the  consultants  will  be 
immediately  sent  to  the  submitting  physi- 
cians before  publication  in  urgent  cases. 

Please  send  all  case  records,  x-rays,  and 
correspondence  to  Dr.  W.  H.  Oatway,  Jr., 
123  S.  Stone  Ave.,  Tucson,  Arizona,  or  care 
of  The  Editor,  Arizona  Medicine. 


CASE  NUMBER  I 

E.  Z.,  a white  male  aged  37,  was  first  seen  at  the 
office  in  Tucson  one  year  ago.  His  chief  com- 
plaint was  the  recurrence  of  headaches,  two  or 
three  times  a week,  all  of  his  life.  They  were  as- 
sociated with  gastric  upsets  in  the  mornings, 
emeses,  and  lasted  for  8 to  15  hours.  He  had  used 
simple  remedies,  but  no  gynergen  or  other  hypo- 
dermic medication.  The  remedies  were  moderate- 
ly effective. 

On  further  questioning,  he  had  always  lacked 
energy,  had  always  been  non-athletic,  pale  (‘“yel- 
low”’ when  tanned),  and  had  noted  a “freckling” 
on  his  neck  for  many  years. 

A year  before  coming  west  he  had  gone  from 
his  home  in  Indiana  to  the  Mayo  Clinic  for  exam- 
ination. He  said  they  had  diagnosed  “migraine”, 
found  no  other  abnormality,  gave  him  capsules 
for  his  hemoglobin  but  no  treatment  for  the  head- 
aches. The  Department  of  Medicine  at  the  Mayo 
Clinic  later  sent  a full  report  of  their  complete 
examination.  They  reported  a typical  migraine 
history  and  a complaint  of  epigastric  distress.  He 
was  found  to  he  slight  in  build,  had  scanty  body 
hair,  was  pale,  had  a palpable  and  slightly  en- 
larged liver,  and  small  genitalia.  The  chest  x-ray 
showed  only  a primary  ghon;  the  Hh.  was  11.6 
gm.;  the  stomach,  liver,  and  gall-bladder  func- 
toins  were  normal.  They  considered  him  to  have 
migraine,  relieved  by  analgesics;  to  be  “biologi- 
cally inferior”,  with  a mild  endocrine  dysfunc- 
tion; and  could  not  be  sure  of  a clinical  entity, 
though  they  suggested  a skull-film  and  wondered 
about  hemochromatosis.  They  considered  his 
complaints  to  be  functional.) 

About  two  months  before  we  saw  him,  his 
asthenia  increased,  he  noted  faintness,  vertigo,  a 
tendency  for  his  feet  to  “go  asleep”,  and  a “tight 
feeling  in  the  back”.  The  headaches  persisted. 
He  was  forced  to  quit  his  clerical  job.  He  went 
to  a hospital  for  three  weeks,  and  his  doctor 
noted  a heart  murmur,  a “definitely  large  liver’”, 
and  a “spleen  becoming  smaller”.  He  was  given 
three  injections  for  anemia,  some  pills  for  indi- 
gestion, and  advised  to  try  Arizona  for  a rest. 

The  patient  reported  an  adequate  diet,  though 
meat  and  fats  were  poorly  tolerated-  He  had 
noted  some  chest  “discomfort”’  on  exercise,  had 
had  occasional  palpitation,  and  (since  diagnosis 
of  the  heart  murmurs)  an  occasional  mild  pain 
in  the  precordium.  His  social  and  past  medical 
histories  were  otherwise  normal.  There  was  a 
family  history  of  migraine  in  his  mother  and  a 
grandmother.  His  weight  had  been  stable  at 
125-130  lbs. 

On  examination,  the  skin  was  seen  to  be  pale 
and  sallow.  There  were  mottled  gray  patches, 
several  cm.  in  size,  in  the  supraclavicular,  axil- 
lary, popliteal,  and  inner  thigh  areas.  They  look- 


ed superficial,  as  though  water  had  been  spat- 
tered on  dirt  on  the  skin  surface.  The  muscles 
were  small,  flaccid,  and  the  SCM  were  barely  pal- 
pable. The  pulse  rate  was  84  to  110,  poorly  sus- 
tained and  the  B.P.  was  120/88.  When  upright 
there  was  a soft  to-and-fro  mitral  systolic  mur- 
mur, but  when  flat  there  was  only  a faint  sharp 
systolic  localized  to  that  area.  Fluoroscopy  show- 
ed a normal  heart  and  aorta,  but  the  left  pul- 
monic artery  seemed  accentuated.  At  a later  date 
this  was  confirmed,  and  the  right  auricle  seemed 
prominent  also.  The  liver  was  markedl  yenlarged, 
extending  up  to  the  fifth  rib,  down  to  within  3 
cm.  of  the  umbilicus  and  across  to  the  left  mid- 
clavicular  line  at  the  costal  margin.  The  testi- 
cles and  penis  were  very  small,  there  was  scanty 
pubic  hair,  none  elsewhere  except  on  the  head, 
and  only  enough  on  the  face  to  require  a shave 
every  four  days. 

Laboratory  studies  included  an  RBC.  of  5,060,- 
000;  Hb.  of  14.5  gm.;  WBC— 5,500  (PMN.  47%, 
L.  45%  EOS.  6%,  M.  2%'.  Th  eblood  sugar  was 
117  mgm%.  Stereo  x-rays  of  the  skull  showed 
the  sella  turcica  to  be  only  50  to  60%  of  normal 
size.  His  BMR  had  recently  been  “about  minus 
15%. ” 

It  was  tentatively  decided  that  the  patient 
might  have  an  infantilism,  perhaps  of  the  Lorain 
type.  This  could  explain  the  endocrine  and  heart- 
valve  changes,  but  the  skin  pigmentation  was 
mysterious.  He  refused  to  go  further  for  con- 
sultation, so  the  question  of  treatment  was  de- 
scribed to  an  endocrinologist,  who  suggested  a tri- 
al of  several  materials  to  replace  or  stimulate  en- 
docrine function  (chorionic  gonadotropin,  a 
growth-stimulatinf  fraction  of  pituitary  extract, 
and  a synthetic  androgen). 

The  patient  was  willing.  Antuitrin  ‘S’  (chori- 
onic gonadotropin)  was  used  first  (200  to  400 
U.  subcutaneously  every  other  day  for  seven 
doses);  the  patient  felt  better,  but  the  signs  re- 
mained the  same.  Prephysin  was  given  for  3 
doses,  but  became  unavailable.  Ten  units  of  gon- 
adogen  were  then  given  every  other  day  for  6 
doses,  and  only  one  headache  occurred  in  ten 
days.  Antuitrin  ‘S’  was  then  given  again  for  two 
weeks,  followed  by  a month  of  daily  oral  10  U. 
doses  of  methyl  testosterone.  At  the  end  of  this 
time  he  reported  that  he  felt  “the  best  in  his 
life’”,  and  started  part-time  work.  He  also  noted 
an  increased  size  and  “life”  of  the  penis.  It  is 
possible  that  the  testicles  enlarged  slightly.  These 
changes  ceased  when  treatment  was  stopped.  He 
then  felt  less  well,  though  the  weather  was  hot 
and  he  had  had  a period  of  diarrhea. 

Four  months  after  the  start  of  treatment  he 
was  given  antuitrin  ‘S”,  500  U.  twice  a week  for 
10  weeks,  combined  with  1 gr.  of  thyroid  extract 
per  day  for  the  last  6 weeks.  He  again  noted  a 
definite  improvement,  though  no  notable  change 
occurred  in  the  heart,  skin,  liver,  or  genitalia. 
He  had  noted  a sensitivity  of  the  precordium  to 
touch  of  his  clothes,  hut  this  decreased.  Trials 
of  analgesic  drugs,  aminopthyllin,  and  bile  salts 
were  unproductive.  Antuitrin  ‘S’  was  again  used 
after  8 weeks  free  of  endocrone  preparations,  and 
again  he  felt  notably  better.  He  tended  to  work 
harder,  and  at  times  this  caused  excessive  fatigue. 
His  basal  metabolic  rate  was  found  to  be  plus 
10%. 

About  a month  ago,  one  year  after  coming  here 
as  a patient,  he  noted  more  asthenia,  palpitation, 
a digestive  upset,  loss  of  weight,  and  he  quit 
.work  after  he  developed  symptoms  of  a “cold”. 
On  examination,  his  liver  was  down  to  the  um- 
bilicus, the  B.P.  was  100/70,  the  heart  was  over- 
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active  and  (by  fluoroscopy)  enlarged  consider- 
ably to  the  left.  There  was  neither  edema  nor 
rales.  He  was  urged  to  rest;  was  digitlaized  with 
cedilanid  until  the  pulse  reached  70;  but  the  clini- 
cal signs  remained  the  same,  and  his  B.P.  fell  to 
92/65. 

Two  days  later  (four  days  ago)  his  ankles 
began  to  swell,  the  pressure  in  his  abdomen  in- 
creased, and  he  developed  a dyspneic  cough.  He 
was  hospitalized.  Ascites  was  demonstrable.  The 
enlargement  of  the  heart  was  generalized,  the 
sibilant  mitral  systolic  murmur  was  present,  and 
the  edema  had  increased  in  size  and  extent.  The 
blood  count  was  nearly  the  same  as  the  one  pre- 
viously reported,  the  urinalysis  showed  only  a 
trace  of  albumin,  and  the  blood  sugar  was  nor- 
mal. His  fluid  balance  has  been  favorable  only 
with  use  of  diuretics.  It  has  never  been  possible 
to  do  biossays  in  this  case. 

Questions. — What  do  you  think  the  fundamen- 
tal condition  has  been  in  this  case? 

How  can  the  skin  lesions  be  explained  ? 

What  was  the  cause  of  the  enlarged  liver,  be- 
fore the  cardiac  failure? 

Do  you  believe  that  there  has  been  a congeni- 
tal cardiac  lesion  ? Of  what  sort  ? Is  it  connect- 
ed with  the  endocrine  disorder? 

Can  you  suggest  any  further  studies  and 
treatment  ? 

M.  D.,  Tucson,  Arizona. 


(The  consultant  in  this  case  is  DR.  ELMER  L. 
SEVRINGHAUS,  Director  of  Clinical  Research, 
the  Medical  Department,  Hoffman-La  Roche  Inc.; 
recently  Professor  of  Medicine  at  the  University|of 
Wisconsin;  and  formerly  Professor  of  Biochemis- 
try. He  is  author  of  texts  on  endocrinology  and 
vitamins,  and  editor  of  the  Yearbook  of  Endocrin- 
ology from  1934  to  1945.) 

Answer : — 

Diagnoses : Hypopituitarism,  partial,  congen- 
ital. 

Secondary  hypogenitalism 
Secondary  hypoadrenia. 

Migraine,  familial.  (Possibly  exag- 
gerated by  the  above.) 

Myocardial  enlargement  and  fail- 
ure, etiology  unknown. 

The  entire  history  and  physical  picture  ap- 
pears explainable  on  the  basis  of  the  endocrine 
diagnoses,  with  the  exceptions  of  the  following 
details : headaches  with  gastro-intestinal  upsets 
(migraine)  ; the  hepatomegaly,  delevoping  car- 
diac enlargement  and  failure,  with  accentuation 
of  the  left  pulmonic  .artery,  and  the  dyspnea  and 
palpitation,  eventual  congestive  failure.  The 
heart  diagnosis  is  not  apparent,  but  does  not 
seem  related  to  the  endocrine  status.  The  com- 
mon type  of  cardiac  anomaly  in  hypopituitary, 


hypogonad,  or  hypoadrenal  subjects  is  a small 
heart,  with  hypotension,  and  myocardial  failure 
is  not  a feature  of  the  histories.  Hepatomegaly 
is  also  not  obviously  related  to  the  endocrine 
picture.  If  hemochromatosis  occurred  here,  the 
findings  are  atypical.  The  hepatomegaly  ap- 
peared before  the  advanced  cardiac  symptoms 
occurred.  The  cardiac  and  hepatic  diagnoses  re- 
main obscure. 

In  spite  of  the  normal  blood  pressure  level 
until  near  the  end  of  the  history,  hypof unction 
of  the  adrenal  cortex  seems  probably  due  to  the 
prolonged  asthenia,  the  scant  facial  and  body 
hair,  and  the  curious  pigmentary  changes  noted. 
Addison’s  disease  is  not  uncommonly  marked  by 
other  varieties  of  pigmentary  anomalies  than 
the  classical  brown  and  black  deposits.  The 
chemical  mechanisms  involved  in  pigmentation 
and  adrenal  control  are  unknown. 

Further  studies  which  would  be  helpful  are  as 
follows : 

Prostatic  examination,  as  evidence  of  gona- 
dal function  in  the  past. 

Water  excretion  test  of  Kepler  et  al,  to  es- 
timate adrenal  function. 

Serum  cholesterol  determination  as  a check 
upon  possible  hypothyroid  status. 

Determination  of  17  ketosteroids  in  24  hour 
urine  as  an  estimate  of  combined  androgenic 
and  adrenal  cortex  hormone  secretion.  (It 
would  be  very  low  if  the  above  diagnoses  are 
correct.) 

Determination  of  the  urinary  excretion  of 
gonadotrophic  hormone.  (It  would  he  nega- 
tive if  the  above  diagnoses  are  correct.) 

Therapy  which  would  he  most  promptly  help- 
ful would  include  use  of  testosterone  plus  either 
adrenal  cortex  extracts  or  desoxycortico-sterone 
acetate.  Probably  the  latter  would  be  risky  in 
view  of  the  cardiac  status.  If  these  measures 
prove  helpful  as  substitution,  the  trial  of  gona- 
dotrophic pituitary  or  pregnant  mare’s  serum 
extracts  would  be  of  interest  to  stimulate  inac- 
tive testicular  function.  It  may  soon  he  possible 
to  use  analogous  adrenotrophic  extracts,  but 
these  are  not  yet  available  in  the  pharmaceuti- 
cal market.  Thyroid  would  probably  not  help, 
might  exaggerate  the  illness.  A dietary  program 
based  on  six  moderate  feedings  daily,  with  high 
salt  content  would  be  worthy  a trial. 

Elmer  L.  Sevringhaus,  M.  D. 
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NARCOTICS 

<!*&!■  — - — 1K5V 

Under  the  provisions  of  tiie  Narcotic  Drugs 
Import  and  Export  Act,  it  is  unlawful  for  a 
physician  to  carry  narcotic  drugs  in  his  medi- 
cal bag  back  and  forth  between  the  United 
States  and  Mexico  and  between  the  United 
States  and  Canada.  Narcotic  drugs  found  in 
the  possession  of  a physician  upon  returning  to 
the  United  States  are  seized  and  forfeited.  Be- 
cause of  lack  of  knowledge  of  the  law  many 
physicians  are  caused  embarrassment  and  in- 
convenience when  travelling  between  this  coun- 
try and  Mexico  or  Canada.  This  information  is 
published  in  order  that  physicians  may  be  cor- 
rectly informed  with  reference  to  this  provision 
of  the  Federal  law. 


TREASURY  DEPARTMENT 
BUREAU  OF  NARCOTICS 
El  Paso,  Texas 
Mr.  Earl  A.  Smith 
Narcotic  Agent 
Phoenix,  Arizona. 

Dear  Sir : 

Transmitted  herewith  is  copy  of  a Bureau  let- 


ter dated  March  25,  1947,  with  enclosure,  w'hich 
is  furnished  for  your  information  and  compli- 
ance with  the  Bureau  request  that  this  notice 
be  published  in  the  Arizona  State  Medical 
Journal. 

Please  furnish  this  office  advice  as  to  when 
this  article  will  appear  in  the  medical  journal 
and  also  furnish  this  office  copy  of  the  issue  con- 
taining the  notice  for  transmittal  to  the  Bureau. 

Very  truly  yours, 

II.  S.  GOSSAGE 
Acting  District  Supervisor. 


Mr.  Terry  A.  Talent 
District  Supervisor 
El  Paso,  Texas 
Dear  Sir : 

From  time  to  time  the  Bureau  and  the  Bureau 
of  Customs  have  received  complaints  from  physi- 
cians when  narcotic  drugs  are  seized  from  their 
medical  bags  at  the  time  of  reentering  the  Unit- 
ed States  from  a visit  to  Mexico  or  Canada. 

In  September,  1946,  we  received  a letter  from 
the  Bureau  of  Customs  enclosing  several  reports 
concerning  a complaint  made  by  Dr.  Emerson 
J.  Hutchinson,  431  West  Seventh  Street,  Los 


Scientific  Pharmacy  in  Step  with 
Modern  Medicine 

MATTHIAS 

PRESCRIPTION  PHARMACY 

TELEPHONE  7715 

William  C.  Matthias  37  South  Stone  Avenue 

John  L.  McDonald  Tucson,  Arizona 
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Baltimore  1,  Maryland 


(H.  W.  & D.  brand  of  merbromin, 
dibromoxymercurifluorescein-sodium) 

Extensive  use  of  the  Surgical 
Solution  of  Mercurochrome 
has  demonstrated  its  value  in 
preoperative  skin  disinfec- 
tion. Among  the  many  advan- 
tages of  this  solution  are: 

Solvents  which  permit  the 
antiseptic  to  reach  bacteria 
protected  by  fatty  secretions 
or  epithelial  debris. 

Clear  definition  of  treated 
areas.  Rapid  drying. 

Ease  and  economy  of  pre- 
paring stock  solutions. 

Solutions  keep  indefinitely. 

The  Surgical  Solution  may 
be  prepared  in  the  hospital  or 
purchased  ready  to  use. 

Mercurochrome  is  also  sup- 
plied in  Aqueous  Solution, 
Powder  and  Tablets. 

HYNSON,  WESTCOTT 
& DUNNING,  INC. 


Angeles,  California,  because  of  the  seizure  of 
narcotics  from  his  bag  upon  his  return  from 
Mexico  at  San  Ysidro,  California.  Customs 
made  quite  an  investigation  and  apparently  the 
doctor  had  specifically  asked  an  immigration  of- 
ficer if  he  was  permitted  to  take  narcotics  into 
Mexico  and  bring  them  back.  The  officer  in- 
correctly told  him  he  could,  and  when  the  drugs 
were  seized  from  him  he  was  justly  irritated. 

The  Bureau  of  Customs  is  of  the  opinion  that 
the  only  way  to  lessen  the  number  of  instances 
of  this  kind  is  to  publish  a warning  to  physicians 
in  their  various  medical  journals,  especially  in 
the  states  bordering  on  Mexico  or  Canada.  For 
some  reason,  Customs  feels  this  is  a matter  for 
our  Bureau  to  handle. 

The  attached  is  suggested  as  a notice  to  be 
published  in  the  applicable  medical  journals 
and  you  are  requested  to  have  it  published  in  the 
journals  appearing  in  your  district  where  it  will 
likely  do  the  most  good. 

Very  truly  yours, 

WILL  S.  WOOD 
Acting  Commissioner  of  Narcotics 


TRY  PABLUM  ON  YOUR  VACATION 
Vacations  are  too  often  a vacation  from  pro- 
tective foods.  For  optimum  benefits  a vacation 
should  furnish  optimum  nutrition  as  well  as  re- 
laxation, yet  actually  this  is  the  time  when  many 
persons  go  on  a spree  of  refined  carbohydrates. 
Pablum  is  a food  that  “goes  good”  on  camping 
trips  and  at  the  same  time  supplies  an  abundance 
of  calcium,  phosphorus,  iron,  and  vitamins  B and 
G.  It  can  be  prepared  in  a minute,  without  cook- 
ing, as  a breakfast  dish  or  used  as  a flour  to 
increase  the  mineral  and  vitamin  values  of  staple 
recipes.  Packed  dry,  Pablum  is  light  to  carry, 
requires  no  refrigeration.  Easy-t.o-fix  Pablum 
recipes  and  samples  are  available  to  physicians 
who  request  them  from  Mead  Johnson  & Com- 
pany, Evansville,  Indiana. 


BRIEF  HISTORICAL  NOTES 
Summer  Diarrhea  in  Babies 
Casec  (calcium  caseinate),  which  is  almost 
wholly  a combination  of  protein  and  calcium, 
offers  a quickly  effective  method  of  treating  all 
types  of  diarrhea,  both  in  bottle-fed  and  breast- 
fed infants.  For  the  former,  the  carbohydrate  is 
temporarily  omitted  from  the  24-hour  formula 
and  replaced  with  4 packed  level  tablespoonsfuls 
of  Casec.  Within  a day  or  two  the  diarrhea  will 
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usually  be  arrested,  and  carbohydrate  in  the  form 
of  Dextri-Maltose  may  safely  be  aded  to  the  for- 
mula and  the  Casec  gradually  eliminated.  One  to 
three  packed  level  teaspoonfuls  of  a thin  paste 
of  Casec  and  water,  given  before  each  nursing,  is 
well  indicated  for  loose  stools  in  breast-fed  babies. 
For  furthur  information,  write  to  Mead  Johnson 
& Company,  Evansville  21,  Indiana. 


AMIGEN-PROTOOLYSATE 

The  national  release  of  ‘ Cremosuxidine  ’ Sus- 
pension, a palatable  enteric  bacteriostatic  and 
detoxifying  preparation  for  treatment  of  specific 
and  non-specific  diarrheas,  is  announced  by 
Sharp  and  Dohme,  Inc.,  Philadelphia. 

This  product  is  a palatable,  chocolate-mint- 
flavored  suspension  containing  ‘ Sulfasuxidine  ’ 
succinylsulfathiazole  10%,  pectin  1%  and  kaolin 
10%. 

‘ Cremosuxidine  ’ suspension  is  indicated  in  the 
treatment  of  specific  and  non-specific  diarrheas 
including  bacillary  dysentary,  paradysentary, 
salmonellosis,  diarrhea  of  the  newborn,  and 
“summer  diarrhea”.  It  is  of  particular  value  in 
conditions  such  as  these  when  the  liquid  form  of 


‘Sulfasuxidine’  succinylsulfathiazole  is  preferred 
to  tablets  or  powder. 

If  desired,  this  product  may  be  administered 
to  infants  in  the  regular  bottle  feeding.  It  is  sup- 
plied in  bottles  of  16  fluid  ounces. 


UNIVERSITY  OF  CALIFORNIA  MEDICAL 
SCHOOL 

The  University  of  California  Medical  School, 
under  sponsorship  of  University  Extension  (Med- 
ical Extension)  will  offer  the  following  contin- 
uation courses  to  qualified  practicing  physicians: 

I.  September  1 to  5 inclusive,  1947  : 

Postgraduate  Course  in  Obstetrics  and 
Gynecology. 

II.  September  8 to  12  inclusive,  1947: 

Postgraduate  Course  in  Otorhinolaryngol- 
ogy. 

III.  September  15  to  19  inclusive,  1947 : 

Postgraduate  Course  in  Ophthalmology. 

These  are  continuation  courses  for  General 
Practitioners  of  Medicine.  The  subject  matter 
will  consist  of  clinical  cases,  demonstrations,  dis- 
cussions on  the  newer  methods  of  diagnosis,  and 
of  medical  and  surgical  treatment. 


Pathological  Laboratory 

507  Professional  Building  Phoenix,  Arizona 

X-RAY  and  RADIUM  THERAPY 
DIAGNOSTIC  X-RAY 
CLINICAL  PATHOLOGY 

W.  Warner  Watkins,  M.  D.,  Director 
R.  Lee  Foster,  M.  D.,  Radiologist 
Thomas  T.  Frost,  M.  D.  Pathologist 
Douglas  D.  Gain,  M.  D. 

HOURS  9:00  to  5:00 

SATURDAY  AFTERNOONS  AND  SUNDAYS  EXCEPTED 
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We  are  distributors  for  all  these  ethical  drug  firms 


Abbott 

Ayerst 

Becton  Dickenson 

Breon 

Ciba 

Frederick  Stearns 


Lederle 

Parke-Davis 

Roche  Organon 

Sandoz 

Schering 

Searle 


Sharp  & Dohme 

Squibb 

Upjohn 

Winthrop 

Wyeth 


IN  PHOENIX 

10th  St.  & McDowell  • 3rd  Ave.  & Roosevelt 

1536  West  Van  Buren  • 16th  St.  & Thomas  Road 

OTHER  STORES 

Casa  Grande  - Florence  - Globe  - Miami  - Superior  - Wickenburg 


MACCISHCl/Vi 

A Rest  Home  for  the  Care  of  Acute , Chronic 
or  Convalescent  Patients 

• 

Under  Medical  Supervision  Medical  Staff  Open 

No  Communicable  Diseases  Accepted 
Alcoholics  Admitted  On  Duty  24  Hours 

• 

367  North  Twenty-first  Avenue 
Phone  3-4751  PHOENIX 
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(Continued  from  Page  78) 

Requests  for  further  information  are  to  be 
sent  to : 

STACY  R.  METTIER,  M.  I)., 

Head  of  Postgraduate  Instruction 
Medical  Extension 

University  of  California  Medical  Center 
San  Francisco,  California. 


UNIVERSITY  OF  CALIFORNIA  MEDICAL 
SCHOOL 
Medical  Extension 

University  of  California  Medical  Center,  San 
Francisco  22,  California 
Announcemnt  of  the  following  postgraduate 
courses : 

COURSE  IN  GYNECOLOGICAL  AND  OB- 
STETRICAL PATHOLOGY,  AND  IN 
SMEAR  TECHNIQUE  AS  IT  PERTAINS 
TO  CANCER  OF  THE  UTERUS,  STOM- 
ACH, URINARY  TRACT  AND  LUNGS: 
August  4 to  15  inclusive,  1947,  daily  9 a.m.  to 
4 :80  p.  m. 

NOTE:  This  course  is  limited  to  75;  registrants 
are  to  furnish  their  own  microscopes,  of  good 
quality. 

Either  the  morning  or  the  afternoon  sessions 
may  be  taken,  alone  or  together.  It  is  suggested 
that  experience  with  the  microscope  and  in  cancer 
diagnosis  in  general  will  be  an  essential  prere- 
quisite if  one  is  to  obtain  proficiency  and  con- 
fidence in  the  judgment  of  the  smear  prepara- 
tions. 

This  ocurse  is  designed  to  fulfill  two  needs: 
(a)  requests  from  physicians  who  wish  to  prepare 
for  the  American  Board  Examinations,  and  (b) 
requests  from  pathologists,  cytologists,  reseachers, 
and  all  other  who  are  interested  in  learning  to 
use  the  smear  technique  for  the  diagnosis  of  can- 
cer in  various  parts  of  the  body. 

OBSTETRICS  AND  GYNECOLOGY: 

September  1 to  5,  1947,  9 a.m.  to  1 p.m.  and 
2 to  5 p.m. 

The  University  of  California  Medical  School, 
in  asociation  with  University  Extension,  LTniver- 
sity  of  California,  annuonces  a 

COURSE  IN  THE  APPLICATION  OF 
NUCLEAR  PHYSICS  TO  THE  BIOLOGICAL 
AND  MEDICAL  SCIENCES 
to  be  given  at  the  Medical  Center,  in  San  Fran- 
cisco, from  June  20th  through  July  18th.  Tt  will 
consist  of  didactic  lectures,  laboratory  demon- 


strations and  seminars  for  round  table  dis- 
cussions, and  will  be  open  to  individuals  in  the 
fields  of  medical  and  biological  research. 

Requests  for  detailed  information  are  to  be 
addressed  to : 

STACY  R.  METTIR,  M.  I). 

Head  of  Postgraduate  Instruction 
Medical  Extension 

University  of  California  Medical  Center 
San  Francisco  22,  California 


Beverly  Burke 

PRESCRIPTIONS 

Van  Buren  at  Fourth  Street  Phoenix 


Phone  3-3470 

FREE  DELIVERY 

Professional 

PHARMACY 

PRESCRIPTIONS 

6 Doors  East  of  39  EAST  MONROE  STREET 

Professional  Bldg. 

PHOENIX 

New  and  Ethical 

A Modern  Prescription  Pharmacy 

The  McDowell  Pharmacy,  located  at 
Seventh  Street  and  East  McDowell  Road, 
carrying  a complete  stock  of  Drugs, 
Chemicals  and  Bios,  consisting  of  the 
best  trade  names,  such  as  Abbott's  Breon, 
Eli  Lilly,  Park  Davis,  Sharp  Cr  Dolme, 
Upjohn,  Wyeth,  Merck  & Co.  and  others. 

Your  Px  will  be  filled  as  ordered  with 
a fresh  stock,  and  by  the  best  Registered 
Pharmacist. 

Yes,  we  have  Striptomisen. 

Phones  3-4332  and  2-3137 

McDowell  Pharmacy 

Seventh  Street  and  East  McDowell 
O.  T.  "RED"  FOUNTAIN,  Owner 
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The  Diagnostic 
Family  is  Growing 


A new  member  has  been  added  to  the 
ever-growing  Ames  Diagnostic  Family. 
The  name  of  the  latest  arrival  is — 
Hematest. 

Here  are  the  3 members  of  the  group 
to  date: 

1.  Hematest 

Tablet  method  for  rapid  detection  of  oc- 
cult blood  in  feces,  urine  and  other  body 
fluids.  Bottles  of  60  tablets  supplied  with 
filter  paper. 

2.  Albutest 

( Formerly  Albumintest) 

Tablet,  no  heating  method  for  quick  quali- 
tative detection  of  albumin.  Bottles  of 
36  and  100. 


3.  Clinitest 

Tablet,  no  heating  method  of  detection  of 
urine-sugar. 

Laboratory  Outfit  (No.  2108). 

Plastic  Pocket-size  Set  (No.  2106). 

Clinitest  Reagent  Tablets  (No.  2101)  12x 
100’s  for  laboratory  and  hospital  use. 

All  products  are  ideally  adapted  to  use  by 
physicians,  public  health  workers  and  in 
large  laboratory  operations. 

Complete  information  upon  request. 

Distributed  through  regular  drug 
and  medical  supply  channels  only. 

AMES  COMPANY,  Inc. 

ELKHART,  INDIANA 


UNIVERSITY  OF  CALIFORNIA  MEDICAL 
SCHOOL 
Medical  Extension 

University  of  California  Medical  Center,  San 
Francisco  22,  California 

Announcement  of  the  following  postgraduate 
courses : 

OTORHINOLARYNGOLOGY:  September  8 to 
12  inclusive,  1917,  8 :30-ll  :30  a.  m.  and  1-5  p.  m., 
daily. 

OPHTHALMOLOGY : September  15  to  19  in- 
clusive, 1947,  daily,  8 :30  a.  m.  to  12  noon  and  1 :30 
to  5 p.  m. 

Requests  for  information  and  for  registration 
are  to  be  addressed  to : 

STACY  R.  METTIER,  M.  D., 

Head  of  Postgraduate  Instruction 
Medical  Extension 

University  of  California  Medical  Center 
San  Francisco  22,  California 

KR,  THE  NEW  CANCER  TREATMENT 

From  the  Soviet  Union  comes  the  news  of  the 
manufacture  of  a bio-preparation  KR  which  dis- 
solves the  cancer  tumor  without  affecting  the 
healthy  tissue  of  the  organism.  KR  is  named  for 
the  initials  of  its  creators,  two  Soviet  scientists, 
Nina  Klyueva  and  Georgi  Roskin.  It  was  first 
tested  on  humans  one  year  ago  after  years  of 
experimental  work  with  cancerous  mice.  Clinical 
observations  showed  that  while  KR  had  little 
effect  in  cases  of  cancer  of  the  skin,  it  was  highly 
effective  in  cancer  of  the  throat,  of  the  cervix 
uteri  and  of  the  breast. 

Twenty  years  ago  Professor  Georgi  Roskin  of 
the  Moskow  State  University  set  himself  the  task 
of  finding  a living  organism  capable  of  fighting 
the  cancer  cells.  He  based  his  research  on  the 
confirmed  theory  of  the  antagonism  existing 
between  living  organisms  in  their  struggle  for 
existence. 

As  a result  of  many  years  of  experimental 
work,  his  attention  was  drawn  by  the  trypano- 
soma kruzzi,  a one-cell  animal  and  earner  of  a 
disease  mortal  to  man  and  beasts.  Furthur  re- 
seach  proved  that  the  trypanosoma,  on  being  in- 
troduced into  the  organism  of  a mouse  suffering 
from  cancer,  penetrated  to  the  tumor  and  multi- 
plied, devouring  the  cancer  cells. 

In  1939  Georgi  Roskin  handed  over  his  try- 
panosoma culture  to  the  outstanding  Soviet 
scholar,  Nina  Klyueva,  now  his  wife.  Experi- 
mental research  in  the  fields  of  microbiology  of 
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DOCTORS  LIKE  IT  . . . 
BECAUSE  IT'S  QUIET  . . . 

AND- 


Rock-a-File,  the  new  modern 
file  with  rocking  compartments 
and  revolutionary  side  filing  prin 
ciple,  eliminates  that  bothersome 
"filing-line!”  Its  complete  accessi- 
bility permits  one  or  more  persons 
to  use  any  or  all  compartments 
simultaneously.  And  there’s  no 
more  tugging  at  heavy  file  drawers 
—precision-balanced  Rock-a-File 


provides  faster,  easier,  more  efficien  t 
filing  . . . in  less  than  two-thirds  the 
space  occupied  by  drawer-type  files : 
Rock-a-File  is  available  in  two, 
three  and  four  compartment  stand- 
ard letter  size  models;  in  two  and 
three  compartment  standard  legal 
size  models.  Now  on  display — 
come  in  and  learn  how  Rock-a-Fil 
can  solve  your  filing  problems. 


'Reg'  MacDonald,  District  Mgr. 


Phone  2-4722 


PARAMOUNT  OFFICE  EQUIPMENT 


543  W.  VAN  BUREN  ST. 


PHOENIX,  ARIZONA 
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intestinal  infections,  the  chanegability  of  bac- 
teria and  the  microbiology  and  pathogenesis  of 
cholera  had  given  Nina  Klyueva  fame  as  a the- 
oretician. 

On  receiving  the  trypanosoma  culture,  Nina 
Klyueva  commenced  experiments  on  the  creation 
of  a stable  and  concentrated  preparation.  The 
war  somewhat  delayed  her  work,  which  she  com- 
pleted this  year,  having  experimented  on  13 
thousand  mice  with  brilliant  results.  In  85  per 
cent  of  the  first  group  of  one  hundred  mice  the 
living  culture  of  the  trypanosoma  completely  de- 
stroyed the  cancer  cells.  However,  the  living- 
trypanosoma,  having  devoured  the  cancer  cells, 
began  to  destroy  the  animal’s  organism. 

This  obstacle  was  subsequently  overcome,  how- 
ever, as  the  research  and  experiments  proceeded. 

Nina  Klyueva  succeeded  in  producing  a medi- 
cinal preparation  from  dead  trypanosoma,  which 
retained  the  ability  of  the  living  trypanosoma 
to  collect  in  the  cancer  tumors.  Under  the  action 
of  the  KR  preparation,  the  cancer  disintegrates, 
giving  place  to  fresh,  healthy  tissues. 

Reprinted  from  Connecticut  State  Medical 
Journal,  February,  1947. 


GARFIELD,  N.  J.  — Mrs.  Emily  Fedrowitz, 
Jersey  City,  N.  J.,  has  received  free  100,500,000 
units  of  penicillin  in  treatment  for  acute  bacte- 
rial Endocarditis,  an  infection  of  the  blood 
stream  which  effects  the  heart  tissues. 

At  times,  she  received  as  much  as  9,600,000 
units  a day  (standard  vials  contain  from  100,000 
to  500,000  units)  and  today  is  considered  re- 
covered. 

To  date,  Mrs.  Fedrowitz,  who  is  the  mother  of 
an  employee  in  the  control  laboratory  of  the 
Heyden  Chemical  Corporation  Plant  here,  is  the 
largest  single  recipient  of  the  free  penicillin 
which  the  company,  one  of  the  nation’s  largest 
producers  of  the  drug,  provides  for  its  employees 
and  members  of  their  immediate  families  upon 
presentation  of  the  required  physician’s  pre- 
scription. 


(DERMATOLOGY  CONSULTANT,  DR.  JOHN 
H.  STOKES,  Professor  of  Dermatology  and  Syphil- 
ology,  School  of  Medicine,  University  of  Pennsyl- 
vania; formerly  organizer  and  chief  of  the  section 
of  dermatology  and  syphilology,  The  Mayo  Clinic; 
consultant  to  the  U.S.P.H.S.  during  World  War 
II;  author  of  numerous  articles  and  several  cur- 
rent tests.) 

The  description  is  good,  but  you  must  put  me 
down  as  saying  that  I have  never  seen  anything 


WAYLANDS 

Prescription  Pharmacy 


"Prescription  Specialists” 


Biological  Products  Always  Ready 
for  Instant  Delivery 

• 

Parke-Davis  Biological  Depot 


Mail  and  Long  Distance  Phone  Orders 
Receive  Immediate  Attention 

• 

Phone  4-4171 

Professional  Building  Phoenix 


Oxygen  Therapy 

In  order  to  make  the  administration  of 
oxygen  for  therapeutic  purposes  most  ef- 
fective and  most  economical,  four  require- 
ments must  be  met. 

The  first  requirement  is  a supply  of 
U.S.P.  oxygen. 

The  second  is  a safe  and  dependable 
regulator. 

Third,  proper  administering  apparatus 
that  is  efficient  in  operation  and  sturdy 
in  construction. 

Fourth,  and  most  important,  all  persons 
concerned  must  have  a thorough  knowl- 
edge of  the  handling  and  operation  of 
oxygen  cylinders,  regulators,  and  oxygen 
administering  apparatus. 

All  the  above  are  as  near  to  you  as  your 
telephone,  call  3-2149. 

yllcCrary’*  2brug  Co. 

Central  Ave.  at  McDowell 
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like  it.  Even  the  common  dermatoses  should  be 
seen  to  be  diagnosed ; for  such  a rarity  as  this 
a study  of  the  patient  is  essential. 

You  have  apparently  ruled  out  hemochroma- 
tosis to  your  satisfaction.  The  skin  changes  as- 
sociated with  basophilic  tumor  of  the  pituitary 


86c  out  of  each  $1.00  gross  income 
used  for  members’  benefit 


$3,000,000.00  $14,000,000.00 

INVESTED  ASSETS  PAID  FOR  CLAIMS 

$200,000  deposited  with  State  of  Nebraska  for  protection  of  our  members. 

Disability  need  not  be  incurred  in  line  of  duty — benefits 
from  the  beginning  day  of  disability. 

PHSICIANS  CASUALTY  ASSOCIATION 
PHYSICANS  HEALTH  ASSOCATON 

45  years  under  the  same  management 
400  First  National  Bank  Building:  Omaha  2,  Nebraska 


PRINTERS 

for  the  MEDICAL  PROFESSION 

Everything  from  a Prescription  Blank 
to  a Medical  Journal 

Bower  Printing  & Stationery  Co. 

(Pormely  A.  C.  Taylor  Printing  Co.) 

Telephone  3-6300 

142  S.  Central  Ave.  - Phoenix,  Arizona 


do  not  fit  the  description.  The  “rain-drop” 
mottling  occurs  in  arsenical  pigbentation,  but  it 
is  not  localized  and  sharply  defined. 

I wish  T could  be  of  more  help,  because  I know 
how  intriguing  these  things  are. 

JOHN  H.  STOKES,  M.  1). 

Philadelphia. 


SOUTHWESTERN  ME  I )ICAL 
ASSOCIATION 

The  Southwestern  Medical  Association  will 
meet  this  year  in  Phoenix  on  November  6,  7,  8. 
The  program  committee,  headed  by  Dr.  Joseph 
Bank  of  Phoenix,  is  working  hard  to  make  this 
another  excellent  meeting.  It  will  he  in  the  na- 
ture of  a Clinical  Congress.  At  least  six  na- 
tionally, or  internationally  known  physicians 
and  surgeons  will  he  secured  to  make  up  the 
program. 

For  the  information  of  the  many  new  physi- 
cians who  have  migratetd  to  the  Southwest  dur- 
ing and  since  the  war,  this  medical  organization 
has  been  in  existence  for  over  thirty  years.  It 
comprises  Arizona,  New  Mexico,  and  West  Tex-  ■ 
as.  It  suspended  operations  during  the  war 
years,  but  began  again  last  year  with  its  usual 
type  of  meeting  in  El  Paso.  It  has  always  been 
the  aim  of  this  Society  to  bring  a group  of  well 
known  specialists  together  and  let  them  put  on 
the  meeting.  To  date,  Dr.  H.  L.  Bochur,  Pro- 
fessor of  Gastroenterology,  University  of  Penn- 
sylvania, has  accepted  the  invitation.  This  As- 
sociation deserves  the  support  of  every  physician 
in  the  Southwest. 


AN  OMISSION 

The  following  footnote  was  omitted  in  the 
March  issue  of  Arizona  Medicine  in  explanation 
of  this  Clinical-Pathological  Case : 

“The  following  case  is  selected  from  the  Case 
Records  of  the  Massachusetts  General  Hospital, 
and  published  in  the  New  England  Journal  of 
Medicine.  It  was  discussed  at  the  Phoenix  Clini- 
cal Luncheon  Club.  This  club  has  been  in  oper- 
ation for  18  years.  It  meets  for  lunch  every 
Monday  at  noon,  and  it  has  discussed  the  Case 
Records  of  the  Massachusetts  General  Hospital 
weekly  since  its  inception. 


ACCIDENT  - HOSPITAL  - SICKNESS 


INSURANCE 


FOR  PHYSICIANS,  SURGEONS,  DENTISTS  EXCLUSIVELY 

/ PHYSICIANS  \ 
ALL  / \ 

ALL 

% PREMIUMS  SURGEONS  CLAIMS  < 

COME  FROM  V DENTISTS  / 

GO  TO 

$5,000.00  accidental  death 

$25.00  weekly  indemnity , accident  and  sickness 

$8.00 

Quarterly 

$10,000.00  accidental  death 

$50.00  weekly  indemnity,  accident  and  sickness 

$16.00 

Quarterly 

$15,000.00  accidental  death 

$75,00  weekly  indemnity,  accident  and  sickness 

$24.00 

Quarterly 

$20,000.00  accidental  death 

$100.00  weekly  indemnity,  accident  and  sickness 

$32.00 

Quarterly 

ALSO  HOSPITAL  EXPENSE  FOR  MEMBERS, 
WIVES  AND  CHILDREN 
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ARIZONA  STATE  MEDICAL  ASSOCIATION 

Organized  1892 

423  HEARD  BUILDING,  PHOENIX,  ARIZONA 
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President  Elect 

1811 

E. 

Speedway,  Tucson 

Vice  President 
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E. 

Speedway,  Tucson 

Secretary 
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Treasurer 

Prescott 

Speaker  of  House 

15 
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.Delegate  to  A.M.A. 

15 

E. 

Monroe,  Phoenix 

Medical  Defense 

15  E.  Monroe,  Phoenix 
District  Councilors 

....  Central  District 

Arthur  C.  Carlson. 

15 
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Monroe,  Phoenix 
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Bisbee 

Councilors  at  Large 

.Tucson 
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George  O.  Bassett- 

Prescott 

T.  T.  CLOHESSY,  M.  D. 

Practice  Limited  to 
Dermatology  and  Syphilology 
X-Ray  Therapy 

620  Professional  Bldg.  Phoenix 


ATTENTION! 
Doctors  - Dentists 

Two  Desirable  Offices 

FOR  RENT 

Location  the  Best 
CALL  3-4349 


■ARIZONA  SPECIALISTS 


FRED  G.  HOLMES,  M.  D. 

VICTOR  RANDOLPH.  M.  D. 
HOWELL  RANDOLPH,  M.  D. 

Limited  to 

Diseases  of  the  Chest 
Heart  and  Allergy 

1005  Professional  Bldg.  Phoenix 

D.  V.  MED1GOVICH,  M.  D. 

Diplomate  American  Board 
Dermatology  and  Syphilology 

905  Professional  Building 
Phone  3-6617  Phoenix 


E.  A.  GATTERDAM,  M.  D. 

Allergy 


910  Professional  Bldg. 


Phoenix 


LUDWIG  L1NDBERG,  M.  D. 

Cancer  and  Allied  Diseases 
Therapeutic  Radiology 


23  East  Ochoa  St. 


Tucson,  Arizona 


THE  CLINICAL  LABORATORY 

428  North  Central  Phoenix,  Arizona 
Telephone  4-7326 

Diagnostic  X-Ray  Clinical  Pathology 

EDWARD  G.  BREGMAN,  M.D. 

GENEVIEVE  A.  ARNESON,  B.S. 

HELEN  E.  BALMER,  B.S.,  A.S.,  C.P. 

Phone  Wheel  Chairs,  Crutches 

4. 4621  For  Sale  or  Rent 

A unger’s  Arizona  Brace  Shop 

Manufacturers  Artificial  Limbs,  Braces.  Trusses 

Individual  Attention  Given  to  Doctors  Prescriptions 

Camp  Surgical  Belts 

CLYDE  A.  AUNGER,  Manager 

145  E.  Van  Buren  Phoenix,  Arizona 


LINCOLN  MEMORIAL  HOSPITAL 

Specializing  in  the  Treatment  of  Alcoholism 
Medical  Staff  Referred  cases  only 

NILE  M.  ROBSON,  Supt.  Casa  Grande'  Arizona 


PRESCRIBE 


111  (2kelLitL5  from  LIPSTICK 

Intractable  exfoliative  lip  dermatoses  may  often  be  traced  to  eosin 
lipstick  dyes.  Remove  the  offending  irritants,  and  the  symptoms 
often  disappear.  In  lipstick  hypersensitivity,  prescribe  AR-EX  NON- 
PERMANENT LIPSTICK  — so  cosmetically  desirable,  yet  free  from  all 
known  irritants.  Send  for  Free  Formulary.  


AR-EX  COSMETICS,  INC.  1036  w.  van  buren  st.  Chicago  7,  ill. 
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Editorial:  J.  Allergy  17:399-400,  Nov.,  1946. 
Morginson,  W.  J.  J.A.M.A.  132:915-9.  Dec.  14,  1946. 
Goodhill,  V.  Laryngoscope  56:687-92,  Nov..  1946. 
Allen,  F.  N.  Lahey  Clin.  Bull.  5:52-7,  Oct.,  1946. 
Huttrer,  C.  P..  Djerassi,  C.,  Beears,  W.  L.. 
Mayer,  R.  L.  and  Scholz,  C.  R.:  J.A.C.S.  68:1999- 
2002,  Oct.,  1946. 

Friedlaender,  A.  S.  and  Friedlaender,  S.  North 
End  Clin.  Quart.  7:14-18,  Oct.,  1946. 

Selle,  W.  A.  Texas  Rep.  Biol.  & Med.  4:435-45, 
Winter,  1946. 

Friedlaender,  A.  S.  and  Friedlaender,  S.  J.  Lab.  & 
Clin.  Med.  31:1350,  Dec.,  1946. 

Tatum,  A.  L.  Wise.  Med.  J.  45:1147,  Dec.,  1946. 
Glaser,  J.  Am.  Pract.  1:185-90,  Dec..  1946. 
Pyribenzamine — (PBZ).  Heb.  Med.  J.  2:151-150,  1946. 


COUNCIL  ACCEPTANCE 

Pyribenzamine  now  has  been  formally  accepted 

by  the  A.M.A.  Council  on  Pharmacy  and  Chemistry.  A report  to  the 
Council  on  anti-histaminic  agents  was  written  by  S.  M.  Feinberg,  M.D., 
in  the  November  23,  1946  issue  of  the  J.A.M.A.  Pyribenzamine  was 
found  to  be  highly  effective,  and  produces  relatively  few  side  effects. 


FOR  YOUR  CONVENIENCE— in  obtaining  sample  and  literature,  wc  suggest  you  fill  out  and  mail  us  the  coupon. 


CIBA  PHARMACEUTICAL  PRODUCTS,  INC.  © 

SUMMIT,  NEW  JERSEY 
PROFESSIONAL  SERVICE  DEPT. 

SEND  PYRIBENZAMINE  SAMPLE  AND  REPRINT  OF 
COUNCIL  REPORT  ON  ANTI-HISTAMINIC  AGENTS. 

NAME. — 

STATE 


CITY 
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phyiicion  in 

.rg 

too  TABLETS 

. . 

WA 
VITAMIN  P 

Mount  Verr 

ASCORBIC 

ACID 

(VITAMIN  C> 

The  hallmark  of  Walker  manu- 
facture is  its  uncompromising 
emphasis  on  quality.  Rigid  con- 
trols at  every  stage  of  produc- 
tion, from  raw  materials  to  the 
finished  products,  insure  their 
dependability.  Physicians  know 
that  Walker  vitamin  products  can 
be  prescribed  with  confidence. 


NIACINAMIDE 

(NICOTINAMIDE) 


50  MG. 


To  be.  used  only 
by.  or  on  prescrip- 
tion of  physician. 


lOO  TABLETS 


SOLUTION 

THIAMINE 

HYDROCHLORIDE 


RIBOFLAYI 

too  TABLETS 

THIAMINE 

5 MG. 

HYDROCHLORIDE 

(VITAMIN  B 

50  MG. 


To  be  used  only 
by.  or  on  prescrip- 
tion of  physician 
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THE  SMITH-DORSEY  COMPANY 
Lincoln,  Nebraska 

BRANCHES  AT  DALLAS  AND  LOS  ANGELES 


fiw\ 


hlCLdWlA-  who  use  Dorsey 
pharmaceuticals -and  con- 
tinue to  use  them-are 
granting  us  the  highest 
possible  award:  their  con- 
fidence. 

Confidence-the  Medallion 
of  Merit  awarded  by  our 
friends-binds  us  more 
closely  than  ever  to  high 
manufacturing  standards. 
For  continued  confidence 
must  be  earned  every  day, 
by  redoubled  vigilance  in 
our  laboratories,  plant  and 
packaging  departments. 
The  products  we  offer  you 
are  doubly  reliable-be- 
cause  our  friends  are  de- 
pending upon  us  to  keep 
them  so. 


'medical 

ASSN 


MANUFACTURERS  OF 
PURIFIED  SOLUTION  OF  LIVER  • DORSEY 
SOLUTION  OF  ESTROGENIC  SUBSTANCES  • DORSEY 
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parke,  d avis 


Addressed  to 
your  women  patients 


In  its  current  "See  Your  Doctor"  advertise- 
ment Parke,  Davis  & Company  emphasizes 
the  importance  of  seeking  medical  counsel 
at  the  time  of  menopause.  This  educa- 
tional campaign,  in  behalf  of  the  medical 
profession,  appears  regularly  in  color  in 
LIFE  and  other  leading  magazines. 
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AMIGEN  5% 
DEXTROSE  sold 


t"lu-‘>i‘s,'  non- 

tr  tyrjw.  * Jn  3 pan  ere- 
Nft"'  Of  casein 
,^c>ds  and 

sJ‘!h  5 ■p-e««n« 


j WARNING  . Do 
doudy 


solution  is 
is  present.  The  co 
bottle  must  not  be 
than  one  infusion- 
keep  the  unopc,u 
cool  p!ftl 


mead  JOHNSON  ft  CO. 


PROTOLYSATE 


For  Oral  Administration 
enzymic  digest  of  casein,  containing  3 
*ds  and  polypeptides,  useful  as  a source  of 
1 ^sorbed  food  nitrogen  when  given  ora 
' lube.  Protolysate  is  designed  for  admin 
)n  in  cases  requiring  predigested  protein. 


MEAD  JOHNSON  & co 

Evansville,  ind..  u s a 


1000  cc.  flasks 
500  cc.  flasks 
125  cc.  flasks 
for  hospitals. 


1 LITER  ilOOO  CC.) 


(0^ 


At  ALL 


ft  \\  Vi 


The  function  of  Amigen  and  Protolysate 
is  to  supply  the  amino  acids  essential 
for  nutrition.  Both  can  be  given  in  place 
of  proteinwhen  protein  cannot  be  eaten 
or  digested,  or  in  addition  to  protein 
when  the  protein  intake  is  insufficient. 
Administered  in  adequate  amounts, 
they  prevent  wastage  of  protein,  restore 
previous  losses,  or  build  up  new  body 
protein. 


Like  Amigen,  Protolysate  is  an  enzymic 
digest  of  casein  and  consists  of  amino 
acids  and  polypeptides.  Like  Amigen, 
Protolysate  supplies  the  nitrogen  es- 
sential for  maintenance,  repair  and 
growth. 

Unlike  Amigen,  which  may  be  em- 
ployed both  orally  and  parenterally, 
Protolysate  is  designed  only  for  oral 
use. 


1 lb.  cans  at  drug  stores 


I 


MEAD  JOHNSON  & CO.,  EVANSVILLE  21,  INDIANA 

There  is  no  shortage  now  of  AMIGEN  for  parenteral  use.  There  is  no  shortage  now  of  PROTOLYSATE  for  oral  use.] 
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PENICILLIN  ADMINISTR 

is  safe,  simple,  and 
fast  with  TUBEX* 


• Designed  for  immediate  injection  — 
no  transfer  from  ampul  to  syringe. 


Before  injecting  aspirate  to  insure 
that  needle  is  not  in  a blood  vessel. 


• Administration  is  rapid — 300,000  units 
injected  in  less  than  30  seconds. 


• Tubex  has  a special  safety  feature — by 
aspirating,  it  is  easy  to  make  certain  that 
a blood  vessel  has  not  been  entered. 


• Positive  plunger  of  the  syringe  elimi- 
nates awkward  administration. 


Prolonged  therapeutic  blood  levels  (12  to  24  hours)  have  frequently  been  observed 
after  a single  injection  of  300,000  units.  Nearly  all  cases  of  acute  gonorrhea  are 
cleared  up  by  a single  injection.  Other  susceptible  coccal  infections  respond  to 
one  or  two  injections  per  day. 

Available  in  1 cc.  Tubex,  300,000  units  of  penicillin  calcium,  with  Tubex 
needle  (20  gauge,  1)^  inch).  The  Tubex  syringe  is  supplied  separately. 

Tubex  syringes  and  needles,  developed  and  produced  by  J.  Bishop  &.Co.,  are 
used  exclusively  by  Wyeth  Incorporated. 

TUBEX  PENICILLIN 
in  OIL  and  WAX 

WYETH  INCORPORATED  • PHILADELPHIA  3,  PA* 


® 

® Reg.  U.  S.  Pat.  Off. 
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KOROMEX  JELLY 


Fastest  Spermicidal  Time 

measurable  under  Brown  and  Gamble  technique 

Proper  Viscosity 

for  cervical  occlusion 

Stable  Over  Long  Period  of  Time 

pH  consistent  with  that  of  the  normal  vagina 


and  in  addition 

time-tested  clinical  record 


ACTIVE  INGREDIENTS:  Boric  acid  2.0%,  oxyquinolin  benzoate 
0.02%  and  phenylmercuric  acetate  0.02%  in  a base  of  glycerin, 
gum  tragacanth,  gum  acacia,  perfume  and  de-ionized  water. 


Prescribe  Koromex  Jelly  with  Confidence 

'MFmrAi  II  / 

. . . send  for  literature 


1 MEDICAL 
ASSN 


HOLLAND-RANTOS  COMPANY,  INC.,  551  FIFTH  AVENUE,  NEW  YORK  17,  N.  Y. 
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is  vertical  fluoroscope  is,  more  often  than  not,  the 
first  piece  of  X-ray  equipment  in  which  the  physician  invests. 
The  right  decision  here  is  important;  in  selecting  one  hearing  the 
Picker  mark,  he  follows  in  the  footsteps  of  many  whose  initial 
judgment  has  been  gratifyingly  rewarded  by  long  years  of  dependable  service. 

For  the  Picker  Vertical  Fluoroscope,  like  all  other  Picker  x-ray  apparatus,  is  built  to  the  highest 
standards,  although  its  cost  is  no  strain  on  even  the  modest  budget. 


Let  your  local  Picker  representative  tell  you  about  the  many 
advantages  this  new  model  offers. 

built  like  a line  watch... to  give 
years  of  dependable  service 


Completely  enclosed 
One-piece  welded  design 
Shockproof;  rayproof 
Effortless  screen  movement 


Wide  travel  range 
Eye  level  controls 
Orthodiagraph  — optional 
Built-in  room  light 


PICKER  X-RAY  CORPORATION 

300  FOURTH  AVE.  • NEW  YORK  10,  N.  Y. 
WAITE  M'F'G  DIVISION  • CLEVELAND,  OHIO 


SINCE  1879  PIONEERS  IN  THE  MANUFACTURE  OF  ELECTRO-MEDICAL  APPARATUS 

BLAIR  SURGICAL  SjUPPLY 

24-28  East  Broadway,  Tucson,  Arizona  20  East  Monroe,  Phoenix,  Arizona 
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Writing  on  treatment  in 
congestive  heart  failure, 
Eggleston1  states:  "The 

slow  intravenous  injection 
of  0.25-0.5  Gm.  of 
Aminophyllin  often  gives 
dramatic  relief." 


1.  Eggleston,  C.,  in  Cecil, 
R.  L. : A Textbook  of  Medi- 

cine, ed.  6,  Philadelphia, 

W.  B.  Saunders  Company, 

1943,  p.  1154. 


SEARLE 


AMINOPHYLLIN* 


SEARLE 

RESEARCH 
IN  THE  SERVICE 
OF  MEDICINE 


— produces  myocardial  stimulation  and  increased  cardiac 
output,  together  with  desired  diuresis.  Whether 
administered  orally  or  parenterally,  it  has  a field  of  therapeutic 
usefulness  covering  congestive  heart  failure. 

Searle  Aminophyllin  is  now  widely  used  also  for  its 
favorable  effects  on  bronchial  asthma,  paroxysmal  dyspnea 
and  Cheyne-Stokes  respiration. 

G.  D.  Searle  & Co.,  Chicago  80,  Illinois. 

*Searle  Aminophyllin  contains  at  least  80%  of  anhydrous  theophyllin. 


!)6 


Arizona  Medicine 


May,  1947 


...  to  keep  always  in 
mind  our  original  purpose 
—to  produce  milk  that 
meets,  first  of  all,  the 
health  needs  of  tiny  chil- 
dren. By  so  doing,  to  offer 
to  people  of  all  ages  milk 
that  fulfills  these  highest 
standards  of  wholesomc- 
ness,  richness  and  purity, 

“To  maintain  Borden 
leadership  in  scientific 
and  sanitary  requirements, 
to  deliver  this  vital  food 
to  you  when  you  need  it, 
regardless  of  difficulties. 
Finally,  to  bring  Borden’s 
to  you  at  a price  that  will 
enable  millions  to  enjoy 
milk  that  can  be  depended 
upon  . . . always.” 


1858-1947 


FINE  DAIRY  PRODUCTS 


.-ml 
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RECENT  ADVANCES  IN  HEMATOLOGY 23 

THE  TREATMENT  OF  INJURIES  OF  THE  SPINAL  CORD 28 

SEX — THE  GREAT  TABOO  32 
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ivery  epileptic  seizure  takes  its  toll— psychically  and  somatically, 
/lental  deterioration,  extreme  emotional  instability  and  physical 
ecline  are  generally  the  ultimate  fate  of  the  untreated. 

»I  LAN  TIN  SODIUM  KAP  SEALS,  bv  effective  anti-convulsant 
ction  with  comparatively  little  hypnotic  effect, 
elp  grant  the  epileptic  a happier  life— freer  from  attacks 
nd  from  the  fear  of  attacks. 

ILANTIN  SODIUM  KAPSEALS  are  one  of  a long  line  of  Parke-Davis 
reparations  whose  service  to  the  profession  created  a dependable 
unbol  of  significance  in  medical  therapentics-MEDicAMENTA  vera. 


[LANTIN  SODIUM  KAPSEALS 
liphenylhydantoin  sodium),  containing  0.03  gm 
L/2  grain)  and  0.1  gm.  (1-1/2  grains),  are 
ipplied  in  bottles  of  100  and  1000. 
idividual  dosage  is  determined  by  the  response 
the  patient. 


ARKE,  DAVIS  & COMPANY  • DETROIT  32,  MICHIGAN 
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WHENEVER  NUTRIENT  INTAKE 
MUST  BE  AUGMENTED 


The  occasion  frequently  arises  when 
the  intake  of  all  essential  nutrients 
must  be  increased,  as  in  general  under- 
nutrition, following  recovery  from  in- 
fectious diseases  and  surgical  trauma, 
and  during  periods  of  anorexia  when 
food  consumption  is  curtailed. 

In  the  general  management  of  these 
conditions,  the  dietary  supplement 
made  by  mixing  Ovaltine  with  milk 
can  find  wide  applicability.  Delicious 
in  taste,  it  is  enjoyed  by  all  patients, 
young  and  old.  Its  low  curd  tension 


and  easy  digestibility  impose  no  added 
gastrointestinal  burden  on  the  patient. 
This  nutritious  food  drink  supplies  all 
the  nutrients  considered  essential  for 
a dietary  supplement:  biologically  ade- 
quate protein,  readily  utilized  carbo- 
hydrate, easily  emulsified  fat,  B-com- 
plex  and  other  vitamins  including 
ascorbic  acid,  and  essential  minerals. 
The  recommended  three  glassfuls  daily 
virtually  assures  normal  nutrient  intake 
when  taken  in  conjunction  with  even 
a fair  or  average  diet. 


THE  WANDER  COMPANY,  360  N.  MICHIGAN  AVE.,  CHICAGO  1,  ILL. 


Three  servings  daily  of  Ovaltine,  each  made  of 
Vi  oz.  of  Ovaltine  and  8 oz.  of  whole  milk,*  provide: 


CALORIES 

669 

VITAMIN  A 

3000  I.U. 

PROTEIN 

....  32.1  Gm. 

VITAMIN  Bi 

1.16  mg. 

FAT  

....  31.5  Gm. 

RIBOFLAVIN 

2.00  mg. 

CARBOHYDRATE 

....  64.8  Gm. 

NIACIN 

6.8  mg. 

CALCIUM  

....  1.12  Gm. 

VITAMIN  C 

30.0  mg. 

PHOSPHORUS 

....  0.94  Gm. 

VITAMIN  0 

417  I.U, 

IRON  

12.0  mg. 

COPPER  

0.50  mg. 

*Based  on  average  reported  values  for  milk. 
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Plastic  ARTIFICIAL  EYES 

They  are  unbreakable,  light  in  weight  and  will  not  dis- 
color or  roughen  from  eye  secretions.  More  natural  and 
life-like  than  glass. 


TICAL  CO. 


SANTA  BARRABA 
CALIFORNIA 

SAN  DIEGO 
CALIFORNIA 

SANTA  ANA 
CALIFORNIA 


DISTRICT  OFFICES 

BEVERLY  HILLS 
CALIFORNIA 

WESTLAKE 

CALIFORNIA 


HUNTINGTON  PARK 
CALIFORNIA 

WESTWOOD  VILLAGE 
CALIFORNIA 


LONG  BEACH 
CALIFORNIA 


LONG  BEACH 
CALIFORNIA 

MAIN  OFFICE 

Suite  358  Roosevelt  Bldg. 

727  W.  7th  Street,  Los  Angeles  14,  California 
TRinity  6121 


INGLEWOOD 

CALIFORNIA 


6EORGE 

21  West  Monroe  Street 


W.  SPRATT  OPTICAL  COMPANY 

Phoenix,  Arizona  Phone:  43230 


Sandoz 


MESANTOI N 

( Methyl-Phenyl-Ethyl-Hydantoin ) 

A New  Anti-Convulsant 
For  the  Treatment  of  Grand  Mat  Epilepsy 


ADVANTAGES 

Effective  in  resistant  cases 
Well  tolerated 

Low  incidence  of  side  effects 


SUPPLIED 

Tablets  of  0.1  Gm.  Bottles  of  50,  250  and  1000 

SANDOZ  CHEMICAL  WORKS,  INC.,  NEW  YORK 

Pharmaceutical  Division 

West  Coast  Office,  450  Sutter  Street,  San  Francisco  8,  Calif. 
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85%  of  petit  mat  eases  improve  with  Tritlione 
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Tridione  in  the  Control  of  Psycho- 
motor Attacks,  Am  J Psychiat, 
103  162,  Sept  13.  Lennox, 

W G (1947),  Tridione  m the  Treat- 
ment of  Epilepsy,  J Amer  Med. 
Assn  . 134.13C.  May  10. 


Here’s  new  evidence  of  the  effectiveness  of  Tridione  in  the 
treatment  of  petit  mal.  In  a recent  study,  Tridione  was  given 
to  166  patients  suffering  from  petit  mal  (pyknoepilepsy),  myo- 
clonic jerks  or  akinetic  seizures.13  This  group  as  a whole  had 
received  but  mediocre  benefits  from  other  medicaments.  With 
Tridione,  31%  of  the  166  became  free  of  seizures;  32%  had 
fewer  than  one-fourth  of  the  previous  number  of  seizures; 
20%  improved  to  a lesser  extent;  13%  remained  unchanged, 
and  only  4%  became  worse.  Thus  83 % showed  improvement.  In 
some  cases  the  seizures  did  not  return  alter  Tridione  was 
discontinued,  the  longest  seizure-free  period  thus  far  being 
18  months.  Studies  also  have  shown  that  Tridione  is  of 
benefit  to  certain  psychomotor  patients  when  given  in 
conjunction  with  other  antiepileptic  drugs.12  Tridione  is 
available  through  your  pharmacy  in  0.3-Gm.  capsules 
and  in  pleasant-tasting  aqueous  solution  containing  0.15 
Gm.  per  fluidrachm.  Capsules  in  bottles  of  100  and 
1000;  solution  in  1-pint  and  1-gallon  bottles.  If  you 
wish  to  know  more  about  Tridione,  just  write  to 
Abbott  Labor atobies,  North  Chicago,  Illinois. 


Tridione 

® 

(TRIMCTIIADIONE,  ABBOTT) 


A life  may  depend  on  the  purity  and  clarity  of  the 
urographic  contrast  medium  to  be  injected  intra- 
venously. NEO-IOPAX,  a superior  solution 
for  intravenous  pyelography,  is  triple  checked 
through  every  stage  of  its  preparation  for  exact 
composition  and  sterility,  and  then  inspected  re- 
peatedly for  the  presence  of  extraneous  foreign 
matter. 


Hold  your  contrast  medium  up  to  the  light  before 
injecting  it.  You  will  find  NEO-IOPAX  solutions 
sparkling  and  crystal  clear— a good  index  of  the 
care  with  which  they  have  been  processed. 
Naturally,  we  take  pride  in  the  NEO-IOPAX 
safety  record,  based  on  hundreds  of  thousands  of 
injections. 

NEO-IOPAX,  stable  solution  of  disodium  N-methyl- 
3,5-diiodo-chelidamate,  is  available  in  water-clear  glass 
ampules  only,  in  50  and  75%  concentrations. 

Trade-Mark  NEO-IOPAX— Reg.  U.S.  Pat.  Off. 

CORPORATION  • BLOOMFIELD,  N.  J. 

IN  CANADA, SCHERINC  CORPORATION  L I M I T E D , M O N T R E AL 
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within  the  year:  50,000  new  diabetics 


CHANCES  PER  THOUSAND  OF  BECOMING  DIABETIC  WITHIN  THE  YEAR  OF  AGE.  Adapted  from  Statistical  Bull.2 


Of  our  present  population,  about  4,000,000  will 
become  diabetic  sometime  in  their  lives.  More 
than  4%  of  females  and  2%  of  males  under  50 
will  acquire  the  disease.  With  an  increase  of 
50,000  a year,  their  number  will  grow  in  the 
next  few  decades  at  a rate  greater  than  that  of 
the  total  population.  When  our  population 
reaches  its  expected  maximum  in  1985,  it  will 
be  22%  larger  than  in  1940  — but  by  then  the 
diabetic  population  may  increase  by  74%  l1’2 

Control  with  but  one  injection  a day  of  ‘Well- 
come’ Globin  Insulin  with  Zinc  has  been  made 
possible  for  many  diabetic  patients  who  form- 
erly required  multiple  injections  of  regular 
insulin  alone  or  in  conjunction  with  protamine 
zinc  insulin.  Favorable  results  with  Globin 
Insulin  have  been  achieved  by  virtue  of  the 
following  advantages: 

I.  The  action  of  Globin  Insulin  is  intermediate 
between  that  of  regular  and  protamine  zinc  insulin. 


4.  The  action  of  Globin  Insulin  wanes  during  the 
night.  Since  the  patient  is  not  eating  and  has  less 
need  for  insulin  at  this  time,  the  danger  of  hypo- 
glycemic night  reactions  is  remote.  However,  ade- 
quate action  persists  up  to  the  24th  hour  so  that 
a normal  fasting  blood  sugar  level  is  ordinarily 
obtained  the  following  morning. 

5.  The  globin  constituent  does  not  appear  to  be 
allergenic.  It  is  thus  comparable  to  regular  insulin 
in  its  freedom  from  allergic  reactions. 

6.  Globin  Insulin  is  a clear  solution  which  requires 
no  mixing  or  shaking  before  use.  The  danger  of 
variable  dosage  is  thereby  minimized. 

' Wellcome ' Globin  Insulin  with  Zinc  is  available  in  40  and  80 
units  per  cc.,  in  vials  of  10  cc.  Accepted  by  the  Council  on 
Pharmacy  and  Chemistry , American  Medical  Association. 
Developed  in  The  Wellcome  Research  Laboratories,  Tuckahoe, 
New  York.  U.S.  Patent  No.  2,161,198. 

I.  Spiegelman,  M.,  and  Marks,  H.  H.:  Am.  J.  Pub.  Health  36: 26 
(Jan.)  1946.2.  Statistical  Bull.,Met.  Life  Ins. Co. 27:6  (Feb.)  1946. 

'Wellcome'  Trademark  Registered 


2.  Its  onset  of  action  is  moderately  rapid;  no  ac- 
companying injection  of  regular  insulin  is  ordinarily 
required  to  take  care  of  breakfast  carbohydrate. 

3.  Maximum  activity  of  Globin  Insulin  occurs  dur- 
ing the  day  when  the  patient  needs  insulin  most  to 
balance  carbohydrate  intake.  This  contributes  to  a 
relativelv  uniform  blood  sugar  level. 
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. . . but  the  clinical  prog?  css  of  the  patient  himself 


SERUM  PENICILLIN  LEVELS 
Units  per  cc. 


1.25 


Streptococcus  vlridans 


Treponema  pallidum  | 
Staphylococcus  aureus  I 


0.625 


IN  VITRO  INHIBITORY  LEVELS 


0.2 

0.156 

0.1 

0.078 

0.06 


Pneumococcus  0.039 
Gonococcus  i 

Beta  hemolytic  Streptococcus  >•  0.02 

Meningococcus  > 


VU  jst'  1 L l/ls  I'VUl'l  1/  lU/JLT^ty. 

0^  Single  injection  of  25.000  units 
of  penicillin  in  aqueous  solution 

Single  injection  of  300,000  units 
of  penicillin  in  oil  and  wax 

Second  injection,  at  twelfth  hour, 
of  300,000  units  of  penicillin  in 
oil  and  wax 

4 

* 

4 

4 

4 

N 

4 

# 

# 

4 

l® 

u 

HOURS  AFTER  INJECTION 


SCHEMATIC  CHART  Recording  the  in  vitro  susceptibility  of  common  pathogens, 
as  related  to  penicillin  blood  concentrations. 


These  figures  should  not  he  accepted  literally 
for  all  bacteria  within  a class.  Various  strains  of 
the  same  organism  may  exhibit  varying  resist- 
ance to  penicillin;  and  the  same  strains  may  ex- 
hibit varying  resistance  in  different  patients. 
Infections  in  general  can  be  controlled  with  the 
administration  of  one  or  two  daily  injections  of 
300.000  units  of  Squibb  Crystalline  Penicillin  G 
Sodium  in  Oil  and  Wax  in  1 cc. 

Note:  When  it  is  demonstrated  that  the  minimal 


inhibitory  concentration  of  penicillin  acting  on 
the  invading  organisms  in  vitro  is  0.25  units  per 
cc.  or  more,  consideration  should  be  given  to 
the  use  of  penicillin  in  aqueous  solution  in  high 
dosage  at  2 or  3 hour  intervals.  Such  conditions 
arise  principally  in  infections  involving  actino- 
myces  or  highly  resistant  strains  of  staphylococ- 
cus, as  well  as  in  subacute  bacterial  endocarditis 
due  to  strains  of  organisms  with  more  than  usual 
penicillin  resistance. 


SQUIBB  CRYSTALLINE  PENICILLIN  G SODIUM  in  oil  and  wax 

Improved  characteristics  permit  easy  administration.  One  cell  of  the  double-cell 
cartridge  contains  300,000  units  of  crystalline  penicillin  G sodium  in  refined 
peanut  oil  with  4.8%  bleached  beeswax  ( Romansky  formula) . The  other  contains 
sterile  aspirating  test  solution  to  guard  against  accidental  intravenous  injection. 


300,000  units  in  1 cc.  double-cell  cartridges  in  B-D*  disposable  syringes,  or  for  use  with  B-D6 


permanent  syringe.  Also  in  10  cc.  vials, 


uvu.vou 


*T.M.  Reg.  Becton,  Dickinson  & Co. 
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Menopausal 

Relief... 

Plus 

A General 
Sense  of 

Well-Being 


There  is  usually  a “plus”  in  the  treatment  of  the  menopause  when  “Premarin  " 
is  employed.  The  “plus”  is  the  gratifying  "sense  of  well-being"  so  many 
women  experience  following  orally  active  "Premarin"  therapy.  It  is  the 
intangible  factor  which,  added  to  relief  of  distressing  symptoms,  enables  the 
middle-aged  woman  to  resume  her  normal  routine  of  useful  and  enjoy- 
able occupations. 

To  permit  flexibility  of  dosage  and  enable  the  physician  to  adapt  oral 
estrogenic  therapy  to  the  particular  needs  of  the  patient,  “Premarin"  is 
supplied  in  three  potencies: 

Tablets  of  2.5  mg bottles  of  20  and  100. 

Tablets  of  1.25  mg bottles  of  20,  100  and  1000. 

Tablets  of  0.625  mg bottles  of  100  and  1000. 

Liquid,  containing  0.625  mg.  in  each  4 cc.  (1  teaspoonful) — bottles  of  120  cc. 

While  sodium  estrone  sulfate  is  the  principal  estrogen  in  "Premarin,"  other 
equine  estrogens  . . . estradiol,  equilin,  equilenin,  hippulin  . . . are  also  present 
as  water  soluble  sulfates.  The  water  solubility  of  conjugated  estrogens  (equinel 
permits  rapid  absorption  from  the  gastrointestinal  tract. 


CONJUGATED  ESTROGENS 
(equine) 


AYERST,  McKENNA  & HARRISON  Limited 

22  EAST  40th  STREET.  NEW  YORK  16,  N.  Y. 


“Premari  m® 
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Rudolf  Virchow 

(1821-1902) 

proved  it  in  pathology 

Virchow’s  research  on  leucocytosis,  leontiasis  ossea,  and 
other  pathological  conditions  added  much  to  medical 
knowledge.  Although  the  idea  was  not  original  with  him, 
Virchow’s  experiences  with  many  pathological  specimens 
led  to  his  conception  of  the  cell  as  the  center  of  pathologi- 
cal change.  He  believed  that  every  morbid  structure  con- 
sisted of  cells  derived  from  pre-existing 
cells — a great  advance  in  pathology. 


EXPERIENCE  during  the  wartime 
shortage  taught  smokers  the  dif- 
ferences in  cigarette  quality.  Millions 
of  people  smoked  more  different  brands 
then  than  they  would  normally  have 
tried  in  years.  More  smokers  came  to 
prefer  Camels  as  a result  of  that  ex- 


Yes,  and  experience  is  the  best  teacher  in  smoking  too 


perience,  so  that  today  more  people 
are  smoking  Camels  than  ever  before. 

But,  no  matter  how  great  the  de- 
mand, we  don’t  tamper  with  Camel 
quality.  Only  choice  tobaccos,  prop- 
erly aged,  and  blended  in  the  time- 
honoredCamelway,are  used  inCamels. 


It.  J.  Reynolds  Tobacco  Co. 
Winston-Salem,  N.  C. 


According  to  a recent  Nationwide  survey*. 

More  Doctors 
smoke  Camels 

than  any  other  cigarette 
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The  potency  and  efficiency  of  the  new  colorless,  antimalarial  specific,  Aralen 
diphosphate  (SN-7618),  has  greatly  simplified  treatment  and  suppression  of 
malaria.  The  dosage  scheme  is  very  simple:  For  adults,  4 tablets  initially; 

2 tablets  after  six  to  eight  hours  and  2 tablets  on  each  of  two  consecutive 
days  (totaling  10  tablets  in  three  days).  This  eradicates  infection 
due  to  Plasmodium  falciparum  and  terminates  the  acute  attack  of 
Plasmodium  vivax  infection. 


Aralen  diphosphate  has  been  thoroughly  investigated  under  the 
auspices  of  the  National  Research  Council. 

Available  in  tablets  of  0.25  Gm.,  tubes  of  10  and 
bottles  of  100  tablets. 

Write  for  Informative  Booklet. 


DIPHOSPHATE 


Brand  of  chloroquine  diphosphate 


ARALEN,  trademark 


/A  CHEMICAL  COMPANY , INC 


NEW  YORK  13,  N.  Y.  WINDSOR,  ONT. 


WINTHROP 


mol.  4,  No.  4 
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On  the  Plus  Values 
Jn  Variety  Meats 

Variety  meats  — as  the  meat  industry  terms  liver,  kidney, 
heart,  thymus  (sweetbreads),  and  tongue  — are  at  least  as 
nutritionally  desirable  as  muscle  meat.  In  fact,  in  some  respects 
certain  organ  meats  are  superior. 

They  provide  the  indispensable  amino  acids  in  the  same 
advantageous  complete  assortment  as  muscle  meat.  Hence 
their  protein  is  of  the  same  high  biologic  value,  capable  ot 
meeting  every  protein  need  of  the  organism.  Quantitatively 
their  protein  content  is  approximately  equal  to  that  of 
muscle  meat. 

For  hemoglobin  synthesis,  liver  and  kidney  have  been 
found  superior  not  only  to  all  other  protein  sources  so  far 
studied  but  also  to  muscle  meat  itself. 

All  organ  meats  are  good  sources  of  the  B-complex  vitamins. 
Some  of  them,  such  as  liver  and  kidney,  are  especially  rich 
in  niacin.  Liver  is  also  an  excellent  source  of  vitamin  A. 

Apparently  the  vital  role  these  organs  play  in  the  func- 
tioning of  the  animal  body  is  reflected  in  the  valuable  con- 
tribution they  can  make  to  human  nutrition.  Their  frequent 
inclusion  in  the  human  dietary — during  disease  as  well  as 
in  health — is  amply  justified. 


The  Seal  of  Acceptance  denotes  that  the  nutri- 
tional statements  made  in  this  advertisement 
are  acceptable  to  the  Council  on  Foods  and 
Nutrition  of  the  American  Medical  Association. 


AMERICAN  MEAT  INSTITUTE 


MAIN  OFFICE,  CH  ICAGO  . . . M E M B E RS  THROUGHOUT  THE  UNITED  STATES 
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On  the  occasion  of  the  100th  Anniversary 
of  the  American  Medical  Association  . . . 


IN  TRIBUTE  TO  TH 


a 


. . .rjor  service 


q slalf measure  d mtwn, , orjmt  ajxc 


on  sacrifice? 


Mo  shall issess  tie  hry  war  yam 
the  bower  ofHeah? 


Or  set  a sum  ufm  tleajft of'Jffe? 

re  is  a service  beyond  the  measure  pf  ajee. 

A cause  above  remuneration. 


An  ideal  Jor  tvKicK  there  is  no  price. 

This  is  the  service...the  causc...the  ideal. ..pf (he  American  oc 
pjoto  shall  toe  reckon  it,  and  by  whatjormulae? 

How  much  (or  the  lauyhter  of  a little  child  rescued  out  pf  cris 
Whats  the  cost  of  discouragement? 

Wlio  can  pay  Jor  a sleepless  night? 

Name  the  price  of  a cure! 
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MERICAN  DOCTOR. 


rjhere  is  no  a^ebrajor  it, no  scribble  ^Jiyures,  no  proper  value, 
this  is  a service  as  laiye  as  Uje,  an6  as  manijolo. 

> a so!6ier  crying  in  ayony  on  a thousand  batdefiel6s. 

> the  terrible  rvcr<S  *Why?,;un6er  the  surgeon's  probe. 

; the  en6  gj  pat n. 

5 Hope. 

? the  lonely,  uneruStriy  guestjbr  knowledge. 

6 thejiyht  ayainst  iynorance,  sloth.,  superstition. 

> the  <Sumb,  unspeakablejoy  in  the  eyes  pf  a parent. 

5 the  rock  ^j-ynej- 

s col6  rain  ano  pourt6tny  storm  ani>  bone-meanness  arui>  the 
)~bom  babeyaspiriy  itsj irst  breath  in  theyrey  6aton. 

|t  is  all  this,  aruS  the  ^uietylory  g§  thejob  <$one, 

>icate6  to  service — in  the  name  £j-  Mercy 

6 the  common  brotherhoo6  gj  man. 


PHILIP  MORRIS  & COMPANY 


g - PHILIP  MORRIS  will  be  happy  to  send  you  a handsomely  printed  and  illuminated  copy  of  this 
'g®'  tribute,  suitable  for  framing.  Please  make  your  request  on  your  professional  stationery. 
“ Address  Research  Dept.,  PHILIP  MORRIS  & CO.,  LTD.,  INC.  119  Fifth  Ave.,  New  York  3.N.Y. 
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DO 

YOU 

KNOW 

WHAT 

THESE 

SYMBOLS 

STAND 

FOR? 


DRUGS 

REXALL  FOR  RELIABILITY 


In  medieval  times,  the  dragon  was  the  symbol 
of  the  chemist  and  apothecary.  Ancient  alche- 
mists were  said  to  use  dragon's  blood  in  their 
potions,  and  the  dragon  came  to  mean  certain 
chemical  actions.  An  apothecary  advertised 
his  wares  to  the  world  by  painting  a draaoi. 
on  a drug  pot,  and  hanging  it  over  nis  door. 

Today  it  is  the  familicr  Rexall  sign  which 
assures  you  of  superior  and  dependable  phar- 
macal  service.  Displayed  over  more  than 
10,000  independent  drug  stores  throughout  the 
country,  the  Rexall  symbol  on  drugs  means 
pure,  potent  and  uniform  drugs,  laboratory 
tested  under  the  rigid  Rexall  system  of  controls. 
It  means  unexcelled  pharmacal  skill  in  com- 
pounding them. 

REXALL  DRUG  COMPANY 


LOS  ANGELES,  CALIFORNIA 


PHARMACEUTICAL  CHEMISTS  FOR  MORE  THAN  44  YEARS 
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PENICILLIN 


is  safe,  simple,  and 
fast  with  TUBEX® 


Before  injecting  aspirate  to  insure 
that  needle  is  not  in  a blood  vessel. 


• Designed  for  immediate  injection  — 
no  transfer  from  ampul  to  syringe. 

• Administration  is  rapid — 300,000  units 
injected  in  less  than  30  seconds. 

• Tubex  has  a special  safety  feature — by 
aspirating,  it  is  easy  to  make  certain  that 
a blood  vessel  has  not  been  entered. 

• Positive  plunger  of  the  syringe  elimi- 
nates awkward  administration. 


Prolonged  therapeutic  blood  levels  (12  to  24  hours)  have  frequently  been  observed 
after  a single  injection  of  300,000  units.  Nearly  all  cases  of  acute  gonorrhea  are 
cleared  up  by  a single  injection.  Other  susceptible  coccal  infections  respond  to 
one  or  two  injections  per  day. 

Available  in  1 cc.  Tubex,  300,000  units  of  penicillin  calcium,  with  Tubex 
needle  (20  gauge,  1 3^  inch).  The  Tubex  syringe  is  supplied  separately. 

Tubex  syringes  and  needles,  developed  and  produced  by  J.  Bishop  & Co.,  are 
used  exclusively  by  Wyeth  Incorporated. 

TUBEX  PENICILLIN 
in  OIL  and  WAX 

® Reg.  U.  S.  Pat.  Off. 

WYETH  INCORPORATED  • PHILADELPHIA  3,  PA* 
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day  wonder 


The  new-born  infant  is  truly  a "30-day  wonder"  taking  in  his 
stride  the  sudden  changes  birth  imposes  and  adjusting  accord- 
ingly. The  rapid  increase  in  weight  is,  alone,  a feat  no  adult  could 
duplicate.  The  right  start  on  the  right  feeding  is  of  vital  import- 
ance—particularly  during  the  first  30  days  when  infant  mortality 
is  at  its  highest  and  when  he  not  only  must  regain  his  birthweight 
but  keep  on  gaining  if  he  is  to  survive. 

'Dexin'  has  proved  an  excellent  "first  carbohydrate"  because  of 
its  high  dextrin  content.  It  (l)  resists  fermentation  by  the  usual 
intestinal  organisms,-  (2)  tends  to  hold  gas  formation,  distention 
and  diarrhea  to  a minimum,  and  (3)  promotes  the  formation  of 
soft,  flocculent,  easily  digested  curds. 

Simply  prepared  in  hot  or  cold  milk,  'Dexin'  brand  High  Dextrin 
Carbohydrate  provides  well-taken  and  well-retained  nourishment. 
'Dexin'  does  make  a difference.  Literature  on  request 


it 

HIGH  DEXTRIN  CARBOHYDRATE 


BRAND 

Composition — Dextrins  75%  • Maltose  24%  • Mineral  Ash  0.25 % • Moisture 
0.75%  • Available  carbohydrate  99%  • 115  calories  per  ounce  • 6 level  packed 
tablespoonfuls  equal  1 ounce  • Containers  of  twelve  ounces  and  three  pounds  • 
Accepted  by  the  Council  on  Foods  and  Nutrition,  American  Medical  Association. 

‘Dexin’  Reg.  Trademark 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  9 & 11  East  41st  St.,  New  York  17,  N.Y. 
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(Above)  Fitting  practice  session  at  recent  CAMP  Instructional  Course 


YOUR  PATIENTS  ARE  PROPERLY  FITTED 

When  You  Recommend  C>yyVP  Scientific  Supports 

CAMP  fitters  are  conscientiously  trained  to  work  on  the  physician’s 
team  as  technicians  in  scientfic  supports.  Annual  four-day  sessions 
in  New  York  and  Chicago  (now  in  their  19th  year),  a steady 
schedule  of  regional  classes,  individual  instruction  by  the  corps  of 
CAMP  registered  nurses  and  professionally  edited  handbooks  and 
other  helpful  literature  have  trained  thousands  of  fitters  in  pre- 
scription accuracy  and  ethical  procedure. 

S.  H.  CAMP  AND  COMPANY,  JACKSON,  MICHIGAN 

World’s  Largest  Manufacturers  of  Scientific  Supports 

Offices  in  New  York  • Chicago  • Windsor,  Ontario  • London,  England 
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Easily  calculated. . . quickly  pre- 
pared. 1 Jl.  oz.  Biolac  to  V/2  ft.  oz. 
water  per  pound  of  body  weight. 


Even  under  the  handicaps  of  travel  or  vacation  accommo- 
dations, a mother  can  easily  prepare  a safe  formula  for  her 
infant ...  by  just  adding  cooled  boiled  water  to  Biolac 
v^faccording  to  the  physician’s  directions.  The  simplicity  of 
preparation  (dilution  only)  minimizes  possibilities  of  formula 
contamination  even  under  adverse  conditions. 

In  addition  to  safety  and  simplicity  of  preparation,  Biolac 
formulas  provide  complete  nutrition  when  supplemented 
with  vitamin  C.  No  chance  omission  of  needed  vitamins, 
carbohydrates  or  iron  can  occur.  Biolac  simply  and  safely 
affords  nutritional  elements  for  optimum  health. 


BORDEN’S  PRESCRIPTION  PRODUCTS  DIVISION 
350  MADISON  AVENUE  . • NEW  YORK  17,  N.  Y. 

Biolac 

BABY  TALK'5  FOR  A GOOD  SQUARE  MEAL 

Biolac  is  a liquid  modified  milk,  prepared  from  whole  and  skim  milk, 
with  added  lactose,  and  fortified  with  vitamin  B 1,  concentrate  of  vitamins 
A and  D from  cod  liver  oil,  and  iron  citrate.  Evaporated,  homogenized, 
and  sterilized.  Biolac  is  available  in  13  fl.  oz.  cans  at  all  drug  stores. 
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the  art  of  eating 


Too  many  people  "seem  to  fee*  that  the  art  of  eating  consists 
of  filling  the  stomach  to  capacity  three  times  a day.”1  They 
ignore  the  fact  that  "calories  alone  do  not  make  a balanced 
diet.”1  They  need,  therefore,  and  will  continue  to  need,  support 
of  vitamin  supplements.  To  better  reconcile  the  science  of  nu- 
trition with  the  "art  of  eating,”  Upjohn  provides  a full  range 
of  potent,  balanced  vitamin  preparations.  In  a variety  of  dosage 
forms,  Upjohn  vitamins  help  paint  a better  nutritional  picture 
for  all  age  groups  by  obviating  deficiencies  or  providing  for 

1 . J.  South  Carolina  M.  Assn. 

52:186  (July)  1946.  their  treatment  in  the  practice  of  medicine  and  surgery. 


Upjohn 


FINE  PHARMACEUTICALS  SINCE  1886 


UPJOHN 


VITAMINS 
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★ No  refrigeration  required  for  dry  form. 

★ Therapeutically  inert  materials  which  may  act  as  aller- 
gens have  been  virtually  eliminated. 

★ Minimum  irritation  on  injection  as  a result  of  removal  of 
therapeutically  inert  materials. 

★ Meets  exacting  Government  specifications  for  Crystalline 
Penicillin  G. 

★ Penicillin  G has  been  proved  to  be  a highly  effective 
therapeutic  agent. 


Crystalline  Penicillin  G Sodium  Merck— An 
Improved,  Highly  Purified  Product 


120  mg.  200,000  MS* 
csifgTAixJSB  m 

PENICILLIN  G SODIUM 

MERCK 

LOT  HO.  10 


6»tr«u>n  0*te  i peb.  1950 

memo.,  im.  * vmM  : 


CRYSTALLINE 
PENICILLIN  G SODIUM 
MERCK 

MERCK  & CO.,  Inc.  RAHWAY,  N.  J. 
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for 

HAY 

FEVER 


FOR  YOUR  POLLEN  SENSITIVE  PATIENTS 

MAY  WE  SUGGEST  THE  THREE-VIAL  PARENTERAL  TREATMENT  SET  (lO  CC  EACH  VIAL,  DILU- 
TION 1:50.000:  1:5000:  1:500)  ESPECIALLY  PREPARED  FOR  EITHER  INTRADERMAL  OR  SUBCUTANE- 
OUS ADMINISTRATION. 

WITH  DIAGNOSIS  ESTABLISHED  THE  TREATMENT  SET  WILL  BE  PREPARED  IN  ACCORDANCE  WITH 
YOUR  PATIENT  S SENSITIVITIES.  ONLY  SPECIFIC  SOUTHWESTERN  POLLENS  USED. 

3-VIAL  PARENTERAL  TREATMENT  SET  $10.00 

3-VIAL  INDIVIDUALIZED  ORAL  TREATMENT  SET  MAY  BE  HAD  WHERE  INDIVIDUAL  CIRCUMSTANCES 
FAVOR  THIS  ROUTE  OF  ADMINISTRATION. 

Treatment  record  sheets,  suggested  dosage,  and  directions  with  every  set. 

\n  allergy  service  based  on  close  acquaintance  and  experience  with  the  botany  of  the  area  of  your  practice. 


cAlleryy,  J^eAearch  J^abora torie£*  3nc. 

hoenix,  Arizona  U.  S.  Biological  License  No.  151 
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McKesson 


WATERLESS 


METABOLOR 


This  new  basal  metabolism  apparatus  in- 
corporates all  the  desirable  feautres  of 
modern  scientific  diagnostic  equipment. 
Completely  new  and  modern  in  design, 
it  is  totally  enclosed  and  beautifully  fin- 
ished in  porcelain  and  chrome  to  fit  in 
perfectly  with  the  most  modern  hospital 
clinic,  or  office  appointments. 

The  technique  of  operation  is  simple  . . . 
direct  . . . accurate.  It  is  guaranteed  for 
accuracy  and  service  with  no  reservation  other  than  rubber  parts  not  in- 
cluding the  bellows,  which  is  unconditionally  guaranteed  for  five  years. 
A waterless  unit,  it  is  built  to  give  years  of  satisfactory  and  trouble-free 
operation.  An  automatic  calculator  limits  the  mathematical  procedure  to 
one  calculation. 


Complete  information  and  price  will  be  furnished  upon  request.  Write  for  de- 
scriptive booklet  No.  W186-846.  Give  voltage  and  cycle  of  electric  current. 


Distributed  By 


PHYSICIANS  AND  HOSPITALS  SUPPLY  CO.,  Inc. 

MINNEAPOLIS  MINNESOTA 
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RECENT  ADVANCES  IN  HEMATOLOGY* 

OVID  0.  MEYER,  M.  D.** 

Madison,  Wisconsin 


'T  is  my  purpose  today  to  review  briefly  with 
■ you  some  of  the  interesting  advances  that 
ave  been  made  in  hematology  during  the  past 
5W  years.  It  is,  of  course,  impossible  to  cover 
11  of  them,  but  I shall  try  to  touch  upon  some 
f the  more  significant  aspects  of  the  subject. 

The  Anemias 

It  may  be  well  to  begin  with  a brief  review 
f the  classification  of  anemias  to  insure  that  we 
ave  a sound  basis  for  related  therapeutic  con- 
epts.  From  an  etiologic  standpoint,  they  may 
e classified  as  follows : 

1.  Anemias  due  to  deficient  production  of 
hemoglobin,  erythrocytes,  or  both, 
a.  Lack  of  food,  iron  or  some  specific 
substance  as  in  pernicious  anemia, 
myxedema,  etc. 

II.  Excessively  rapid  destruction  of  blood. 
Ex.  Familial  hemolytic  anemia,  ma- 
laria, drug  intoxications. 

III.  Acute  and  chronic  blood  loss. 

We  no  longer  speak  of  anemias  as  primary 
r secondary  for  such  terminology  has  little  sig- 
ificance.  Rather  we  use  the  more  descriptive 
nuns,  hypochromic  normochromic,  and  hyper- 
hromic  to  express  relative  quantities  of  henio- 
lobin ; and  microcytic,  normocytic,  and  macro- 
ytic  to  designate  average  cell  sizes.  This  termin- 
logy  gives  one  a more  concrete  concept  of  the 
xisting  anemia  and  suggests  the  proper  ther- 
py:  in  the  hypochromic  anemias  the  principal 
leed  is  for  iron  and  protein  since  hemoglobin 
ynthesis  is  required,  whereas  in  the  hyperchro- 
nic  anemias,  where  the  formation  of  erythro- 
ytes  is  the  chief  need,  materials  to  satisfy  this 
equirement  are  indicated.  The  administration 
'f  so-called  gun-shot  therapy,  i.e.  iron,  liver,  cop- 
ter, and  vitamins  indiscriminately  to  all  patients 
vit.h  anemia,  is  not  only  very  illogical  but  ex- 
remely  uneconomical  as  we  are  recognizing  in- 
reasingly. 

Pernicious  Anemia 

It  has  been  recently  emphasized  again  that 
larcinoma  of  the  stomach  is  more  common  in 
)ernicious  anemia  because  of  the  background  of 

* Read  as  a lecture  in  Medical  Sciences  at  the  Lois  Grunow 
Memorial  Clime,  Phoenix.  Arizona,  February  20,  1947. 

**  From  the  Department  of  Medcine.  University  of  Wisconsin 
Medical  School. 


atrophic  gastritis.  One  must  be  on  guard  for 
this  possibility  in  patients  with  pernicious  an- 
emia even  though  they  have  been  treated.  Cox1 
has  reported  that  in  six  cases  of  pernicious  an- 
emia the  autopsy  revealed  pathological  changes 
principally  in  the  fundus,  whereas  the  pylorus 
was  quite  normal.  This  was  not  true  in  sprue. 
These  and  similar  previous  observations  con- 
firm the  findings  of  Fox  and  Castle2,  who  in 
1942  demonstrated  that  the  intrinsic  factor  in 
the  stomach  was  produced  chiefly  in  the  areas 
containing  the  fundus  type  of  gland,  not  the 
pyloric  types  as  in  the  pig.  Patients  with  per- 
nicious anemia  fed  desicated  preparations  from 
the  three  different  areas  of  the  human  stomach — 
the  fundus,  the  cardia,  and  the  pylorus — and  it 
was  found  that  the  fundus  and  cardia  brought 
the  most  satisfactory  response.  This  explains 
why  pernicious  anemia  is  not  ordinarily  a se- 
quel to  gastrectomy  for  the  intrinsic  factor  is 
produced  by  the  proximal  gastric  tissue  remain- 
ing or  conceivably  by  gastric  tissue  in  the  distal 
esophagus. 

Jacobson  and  Palmer3  of  the  University  of 
Chicago  ascribe  the  gastro-intestinal  complaints 
in  pernicious  anemia  to  a delay  in  the  emptying 
of  the  stomach.  This  contradicts  the  concept 
that  the  gastro-intestinal  complaints  which  are 
common  in  pernicious  anemia  are  related  to 
achlorhydria  per  se.  It  also  confirms  observa- 
tions made  over  a number  of  years  that  very  few 
patients  with  pernicious  anemia  require  dilute 
hydrochloric  acid  as  part  of  their  therapy  for 
control  of  gastric  symptoms. 

Delikat1  in  the  British  Medical  Journal  and 
more  recently  Schwartz  and  Legere5  have  dis- 
cussed the  problem  of  sensitivity  to  liver  extract. 
If  a patient  acquires  sensitivity,  he  develops  an- 
aphylactic-like  reactions  which  may  be  mild  or 
severe.  Moreover,  it  has  been  found  that  if  a pa- 
tient is  sensitive  to  one  type  of  liver  extract, 
he  is  likely  to  be  sensitive  to  all  types.  For  the 
immediate  reaction,  epinephrine  should  be  ad- 
ministered. For  the  prevention  of  further  re- 
actions, several  considerations  arise.  First,  the 
dose  of  liver  extract  might  be  reduced.  Second, 
ventriculin,  or  now  folic  acid,  may  be  substitut- 
ed. Third,  one  may  desensitize,  starting  with  0.1 
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ec.  of  liver  extract  weekly,  increasing  by  0.1  cc. 
weekly  to  1 cc.  and  0.2  cc.  weekly  to  2 cc.  or  3 cc. 
which  should  be  the  continued  maintenance  dose. 

In  May  of  1946  Watson  and  Castle6  described 
cases  simulating  pernicious  anemia  in  which  the 
marrow  was  megaloblastic  but  the  stomach  is 
with  free  acid,  and  there  are  no  neurological 
changes.  These  cases  occurred  particularly 

though  not  exclusively,  in  pregnant  women.  The 
patients  were  found  to  respond  to  the  oral  ad- 
ministration of  liver  extract  but  not  to  liver  ex- 
tract administered  intramuscularly.  It  was  con- 
cluded that  either  something  was  lost  in  purify- 
ing the  liver  for  intramuscular  use  or  that  the 
liver  undergoes  some  change  in  the  gostro- 
intestinal  tract  which  makes  it  utilizable  in 
these  patients. 

The  story  of  folic  acid  is,  of  course,  a most 
interesting  and  exciting  one.  Folic  acid  is  a part 
of  the  vitamin  B complex  capable  of  supporting- 
growth  of  Lacto-bacillus  casei.  It  is  obtainable 
from  liver  after  the  pernicious  anemia  factor 
has  been  removed,  and  has  also  been  made  syn- 
thetically by  Angier7  and  his  associates  at  the 
Lederle  Laboratories.  The  material  has  been 
found  to  be  effective  in  the  treatment  of 
sprue,  pernicious  anemia,  and  other  megaloblas- 
tic anemias8.  The  dose  is  10  to  20  mgs.  adminis- 
tered orally  three  times  a day,  or  10  mgs.  a day 
given  by  intravenous  administration.  Recently, 
however,  evidence  has  been  accumulating  that 
folic  acid  does  not  always  prevent  the  progres- 
sion of  neurological  disease.  This  is,  of  course, 
a decided  disadvantage  and  means  that  folic  acid 
probably  should  not  be  employed  for  mainte- 
nance in  the  average  patient  with  pernicious 
anemia.  This  important  discovery  perhaps  will 
be  an  aid  in  establishing  just  what  the  sub- 
stance is  that  is  responsible  for  the  develop- 
ment of  neurologic  disease  in  pernicious  anemia. 

Folic  acid,  according  to  Watson  et  al9  cor- 
rects the  leukopenia  following  roentgen  irradia- 
tion. There  is  one  published  report9®  of  the  fail 
ure  of  folic  acid  to  prevent  granulocytopenia  in 
a case  of  thiouracil  administration,  despite  the 
fact  that  large  doses  were  used  prophylactically 

Anemias  of  Pregnancy 

The  anemias  of  pregnancy  are  hyperchromic, 
hypochromic,  and  hydremic.  G.  A.  Elliot10  has 
stated  that  anemia  due  to  hydremia  may  be  of 
a degree  of  65%  hemoglobin  and  3,200,000  ery- 
throcytes before  one  need  be  concerned.  Under 


this  circumstance,  however,  the  mean  corpuscu 
lar  volume  and  the  color  index  should  be  about 
normal.  If  the  diet  is  poor,  the  anemia  prior  to 
treatment  will  probably  be  hypochromic,  and 
iron  with  an  adequate  protein  diet  should  be  ad 
ministered.  For  the  macrocytic  anemia  of  preg- 
nancy, liver  extract  in  large  doses  is  essential. 
Mortality  in  this  type  of  pregnancy  is  high  and 
intensive  therapy  is  indicated. 

Hypochromic  Anemias 
The  hypochromic  anemias,  being  the  most 
common,  are  the  most  important  group.  Yet 
they  are  often  overlooked.  It  is  amazing  how 
repeatedly  bleeding  hemorrhoids,  which  are  so 
frequently  responsible,  are  ignored.  It  should 
be  emphasized  that  in  the  anemias  of  blood  loss, 
the  color  index  is  very  low. 

1 should  also  like  to  call  to  your  attention 
bow  important  are  the  reticulocytes  and  blood 
platelets  in  the  examination  of  the  blood.  When- 
ever the  reticulocytes  in  the  peripheral  blood  of 
the  untreated  individual  exceed  0.9%,  one  of 
two  things  is  true;  either  the  patient  is  losing  i 
blood  or  blood  is  being  destroyed  at  an  excesu 
sively  rapid  rate — a hemolytic  anemia.  Atten- 
tion to  this  detail  is  very  important  in  diagno- 
sis. The  estimation  of  the  platelets  in  the  peri- 
pheral blood  smear  is  also  extremely  important 
and  too  often  ignored.  Thus  one  might  note 
that  in  certain  circumstances  the  platelets  arei 
regularly  decreased  and  in  others  they  are  regu- 
larly normal  or  increased,  as  outlined  in  the  ac- 
companying table. 

Platelets  Decreased 

Acute  Leukemia — Lymphoblastic  and  Mye- 
loblastic. 

Chronic  lymphocytic  leukemia 
Chronic  myelocytic  leukemia — late 
Chloroma— probably 
Aplastic  anemia 
Pernicious  anemia 
Thrombocytopenic  purpura 
Platelets  Normal 

Agranulocytosis — (reduced  if  of  arsenical 
etiology) 

Infectious  mononucleosis 
Hemophilia 
Lymphosarcoma 
Non-thrombocytopenic  purpura 
Platelets  Increased 

Chronic  myelocytic  leukemia — (may  be  nor- 
mal) 
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Hodgkin’s  disease — not  always  (may  be  nor- 
mal) 

Anemia  of  acute  or  chronic  blood  loss 
Idiopathic  hypochromic  anemia 
Polycythemia  vera 

Banti’s  disease  — may  be  normal  or  de- 
creased 

The  estimation  of  the  platelets  is  a tremendous 
aid  in  diagnosis  of  many  hematologic  conditions 
and  I would  emphasize  its  importance.  They 
may  be  counted  by  any  of  several  methods,  but 
we  have  found  that  estimates  from  well-made 
smears  are  usually  adequate.  True,  only  gross 
changes  in  platelet  numbers  are  thus  detected, 
but  minor  changes  are  seldom  important  any- 
way. 

Hemolytic  Anemias 

Let  me  emphasize  again  how  important  it  is 
in  diagnosing  hemolytic  anemia  to  note  the  retic- 
ulocyte count  and  to  measure  the  urobilinogen 
in  the  feces.  Hemolytic  anemia  can  exist  with- 
out the  presence  of  jaundice,  but  not  without  an 
increased  excretion  of  urobilinogen.  Technical- 
ly the  measurement  of  urobilinogen  in  the  feces 
is  a difficult  problem,  one  which  the  average 
hospital  is  not  equipped  to  handle.  It  is,  how- 
ever, a very  important  test.  Hemolytic  anemias 
have  now  been  reported  from  the  use  of  sulfanil- 
amide, sulfapyridine,  sulfathiazole,  and  sulfadi- 
azine, in  many  instances  from  very  small  doses. 

Kariher  and  Spindler11  suggest  that  hemolytic 
disaese  of  the  newborn  would  be  an  appropriate 
name  for  erythroblastosis  fetalis,  for  the  funda- 
mental reaction  is  that  of  hemolysis,  and  ery- 
throblasts  may  not  be  present  in  the  blood.  I 
shall  not  discuss  this  subject  in  detail,  except 
to  emphasize  one  point  which  Levine  and  Wal- 
ler12 emphasized,  namely,  that  Rh-positive  blood 
transfusions  or  even  intramuscular  administra- 
tion of  blood  should  not  be  given  to  women  who 
are  Rh-negative  before  or  during  the  child- 
bearing period.  The  Rh-positive  blood  may 
cause  the  recipient  to  develop  anti-Rh  agglutin- 
ins, which  may  persist  indefinitely,  causing  the 
patient  to  get  reactions  from  later  transfusions 
or  to  have  babies  afflicted  wdith  erythroblasto- 
sis fetalis,  icterus  gravis,  or  fetal  hydrops.  Even 
very  small  doses  of  -blood  administered  intra- 
muscularly may  cause  the  production  of  anti-Rh 
agglutinins. 

Aplastic  Anemia 

It  is  important  to  recognize  the  etiology  of 


aplastic  anemia  whenever  possible.  We  now 
know  that  aplastic  anemia  is  rarely  idiopathic, 
that  it  usually  results  from  contact  with  some 
chemical,  most  commonly  benzene.  A case  of 
aplastic  anemia  resulting  from  the  administra- 
tion of  tridione,  which  is  used  in  the  treatment  of 
epilepsy,  is  described  by  Mackay  and  Gottstein13 
and  another  by  Harrison,  Johnson,  and  Ayer14. 
It  has  been  reported  that  agranulocytosis  oc- 
curs with  the  use  of  tridione.  Thus  it  is  obvious- 
ly important  to  keep  constant  check  on  the  blood 
when  this  drug  is  administered.  The  drug  is 
useful  and  the  incidence  of  hematologic  compli- 
cations so  rare  that  one  would  not  at  the  present 
time  advocate  dispensing  with  it,  but  some  cau- 
tion is  indicated. 

Agranulocytosis 

Virtually  all  the  sulfonamides  have  now  been 
shown  to  produce  agranulocytosis,  particularly 
after  the  administration  of  large  doses  over  a 
long  time,  but  occasionally  after  small  doses,  also. 
Axelrod  et  al15  and  others16  have  shown  that  sul- 
faquanidine,  by  a special  mechanism  of  inhibit- 
ing bacterial  growth  with  resultant  failure  of 
synthesis  of  folic  acid,  will  produce  agranulo- 
cytosis in  rats  which  is  correctable  with  whole 
liver  or  a liver  fraction.  There  are  reported  clin- 
ical cases  of  agranulocytosis,  the  etiology  of 
which  seems  to  have  been  related  to  an  inade- 
quate diet.  It  is  also  recognized  that  thiouracil 
is  capable  of  producing  agranulocytosis17,  al- 
though it  appears  that  propylthiouracil  is  dis- 
tinctly less  likely  to  do  so.  With  respect  to  the 
proper  therapy,  our  concepts  have  changed  very 
decidedly  in  the  past  few  years.  In  the  spring 
of  1944  we  treated  our  first  case  of  agranulocyto- 
sis with  penicillin.  Since  that  time,  we  have 
been  convinced  that  the  most  important  thera- 
peutic measures  are  to  (1)  remove  the  cause,  i.e., 
stop  administration  of  the  offending,  drug ; (2) 
protect  the  patient  from  infection  by  the  admin- 
istration of  penicillin.  In  addition,  it  is  the  pol- 
icy to  give  folic  acid  in  doses  of  20  mgs.  three 
times  a day.  There  is  no  objection  to  giving  liv- 
er extract  and  pentose  nucleotide,  but  these  are 
probably  of  minor  value.  Intercurrent  infection 
is  the  usual  cause  of  death  in  agranulocytosis, 
thus  the  importance  of  penicillin  for  prophy- 
laxis. In  the  average  surviving  case  one  may 
expect  an  increase  in  the  leukocyte  count  and 
neutrophiles  between  the  fourth  and  sixth  day 
of  the  disease. 
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Panhematopenia 

Doan  and  Wright18  have  recently  emphasized 
that  all  elements  of  the  blood — erythrocytes, 
thrombocytes  and  leukocytes  may  be  decreased 
when  the  spleen  is  hyperactive.  Essentially  the 
anemia  is  of  a hemolytic  type  with  or  without 
a granulocytopenia  and  thrombocytopenia.  We 
have,  of  course,  known  for  some  time  that  hemo- 
lytic anemia  and  thrombocytopenia  might  be  re- 
lieved by  splenectomy.  Now  there  is  evidence 
that  the  third  element  of  the  blood  may  be 
brought  to  normal  by  this  treatment.  Very  de- 
tailed hematologic  studies  are  necessary  for 
proper  diagnosis  of  these  cases — the  marrow  in 
particular  must  be  evaluated  and  it  ordinarily 
should  be  hyperplastic. 

Infectious  Mononucleosis 

In  discussing  this  subject,  I would  like  to  em- 
phasize that  in  the  ordinary  case  of  infectious 
mononucleosis  there  is  no  anemia  and  that 
platelets  are  very  rarely  reduced.  In  about  80 
per  cent  of  the  cases,  the  heterophile  antibody 
test  is  positive.  Contratto19  in  1944,  emphasized 
the  protean  manifestations  of  this  disease,  which 
can  vary  widely  in  its  symptomatology  There  is 
no  explanation  for  the  rarity  of  the  condition 
in  negroes.  In  the  July  issue  of  Blood,  there  are 
reports  by  Smith  and  Custer20  and  by  Vaughan, 
Regan,  and  Terplan21  of  “spontaneous  rupture 
of  the  spleen  in  infectious  mononucleosis.” 
Pathological  studies  have  shown  that  the  cap- 
sule and  trabeculae  are  infiltrated  by  cells  which 
are  immature  lymphocytes  and  that  these  cause 
dissolution  of  the  capsule.  Slight  trauma  is  prob- 
ably the  explanation  of  the  rupture,  hence  they 
are  not  truly  spontaneous.  The  rupture  occurs 
usually  during  the  third  or  fourth  week  of  the 
illness. 

Leukemia 

In  the  January,  1947,  issue  of  Bool,  a paper 
entitled  “A  Statistical  Study  of  Mortality  from 
Leukmia”  by  Sacks  and  Seeman22  indicates  that 
leukemia  is  increasing  at  a rate  that  cannot  be 
attributed  solely  to  a better  diagnosis.  The  death 
rate,  which  is  greatest  above  the  age  of  55,  was 
3.7  per  100,000  in  1944  as  compared  with  1.9 
per  100,000  in  1920.  Each  year  since  1940  more 
than  5,000  persons  have  died  from  leukemia  in 
the  United  States.  In  1942  more  persons  in  the 
United  States  died  from  this  disease  than  from 
smallpox,  meningococcic  meningitis,  scarlet  fe- 
ver, poliomyelitis,  malaria,  typhoid  fever,  and 


diphtheria  combined.  The  death  rate  from  leu- 
kemia was  higher  than  that  for  the  anemias, 
whooping  cough,  dysenteries  or  alcoholism. 

Since  the  work  of  the  Lawrences23,  emphasis 
has  been  placed  on  the  use  of  irradiated  phos- 
phorus P32  in  the  treatment  of  leukemia.  It  must 
be  said,  however,  that  aside  from  the  prevention 
of  x-ray  sickness,  there  is  little  advantage  in  its 
employment.  It  has  been  recognized  that  P 32 
may  produce  leukopenia,  thrombopenia,  and  an- 
emia, as  may  over-dosage  of  roentgen  rays. 

We  are  finding  that  the  use  of  penicillin  in 
acute  leukemia,  while  it  produces  no  cure,  does 
prevent  secondary  infection  and  therefore  allows 
the  patient  considerably  more  comfort  and  prob- 
ably prolongs  life. 

It  has  long  been  known  that  the  leukemic 
woman  is  unlikely  to  become  pregnant.  Animal 
experiments  have  shown  the  leukemia  is  never 
transmitted  to  the  newborn,  and  transmitted  leu- 
kemia in  the  newborn  has  never  been  seen  in  the 
human  being.  McGoldrich  and  Lapp24  in  1943 
observed  that  pregnancy  does  not  significantly 
alter  the  course  of  leukemia;  this  is  contrary  to 
the  opinion  generally  held  previously. 

Leukemia  is  not  thought  to  be  a familial  dis- 
ease, but  about  a year  ago  we  had  in  the  hos- 
pital at  the  same  time  a father  with  chronic  mye- 
loid leukemia  and  his  five-year-old  daughter  with 
acute  lymphoblastic  leukemia. 

Hodgkin’s  Disease 

Penicillin  is  of  no  value  in  the  treatment  of 
Hodgkin’s  disease.  The  use  of  nitrogen  mustard 
gas  in  the  treatment  of  Hodgkin’s  disease,  leu- 
kemias, and  lymphosarcoma  has  been  described 
by  Goodman  et  al25  and  Jacobson  et  al26.  This 
chemical  is  sometimes  effective  in  treating  pa- 
tients who  have  bcome  resistant  to  roentgen  ther- 
apy. Frequently,  however,  it  produces  serious 
toxic  effects,  notably  severe  leukopenia.  The 
work  is  extremely  interesting,  and  further  ad- 
vances in  this  type  of  therapy  may  be  very  use- 
ful although  the  results  to  date  are  not,  in  my 
opinion,  very  impressive. 

Lymph  osar  coma 

I would  emphasize  that  there  are  three  types 
of  lymphosarcoma,  reticulum  cell  type,  lymphoid 
cell  type,  and  follicular  lymphoblastoma.  Follic- 
ular lymphoblastoma  was  first  well  described  by 
Brill,  Baehr,  and  Rosenthal27  in  1925,  although  it 
had  been  previously  recorded.  Durnig  the  past 
year  an  editorial  in  the  Journal  of  the  American 
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Medical  Association  (March  16,  1946)  inferred 
that  this  condition  was  benign  and  curable  by 
x-ray  therapy.  Sy miners28  is  of  the  opinion  that 
this  is  not  necessarily  a neoplastic  disease,  but  it 
has  been  our  experience  that  such  tumors,  al- 
though extremely  responsive  to  roentgen  ther- 
apy, ultimately  become  resistant.  Thus  the  prog- 
nosis for  these  cases  is  the  same  as  for  any  other 
malignant  tumor,  except  that  they  are  likely  to 
live  longer  than  with  other  types  of  lymphosar- 
coma. 

Polycythemia  V era 

The  most  important  advance  that  has  been 
made  in  the  treatment  of  polycythemia  vera  is 
the  employment  of  radioactive  phosphorus.  Erf29 
relates  his  experiences,  and  they  are  impressive. 
The  radioactive  phosphorus  may  be  given  orally 
or  intravenously,  but  ordinarily  it  is  given  in- 
travenously. It  is  common  to  give  intravenously 
5 to  10  millicures  of  the  substance  in  1 to  20  cc. 
of  solution  and  to  repeat  this  dose  in  3 months ; 
thereafter  a maintenance  dose  of  5 to  10  milli- 
curies  given  once  every  year  or  two  is  sufficient. 
It  is  well  to  bleed  the  patient  to  bring  his  blood 
level  somewhere  near  normal  before  the  first 
dose  is  given. 

Hemorrhagic  Diseases 

Time  will  not  permit  a detailed  discussion  of 
the  hemorrhagic  diseases.  With  respect  to  etiol- 
ogy, it  may  he  noted  that  several  case  reports  of 
thrombopenic  purpura  due  to  sulfonamides  have 
been  published ; that  radioactive  phosphorus  has 
been  found  capable  of  producing  thrombopenic 
purpura,  and  that  thiouracil  has  also  been  found 
responsible. 

Considerable  attention  is  being  directed  to  the 
drug,  rutin  which  is  a glucoside  of  quercetin 
from  tobacco,  buckwheat  leaves  and  blossoms, 
tomato  stems,  and  various  other  sources.  In  May 
of  1946,  Shanno30  related  his  experiences  with 
the  drug.  He  advised  administration  of  doses  of 
20  to  40  mgs.  three  times  a day  for  various  hem- 
orrhagic diseases,  including  hypertension  where 
hemorrhage  may  be  a danger.  Thomas  in  Chi- 
cago has  used  rutin  successfully  in  treating 
Eale’s  disease,  a rarity  characterized  by  unex- 
plained retinal  hemorrhage.  He  advises  large 
doses,  however,  of  240  to  360  mgs.  a day  given 
in  four  doses.  Our  experience  with  rutin  is  some- 
what limited,  but,  we  believe,  it  may  have  been 
of  some  value  in  lessening  capillary  permeabil- 


ity and,  therefore,  useful  where  capillary  change 
is  the  chief  cause  of  the  hemorrhagic  disease. 

Finally,  I would  like  to  emphasize  the  futility 
of  administering  Vitamin  K to  patients  with 
hemorrhagic  disease  if  the  prothrombin  time  is 
not  decreased.  Vitamin  K is  now  used  very  ex- 
tensively and  in  most  instances  it  is  wasted, 
suice  there  is  no  prothrombin  deficiency.  De- 
terminations of  prothrombin  time  should  be  the 
guide  to  this  type  of  therapy  although  one  is 
probably  justified  in  its  routine  use  when  hepa- 
titis or  hepatic  cirrhosis  exist  or  when  there  is 
obstructive  jaundice. 
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THE  TREATMENT  OF  INJURIES  OF  THE  SPINAL  CORD* ** 

By  JOHN  MARTIN,  M.  D.## 

North  western  University  Medical  School 


ELL  protected  though  it  is  within  its  con- 
tinuous bony  encasement,  the  spinal  cord 
is  one  of  the  most  vulnerable  structures  in  the 
body.  Within  the  vertebral  canal  there  is  little 
room  for  unusual  flexion  of  the  cord  and  because 
of  its  segmental  fixation  by  the  spinal  nerve 
roots  even  a minor  stress  of  attenuation  will  pro- 
duce lasting  damage  to  the  cord.  Furthermore, 
the  vascular  supply  to  the  cord  is  a delicately 
balanced  arrangement  with  little  or  no  margin 
of  safety  when  either  the  anterior  or  posterior 
spinal  artery  is  injured.  The  cord  itself  is  such 
a compact,  highly  organized  functional  struc- 
ture, with  so  many  important  structures  packed 
within  each  cross-sectional  square  millimeter, 
that  it  is  not  surprising  that  small  injuries  to 
this  structure  may  produce  striking  physiologi- 
cal changes  below  the  level  of  injury. 

The  treatment  of  injuries  of  the  spinal  cord 
may  be  based  upon  whether  the  injury  is  of  the 
closed  type,  typified  by  the  common  fracture- 
dislocation  of  the  spine  such  as  so  frequently  oc- 
curs in  traffic  accidents,  or  of  the  open  wound 
type  most  commonly  seen  in  military  casualties. 
The  closed  type  of  injury,  either  civilian  or  mili- 
tary, is  usually  accompanied  by  gross  bony  de- 
formity of  the  spine,  and  large  groups  of  such 
patients  will  show  that  the  commonest  sites  of 
injury  are  at  the  point  of  junction  of  an  immo- 
bile with  a mobile  part  of  the  vertebral  axis,  that 
is,  at  the  lower  cervical  and  at  the  thoraco- 
lumbar levels.  Open  injuries,  obviously,  will  be 
found  to  be  distributed  more  evenly  throughout 
the  various  spinal  levels. 

When  a patient  is  found  to  have  suffered  an 
injury  to  the  spine,  he  should  be  treated  as  if  he 
were  known  to  have  had,  also,  an  injury  to  the 
spinal  cord,  until  the  diagnosis  of  the  cord  in- 
jury can  be  proved  or  disproved.  The  simplest 
of  neurological  testing  will  make  that  diagnosis. 
The  problem  of  first  concern  is  the  safe  trans- 
portation of  the  patient  to  a point  where  he  can 
be  given  definite  care  within  the  shortest  pos- 
sible time.  Such  patients  may  be  in  a state  of 
shock,  may  have  suffered  other  traumatizing  in- 
juries such  as  fracture  of  the  long  bones  or  ab- 

*  Read  as  a lecture  in  Medical  Sciences  at  the  Lois  Grunow 
Memorial  Clinic.  Phoenix,  Arizona.  February  20.  1947. 

**  From  the  Department  of  Surgery.  Northwestern  University 
Medical  School. 


dominal  injuries,  and  especially  if  the  wound  is 
an  open  one  the  usual  methods  of  combating 
shock  such  as  the  administration  of  plasma  or 
whole  blood  should  be  at  hand.  As  a general 
rule  the  safest  position  in  which  a patient  with 
an  injured  spinal  cord  can  be  transported  is 
supine  on  a flat,  firm  surface,  onto  which  he 
has  been  placed  carefully  by  an  adequate  num- 
ber of  persons  to  avoid  any  motion  of  the  verte- 
bral column  at  the  point  of  injury.  All  hysteri- 
cal or  thoughtless  attempts  to  aid  the  patient  at 
the  scene  of  injury  should  he  avoided,  and  it  is 
much  better  to  let  the  patient  lie  in  his  original 
position  than  to  have  well  meaning  police  offi- 
cers, friends,  or  anxious  by-standers  proffer  aid 
which,  if  poorly  administered,  may  only  add  to 
the  damage  already  done.  Once  the  patient  is 
in  position  for  transportation,  the  normal  cervi- 
cal and  lumbar  curves  of  the  spine  should  be 
supported  by  a firm  roll  under  the  spine,  and  if 
the  cervical  spine  is  injured,  the  head  should  be 
supported  at  the  sides  with  such  objects  as  sand 
bags  to  avoid  any  rotation  of  the  neck.  Medica- 
tions, food,  cigarettes  and  unnecessary  handling 
of  any  kind  must  be  avoided. 

When  the  patient  has  arrived  at  his  destina- 
tion, he  should  be  put  to  bed  immediately,  in  the 
same  position  as  was  used  for  transportation. 
Immediately  a complete  but  rapid  neurological 
examination  should  he  done,  the  findings  record- 
ed, and  treatment  decided  upon.  If  there  is  no 
evidence  of  cord  injury,  the  proper  procedures 
for  investigating  bone  injury  and  the  necessary 
fixation  methods  may  then  be  carried  out.  Sim- 
ple tests  for  a loss  of  sensory  level,  paralysis  of 
muscles  below  the  site  of  injury,  and  retention  of 
urine  will  immediately  give  the  examiner  a clear 
opinion  as  to  the  extent  of  neurological  injury. 
At  tliat  point,  if  the  patient  is  unable  to  pass  his 
urine,  an  indwelling  catheter  should  he  placed 
with  sterile  precautions,  and  it  should  be  left 
there,  draining  continuously.  The  bed  should  be 
firm,  preferably  with  a thin  sponge  rubber  mat- 
tress, covered  with  several  layers  of  smooth 
sheets,  resting  upon  a bed  board.  If  the  injury  is 
in  the  cervical  region  the  patient  may  suffer 
great  respiratory  embarrassment  and  should 
therefore  he  given  intranasal  oxygen. 
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Whenever  an  injury  of  the  spinal  cord  has 
resulted  from  an  open  wound,  such  a wound  calls 
for  the  special  care  that  any  such  deep  wound  re- 
quiries.  That  is,  the  wound  tract  must  be  thor- 
oughly cleansed  and  debrided  if  the  nature  of 
the  wound  indicates  it.  Whenever  there  is  any 
suspicion  that  foreign  material,  as  clothing  or 
gross  soiling,  exists  in  the  wound,  the  entire  tract 
must  be  carefully  opened  and  cleansed,  all  the 
more  so  if  it  leads  to  the  opened  subarachnoidal 
space.  Such  debridement  calls  at  the  same  time 
for  the  removal  of  devitalized  extradural  muscle 
and  ligaments,  clot,  and  any  loose  or  shattered 
bone  which  actually  rides  in  upon  the  cord  or 
which,  in  healing  out  of  position,  would  produce 
a mass  of  callus  which  would  later  produce  neu- 
rological damage  or  root  pain.  It  is  usually  bet- 
ter to  explore  the  cord  and  the  structures  im- 
mediately around  it  through  a clean  midline  in- 
cision after  the  wound  tract  itself  has  been 
cleansed,  debrided,  and  left  open  to  heal  in  by 
granulation. 

In  the  care  of  spinal  cord  injuries  most  argu- 
ment arises  among  surgeons  as  to  when  decom- 
pressive laminectomy  should  be  done  in  the 
closed  injury,  typically  in  the  case  of  a fracture- 
dislocation  of  the  spine  with  evidence  of  neu- 
rological injury.  After  the  patient’s  injury  has 
been  appraised  from  the  neurological  viewpoint, 
two  major  points  in  question  are  usually  settled, 
namely : the  extent  and  nature  of  the  bone  in- 
jury, and  the  possible  presence  of  a block  of  the 
flow  of  cerebrospinal  fluid.  As  a rule,  bedside 
films  made  with  the  portable  x-ray  apparatus 
are  not  very  satisfactory,  especially  since  in  the 
question  of  comminution  of  the  posterior  arches 
stereoscopic  views  should  be  taken  and  this  is 
impossible  with  the  portable  machine.  But  bed- 
side pictures  can  be  made  in  most  instances  to 
show  the  presence  and  approximate  extent  of 
fracture-dislocations,  and  they  should  be  made 
at  the  earliest  possible  time  after  neurological 
examination  is  completed.  If  there  is  any  ques- 
tion that  such  pictures  do  not  show  the  entire 
injury,  such  as  might  affect  the  decision  to  oper- 
ate or  not,  then  without  hesitation  the  patient 
should  be  cautiously  moved  to  the  proper  x-ray 
table  where  adequate ' pictures  can  be  made.  It 
is  no  new  statement  that  x-ray  pictures  of  the 
injured  spine  usually  do  not  by  any  means  tell 
the  entire  story,  so  that  in  any  event  the  best 
pictures  obtainable  are  worth  the  effort  that 


their  taking  requires.  It  is  frequently  convenient 
to  perform  lumbar  puncture  with  manometric 
testing  by  means  of  the  Queckenstedt  test  at  the 
same  time  that  the  patient  is  moved,  either  in 
bed  or  on  the  x-ray  table,  for  the  taking  of  the 
x-ray  pictures.  Neither  the  presence  nor  absence 
of  blood  stains  in  the  fluid  have  any  particular 
surgical  implications.  A small  or  large  amount 
of  blood  may  be  present  in  the  fluid  with  either 
a large  or  small  injury.  A large  amount  of  fluid 
does  not  need  to  be  withdrawn,  and  indeed  the 
withdrawal  of  fluid  may  actually  be  harmful. 
The  only  question  to  be  answered  is  whether  or 
not  there  is  a block  of  the  flow  of  the  fluid. 

In  the  event  of  cervical  injury  with  a fracture- 
dislocation,  the  proper  procedure  is  to  apply 
some  form  of  cervical  traction.  There  is  never 
a question  of  whether  or  not  cervical  laminec- 
tomy should  be  done  on  the  freshly  injured  cer- 
vical cord,  for  it  has  repeatedly  been  shown  in 
the  experience  of  large  groups  of  such  cases  that 
the  mortality  with  such  operations  is  much  high- 
er than  when  operation  is  deferred  for  the  sim- 
ple treatment  of  traction.  The  most  convenient 
and  at  the  same  time  most  effective  form  of 
such  traction  is  direct  skeletal  traction  obtained 
through  the  use  of  the  Crutchfield  tongs.  This 
apparatus,  quickly  and  painlessly  applied,  will 
most  effectively  reduce  the  dislocation,  relieve 
the  patient  of  his  cervical  root  pain,  and  allow 
the  intensive  nursing  attentions  which  are  im- 
mediately necessary  after  any  spinal  cord  injury. 
Twenty  to  twenty-five  pounds  should  be  applied 
to  them,  and  with  the  head  of  the  bed  slightly 
elevated,  the  patient’s  own  weight  will  exert 
sufficient  counter  traction  to  allow  him  to  keep 
from  moving  upward  in  the  bed.  Daily  portable 
x-ray  pictures  may  be  taken  to  follow  the  course 
of  the  reduction,  and  daily  spinal  puncture  may 
be  done  to  follow  the  unblocking  of  the  spinal 
fluid  flow.  It  is  not  uncommon  that  both  these 
effects  are  obtained  before  the  end  of  twelve 
hours.  Such  traction  must  be  maintained  for 
five  to  six  weeks,  following  which  an  individual- 
ly fitted  Taylor  neck  brace  may  be  applied  and 
steps  taken  to  get  the  patient  out  of  bed.  The 
length  of  time  that  such  a brace  must  be  worn 
depends  upon  the  progress  of  the  patient  and 
various  problems  which  arise  in  the  individual 
patient. 

In  fracture-dislocation  of  all  other  parts  of 
the  vertebral  column,  with  or  without  block  of 
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the  fluid,  opinions  vary  as  to  when,  if  ever,  a 
decompressive  laminectomy  should  be  prformed, 
or  whether  hyperextension  in  a cast  should  be 
tried  first.  Such  dislocations  in  the  thoracic 
spine  are  difficult  to  reduce,  though  reduction 
is  possible  in  certain  cases.  But  vigorous  hy- 
perextension,  especially  when  there  is  comminu- 
tion of  the  elements  of  the  posterior  arches,  may 
change  a partial  to  a complete  cord  lesion  by 
forcing  those  bone  fragments  down  upon  the 
cord,  and  for  that  reason,  among  others,  it  is 
safer  to  operate  upon  patients  with  fracture- 
dislocation  and  posterior  arch  injury,  removing 
the  displaced  posterior  fragments,  before  exert- 
ing hyperextension.  Operation  for  the  same 
reason  should  be  done  after  a few  days  in  the 
case  of  the  cervical  cord  injury,  especially  if  the 
flow  of  cerebrospinal  fluid  is  not  established,  if 
the  dislocation  is  not  reduced  by  skeletal  trac- 
tion, or  if  root  pain  persists.  Having  performed 
such  decompressive  laminectomy  on  the  patient 
with  a thoracic  or  lumbar  injury,  he  may  be  put 
back  in  bed  on  a properly  adusted  hyperexten- 
sion frame,  without  a cast,  or  in  a flat  bed  with 
a bivalved  body  jacket,  one-half  of  which  may 
be  removed  any  time  after  he  is  turned,  in  or- 
der to  give  the  skin  its  proper  care.  When  loose 
bone  fragments  are  allowed  to  rest  upon  elements 
of  the  cauda  equina,  there  to  heal  with  scar  and 
callus  formation,  chronic  pain  almost  invariably 
results,  and  the  patient  persists  in  or  later  devel- 
ops the  evidence  of  typical  peripheral  nerve  dam- 
age of  root  origin. 

Neurological  surgeons  are  divided  on  their 
opinions  as  to  advisability  of  ever  operating  up- 
on a patient  with  spinal  cord  injury,  when  there 
is  evidence  of  complete  physiological  interrup- 
tion of  function,  regardless  of  whether  or  not 
there  is  evidence  of  bone  injury,  indriven  bone 
fragments,  or  fluid  block.  It  is  the  feeling  of 
many  that  since  cord  damage  is  damaage  irrevoc- 
able, there  is  nothing  to  be  gained  by  surgery. 
Others,  realizing  that  temporary  complete  physi- 
ological block  of  function  can  not  early  be  dif- 
ferentiated from  complete  anatomical  loss,  be- 
lieve that  as  soon  as  possible  after  injury  all 
forms  of  pressure  and  irritation,  and  all  causes 
of  ischemia  should  be  removed  in  order  to  take 
advantage  of  every  chance  there  may  be  that 
some  recovery  will  occur  through  such  measures. 
It  is  certainly  agreed  by  all  that  when  the  orig- 
inal examination  showed  a partial  loss  of  func- 


tion, with  hours  or  days  later  there  appearing 
progressive  signs  of  increased  loss,  operation  is 
in  order  especially  if  there  is  x-ray  evidence  of 
impinging  bone  fragments.  There  is  little  to  be 
lost  by  operation,  and  much  may  be  gained  as 
was  repeatedly  shown  in  a wide  experience  with 
soldiers  injured  in  World  War  II,  since  the  op- 
eration of  laminectomy  performed  meticulously 
and  with  the  use  of  local  anesthesia,  need  not 
be  a shocking  or  detrimental  procedure  to  the 
patient. 

Careful  attention  to  position  in  bed  must  be 
maintained  if  the  patient  with  injury  of  the 
thoracic  or  lumbar  spine  does  not  have  a cast  ap- 
plied after  operation  or  after  attempted  reduc- 
tion. Casts  may  assure  the  maintenance  of  po- 
sition, but  one  comes  to  realize  in  the  care  of 
these  patients  that  anatomical  alignment  of  the 
vertebrae,  while  indeed  important,  is  by  no  means 
the  ultimate  goal  to  be  obtained,  and  that  casts, 
even  well-fitting  ones,  may  be  the  cause  of  bed 
sores  since  they  unquestionably  add  to  difficul- 
ties or  omission  of  nursing  details  which  could 
otherwise  be  overcome.  If  the  patient  is  fre- 
quently soiled  with  urine  or  feces,  casts  quickly 
help  to  devitalize  the  skin  to  such  an  extent  that 
eventually,  whether  desired  for  position  or  not, 
they  must  come  off  at  all  costs.  I have  never 
seen  a patient,  properly  cared  for  and  supervised 
daily,  who  suffered  neurological  damage  just 
because  he  was  not  put  in  a cast. 

After  the  definite  care  of  the  patient  has  been 
completed,  be  it  either  by  open  surgry  or  meth- 
ods of  closed  reduction,  he  becomes  a problem  in 
intensive  nursing  care.  There  is  probably  no 
one  type  of  patient  who  requires  such  close  super- 
vision and  attention  to  details.  The  patients  are 
first  a problem  in  nutrition,  for  their  appetites 
may  become  very  poor,  they  rapidly  lose  weight 
because  of  reduced  food  intake  and  the  result  of 
their  neurological  lesion,  and,  especially  if  there 
are  open  infected  or  weeping  decubitus  ulcers, 
they  may  soon  pass  into  a state  of  nitrogen  im- 
balance. Their  caloric  intake  should  be  2800  to 
3000  calories  daily,  their  protein  requirements 
are  usually  250  to  300  grams  daily,  and  they 
should  have  a fluid  intake  of  at  least  3000  cc. 
daily. 

The  care  of  the  skin  is  such  as  will  tax  the 
efficiency  and  willingness  of  the  nursing  staff. 
The  patient  must  have  a daily  bath,  and  at  all 
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times  must  be  kept  scrupulously  clean  and  dry. 
The  bed  must  be  clean  and  free  of  wrinkles. 
Heavy  bedclothes  should  be  kept  off  the  patient 
by  means  of  large  cradles  and  foot-boards.  He 
should  never  lie  in  any  position  longer  than  two 
hours,  and  not  that  long  if  he  is  bearing  weight 
upon  a bony  prominence  that  is  covered  by  skin 
only.  Massage  to  the  skin,  ultraviolet  light,  and 
the  avoidance  of  adhesive  tape  upon  the  skin  are 
most  desirable. 

Bed  sores,  once  developed,  soon  make  the  at- 
tending staff  realize  that  the  work  necessary  in 
preventing  such  lesions  is  not  to  be  compared  to 
the  unending  efforts  it  takes  to  make  them  heal. 
Bed  sores  will  never  heal  if  pressure  is  exerted 
upon  them  for  even  the  shortest  interval,  if  the 
surrounding  skin  is  unclean,  or  if  urine  or  feces 
macerate  the  skin  or  find  their  way  into  the  open 
sores.  Such  sores  must  be  kept  clean  with  daily 
cleansing  by  soap  and  itfater,  and  they  are  best 
left  undressed  after  such  cleansing.  The  patient 
may  be  placed  upon  sterile  towels  and  lie  under 
a large  frame  containing  light  bulbs  to  furnish 
mild  heat  to  dry  the  sores,  with  a clean  sheet  be- 
ing thrown  over  the  top  of  both  frame  and  pa- 
tient. Wet  dressings  and  oily  applications  should 
never  be  placed  upon  such  lesions.  If  they  be- 
come sufficiently  clean,  rotation  flaps  from  the 
buttocks  may  be  made  to  close  them,  and  such 
plastic  procedures  are  highly  successful  and  not 
too  difficult  to  perform.  The  smaller  lesions 
may  even  at  times  be  excised  and  simply  su- 
tured. Free  grafts  are  less  likely  to  grow.  It  is 
not  uncommon  to  see  a patient  change  from  a 
state  of  poor  nutrition  into  one  of  new  strength 
and  hope  after  his  large  and  devitalizing  bed- 
sores have  been  closed. 

The  bladder  in  the  patient  with  a spinal  cord 
injury  requires  meticulous  care  from  the  mo- 
ment of  injury.  Intermittent  catheterization  is 
unqualifiedly  to  be  condemned,  since  it  is  never 
— indeed  cannot  be — performed  with  absolute 
sterility.  Once  the  injury  has  been  determined, 
an  indwelling  catheter  should  be  placed  and  al- 
lowed to  drain  until  all  preliminary  care  has 
been  accomplished  and  the  patient  is  convalesc- 
ing in  his  bed.  This  will  usually  be  done  within 
the  first  day  or  two.  At  the  end  of  that,  time, 
if  the  patient  is  still  unable  to  urinate,  a prop- 
erly functioning  tidal  drainage  apparatus  should 
be  set  up  and  watched  until  it  is  regulated  to  fit 
the  patient’s  needs.  Tidal  drainage  will  work  on 


most  patients  if  the  doctor  will  exert  sufficient 
care  to  regulate  it,  and  it  need  not  be  a com- 
plicated, cumbersome  mechanism.  By  such  an 
apparatus  the  normal  physioligical  tone  of  the 
bladder  is  maintained,  sepsis  is  kept  at,  a mini- 
mum, and  the  early  development  of  automatic 
micturition  may  be  hoped  for.  When  such  evacu- 
ation of  the  bladder  does  become  established,  the 
catheter  may  be  removed  and  one  of  the  great 
threats  to  the  patient’s  well-being,  urinary  sep- 
sis, will  have  been  for  the  most  part  eliminated. 
Urinary  calculi  will  develop  in  some  patients 
with  the  best  of  care,  but  a large  fluid  intake, 
the  avoidance  of  milk  and  citric  fruit  juices,  fre- 
quent change  of  position  with  getting  the  pa- 
tient out  of  bed  as  soon  as  possible,  and  daily  ir- 
rigation with  “M”  or  “G”  solution  will  go  far 
toward  the  prevention  of  these  complications. 
Penicillin  or  the  sulfonamides  by  mouth  are  not 
very  effective  in  most  forms  of  urinary  infection 
in  the  paraplegic  patient. 

The  tirpe  is  past  when  the  patient  with  a spinal 
cord  injury  is  to  be  shelved  as  a lost  cause. 
There  is  no  denying  the  fact  that  a crushed  cord 
will  not  regenerate,  or  that  a large  proportion 
of  such  patients  who  first  show  signs  of  profound 
injury  never  have  sufficient  recovery  in  a neu- 
rological sense  to  make  them  normally  ambulant. 
But  every  effort  should  be  made  to  help  them  to 
re-establish  their  lives  on  a new  plane,  by  giv- 
ing them  every  benefit  of  physical  therapy  and 
other  rehabilitative  measures  to  make  them  am- 
bulant, be  it  with  a wheel  chair  or  braces  and 
crutches,  to  boost  their  morale  and  desire  to  car- 
ry on  with  their  lives,  and  to  make  them  strive 
for  financial  and  social  independence.  This  can 
not  be  done  by  an  attitude  of  pessimism.  It  can 
not  be  done  by  written  orders  put  into  the  hands 
of  uninspired  nurses  and  attendants.  It  is  the 
responsibility  of  the  medical  public  who,  realiz- 
ing the  great  limitations  of  these  unfortunate 
persons,  must  exert  all  their  ingenuity  to  meet 
the  challange  which  these  patients  present.  Such 
care,  taxing  as  it  is,  will  produce  results  as 
gratifying  as  any  to  be  obtained  in  the  practice 
of  medicine. 


SOUTHWEST  MEDICAL  ASSOCIATION 
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SEX— THE  GREAT  TABOO 

A Gynecological  Study 

A.  K.  DUNCAN,  M.  D. 
Douglas,  Arizona 


'T'HE  clinical  importance  of  mental  attitude 
toward  sex  first  attracted  my  attention  dur- 
ing World  War  1.  It  is  obvious  that  a true 
sexual  history  is  not  to  be  obtained  at  the  first 
visit,  but  develops  over  a period  of  time,  and 
the  best  and  quickest  results  following  treat- 
ment are  attained  with  the  most  intelligent  pa- 
tients. Clinical  proof  of  the  following  observa- 
tions we  have  in  abundance,  a striking  feature 
being  the  personality  change  noticed  by  the  pa- 
tient and  commented  on  by  her  acquaintances, 
and  it  is  unfortunate  that  much  of  it  could  not 
be  correlated  with  laboratory  proof  which  was 
not  available.  This  could  be  done  where  avail- 
able and  would  make  an  interesting  subject  for 
research. 

All  normal  people  have  a number  of  normal 
physiological  desires,  as  the  desire  for  food,  for 
water,  or  to  empty  the  bladder  or  bowel,  etc.,  as 
well  as  the  one  known  as  sexual  desire.  These 
desires  are  in  general  accepted  as  being  normal, 
but  SEX  with  a capital  S is  the  great  taboo.  Tbe 
word  sex  itself  carries  a stigma  as  representing 
something  filthy  or  obscene,  and  is  mentally  as- 
sociated with  vice,  licence  or  guilt.  Through 
doctors,  the  public  in  general  could  be  taught  a 
more  normal  concept  of  its  meaning — that  sexual 
desire  is  normal  and  that  trouble  can  follow  mis- 
conception due  to  lack  of  knowledge  on  the 
subject. 

It  has  been  said  that  it  is  hell  to  be  a pioneer. 
The  early  obstetrician  was  looked  down  upon  as 
a rather  odd  person  and  sneeringly  referred  to 
as  a male  mid-wife.  Until  recently  any  doctor 
who  showed  any  interest  in  sexual  disorders  or 
their  correction  also  was  apt  to  be  considered 
odd.  He  was  sure  to  be  talked  about  and  by 
many  considered  an  abnormal  if  not  actually  a 
psychopathic  case  himself.  Knowing  that,  many 
dotors  feared  to  show  any  interest  in  this  sub- 
jet, to  say  nothing  of  the  fact,  that  such  history 
taking  is  time  consuming  and  one  could  make 
more  money  painting  tonsils  or  far  worse  (and 
for  more  money)  removing  necessary  organs 
from  unsuspecting  females  for  imaginary  dis- 
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eases.  While  practice  of  this  branch  of  gynecol- 
ogy will  alienate  certain  individuals,  anyone 
showing  an  intelligent  interest  and  ability  to 
treat  sexual  disorders  will  soon  find  that  he 
has  more  patients  seeking  his  help  than  he  has 
time  to  devote  to  them.  It  is  our  duty  to  treat 
these  cases  and  not  to  rudely  turn  them  down 
when  they  bring  up  the  question  of  sex,  there- 
by driving  them  to  the  quacks. 

With  the  advent  of  scientific  improvements  in 
physical  medicine  unquestionably  more  lives  are 
saved  today,  but  what  of  the  accepted  fifty  per 
cent  or  more  patients  seeking  help  who  are  not 
suffering  primarily  from  physical  ailments  re- 
gardless of  the  type  of  their  complaints?  If  we 
are  to  fulfill  our  duties  as  physicians,  we  must 
learn  to  recognize  both  physical  and  emotional 
types  of  disease  and  be  able  to  treat  both  classes 
before  we  can  point  with  pride  to  our  record  of 
service  to  the  community.  We  cannot  afford  to 
shirk  our  responsibilities. 

The  ill  repute  which  the  entire  subject  of  sex 
has  acquired  stems  from  a psychological  crime 
which  is  perpetrated  on  us  all  as  children,  espe- 
cially girls,  in  the  form  of  a fear  complex  con- 
cerning sex,  instituted  early.  Girls  are  taught 
that  their  delicate  female  parts  must  not  be 
touched,  often  carried  to  the  extent  that  it  is 
evident  that  they  are  neglected  in  bathing;  later 
this  is  added  to  by  the  advertisements  featuring 
“feminine  hygiene.”  Fear  is  arounsed  concern- 
ing menstruation,  often  referred  to  as  the 
“curse”.  Fear  of  the  predatory  male  is  stressed, 
and  as  a correlary,  fear  of  the  terrible  pain  that 
will  accompany  the  first  sexual  intercourse,  this 
leading  to  an  actual  fear  of  marriage  itself  as 
this  act  will  be  an  obnoxious  wifely  duty.  Many 
acquire  a dread  of  pregnancy  and  of  childbirth. 
Often  parents  considered  it  their  duty  to  instill 
a deep  feeling  of  shame  and  guilt  in  their  chil- 
dren if  any  sexual  feeling  was  experienced  and 
the  belief  that  it  must  lie  stamped  out  at  all 
cost,  as  everything  connected  with  sex  was  nasty. 
For  the  above  reasons,  until  recently,  few  women 
were  willing  to  admit  even  to  other  women  that 
they  were  so  low  as  to  have  sexual  feeling,  and 
strove  valiently  to  eradicate  it,  fearing  that  they 
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would  be  considered  over-sexed  even  when  not 
nearly  normal.  From  histories,  this  being  consid- 
ered over-sexed  must  be  a direct  calamity  on  a 
par  with  being  a lost  soul.  A young  women  ad- 
mitted she  had  sexual  feeling  and  feared  that 
her  husband  would  find  it  out  and  consider  her  a 
bad  woman,  this  being  an  apt  commentary  on 
our  so-called  civilization  and  modern  education. 
We  can  hardly  conceive  of  a better  plan  to  wreck 
a growing  girl  than  the  outline  above.  To  her 
there  is  not  a single  function  of  the  female  or- 
ganism that  is  lookked  upon  as  a normal  thing. 
She  is  kept  in  ignorance  if  possible,  or  directly  or 
indirectly  fed  a lot  of  misinformation  building- 
up  a dread  of  each  and  every  function  that  her 
body  was  intended  to  perform.  Since  this  seems 
to  be  the  accepted  procedure  all  over  this  coun- 
try, why  should  we  be  surprised  that  a large 
percentage  of  our  female  population  suffer  from 
defense  neuroses  associated  with  all,  of  what 
should  be.  their  normal  functions? 

Self  preservation  is  a deeply  rooted  instinct. 
Along  with  it  nature  has  provided  for  racial 
preservation  in  the  form  of  strong  sexual  feeling- 
in  the  higher  animals,  including  the  human  an- 
imal. This  feeling  exists  long  before  sexual  ma- 
turity or  ability  to  reproduce  develops.  It  is 
present  in  very  young  children,  but  its  suppres- 
sion is  instilled  into  the  young  at  a very  early 
age  also.  Many  girls,  if  not  most,  have  estab- 
lished a habit  pattern  of  suppression  by  six  to 
eight  years  of  age  and  it  becomes  more  firmly 
fixed  as  they  grow  older.  Because  of  economic 
factors  the  average  age  of  marriage  has  been  go- 
ing up,  resulting  in  more  years  in  which  to  es- 
tablish the  habit  of  suppression  until  it  becomes 
practically  automatic,  or  they  begin  to  feel  that 
time  is  fleeting  and  drift  into  extra-marital  re- 
lations. Habit  patterns  developed  over  a fairly 
long  period  of  time  are  not  going  to  change  sud- 
denly because  the  individual  marries  on  a cer- 
tain date.  Under  these  circumstances  it  is  re- 
markable that  most  marriages  turn  out  as  well 
as  they  do,  and  that  is  only  because  the  physical 
urge  being  naturally  strong  is  hard  to  kill  out 
entirely  in  spite  of  strong  suppression  and  men- 
tal repudiation. 

In  cases  of  so-called  frigidity,  a careful  his- 
tory will  practically  always  uncover  something 
that  the  patient  as  a child  had  seen  or  heard  or 
had  happened  to  her  which  had  made  a very 
deep  and  lasting  impression ; something  that 
they  will  finally  tell  you  they  have  never  men- 


tioned to  anyone  before,  and  have  tried  to  for- 
get. Regardless  of  how  important  the  event 
may  appear,  what  counts  is  the  impression  made 
on  the  patient  or  her  reaction  to  it  over  a period 
of  time,  and  you  cannot  help  being  surprised  by 
the  bizarre  things  that,  do  happen  to  children, 
and  I wish  to  repeat  that  most  of  these  troubles 
start  at  an  early  age.  No  one  can  deny  that  some 
girls  are  not  so  affected,  but  in  general  girls  are 
more  impressionable  or  susceptible  to  sugges- 
tion than  boys  if  only  on  account  of  increased 
restrictions  in  their  upbringng. 

Over  the  centuries  that  midwives  attended  all 
deliveries,  few  contributions  to  knowledge  on 
the  subject  are  recorded  by  them  or  improve- 
ments that  they  developed  in  their  technique. 
The  same  old  beliefs,  misconceptions,  and  mis- 
information was  passed  on  from  mother  to  daugh- 
ter as  a sort  of  ritual.  That  applies  to  the  sub- 
ject of  sex  today.  The  physiological  fact  that 
a woman  can  bear  a child  does  not  make  her  a 
good  mother,  despite  the  fallacious  saying, 
“Mother  knows  best.”  Until  recently  we,  as 
doctors,  have  been  guilty  of  the  same  practice 
concerning  sex,  as  if  it  were  beneath  us  to  pay 
attention  to  one  of  the  important  physiological 
functions  of  the  body.  We,  too,  have  feared  the 
great  taboo  in  spite  of  claims  to  scientific  knowl- 
edge. We  at  least  should  realize  that  taboos 
were  made  to  enforce  rules  on  the  ignorant,  rules 
often  stemming  from  ignorance  themselves  or 
from  misconceptions  passed  on  from  one  genera- 
tion to  the  next — that  we  have  been  taught  to  ac- 
cept as  facts  without  careful  examination.  I 
would  like  to  explode  some  of  these  fallacies, 
such  as  the  belief  that  sexual  feeling  in  the  fe- 
male depends  on  ovarian  function.  Any  doctor 
who  stops  to  think  will  realize  that  children  have 
sexual  feeling  and  experience  orgasms  long  be- 
fore the  ovary  matures  or  functions.  What  is 
not.  as  well  known  is  that  it  continues  long  after 
the  ovary  has  ceased  to  function  normally  and 
also  after  castration  by  x-ray,  radium  or  surgery. 
In  fact,  possibly  due  to  increased  pituitary  ac- 
tion seeking  to  stimulate  a failing  or  non-existing 
ovary  to  function,  there  is  often  a marked  in- 
crease in  sexual  feeling.  Many  women  believe 
that  sexual  desire  decreases  or  ends  with  the 
‘ ‘ change  of  life  ’ ’ and  when  instead,  they  find  an 
increase,  they  are  ashamed  and  seek  to  stop  it 
and  often  succeed,  but  at  the  expense  of  a lot 
of  tension  and  nervousness.  You  can  easily  check 
up  on  this  being  a frequent  cause  of  the  nervous- 
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ness  at  this  time.  Estrogens  are  often  suggested 
to  increase  sexual  feeling  especially  in  the  cas- 
trate, but  this  effect  is  possibly  obtained  in  a 
negative  way  on  their  withdrawal.  Estrogens 
may  slow  down  the  pituitary,  especially  in  larg- 
er doses,  and  if  continued,  may  markedly  de- 
crease sexual  desire.  That  may  be  why  it  often 
helps  women  during  the  menopause,  and  clin- 
ically it  has  proved  to  be  a very  effective  treat- 
ment for  the  very  occasional  case  that  actually 
has  too  much  sexual  feeling. 

It  is  both  physically  possible  and  normal  for 
a child,  a woman,  or  an  old  woman  to  have  sex- 
ual feeling  and  exjierienee  orgasms  whether  they 
have  functioning  ovaries  or  not,  and  those  who 
do  not  you  will  find  frequently  have  been  as- 
sured by  kind  friends,  nurses  or  doctors,  that 
they  will  not  be  normal.  Many  can  and  do  re- 
turn to  normal  if  you  can  convince  them  that 
this  belief  is  not  necessarily  a fact,  and  to  have 
them  talk  to  other  women  in  the  same  physical 
condition  who  are  normal  sexually  is  a big  help. 
Another  widely  accepted  fallacy  is  that  men 
have  more  sexual  desire  than  women  and  to  a 
greater  age.  Because  men  are  often  more  limited 
in  their  physical  ability  to  have  sexual  inter- 
course, nature  appears  to  have  provided  that  the 
female  be  receptive  at  practically  any  time, 
sexual  feeling  being  strong  or  often  strongest 
even  during  menstruation,  although  custom  de- 
crees that  they  abstain  at  that  time.  A normal 
woman  often  has  sexual  feeling  more  frequently 
than  a normal  man  and  also  reaches  more  or- 
gasms, which  leads  to  suppression  in  many  wives. 
The  old  idea  that  all  women  require  a long 
time  for  sexual  feeling  to  build  up  and  to  reach 
a climax  is  not  physically  true,  although  too 
often  that  is  the  condition  as  revealed  in  the 
history  and  the  claim  that  the  husband  thinks 
only  of  himself  and  is  too  fast.  Check  carefully 
on  this  time  element  and  you  will  meet  with 
some  surprises  as  to  what  is  considered  too  fast, 
'file  answer  is  frequently  found  in  a habit  pat- 
tern of  suppression  over  a long  time  resulting  in 
an  inability  to  have  an  orgasm  until  this  inhibi- 
tion has  been  overcome  by  prolonged  stimula- 
tion, and  then  the  victim  is  exhausted,  instead 
of  relaxed,  and  develops  a marked  distaste  for 
what  should  be  a normal  function,  often  fol- 
lowed by  a dislike  of  the  husband  to  whom  she 
attributes  all  of  her  troubles.  Most  of  these 
same  women  can  become  perfectly  normal  if 
they  want  to.  This  means  that  they  must  be 


willing  to  change  the  habits  that  they  have  es- 
tablished over  many  years  and  realize  that  they 
cannot  suppress  sexual  feeling  whenever  they 
are  conscious  of  it  and  then  expect  to  be  normal 
on  intercourse.  It  is  not  like  a water  tap  to  be 
turned  on  at  will,  and  when  turned  off  must  not 
even  drip.  They  must  learn  to  accept  it  as  a 
perfectly  normal  feeling  and  not  something  to 
be  ashamed  of,  but  as  evidence  that  their  glands 
are  functioning  and  that  they  are  therefore 
healthy  people.  This  brings  us  to  another  contro- 
versial point.  What  is  normal? 

Without  suppression  many  women  experience 
sexual  feeling  in  greater  or  less  degree  almost 
daily.  It  appears  that  it  should  normally  be 
strong  enough  to  go  to  an  orgasm  from  one  to 
three  times  a week  either  awake  or  asleep  without 
stimulation  if  it  is  just  let  alone,  this  being  fol- 
lowed by  a feeling  of  relaxation  and  well  being. 
On  sexual  intercourse  a normal  woman  can  reach 
a climax  in  thirty  to  sixty  seconds  and  continue 
to  experience  repeated  orgasms  as  long  as  the 
partner  lasts,  and  many  of  them  do,  and  while 
they  take  an  active  part  in  this  act,  they  are  not 
exhausted,  but  relaxed.  A patient  who  has  been 
maladjusted  sexually  and  has  improved  to  the 
point  that  she  reaches  an  orgasm  about  half  of 
the  time  and  after  effort,  will  often  be  satisfied 
with  this  improvement  as  it  is  so  much  better 
than  it  was,  but  this  must  not  be  accepted  as 
satisfactory,  any  more  than  having  a bowel 
movement  part  of  the  time  would  be  considered 
normal.  This  does  not  leave  any  margin  of  safety 
as  to  falling  back  into  the  old  habit  of  suppres- 
sion is  concerned,  and  does  not  leave  a safety 
factor  as  to  the  normal  function  of  her  endo- 
crine glands.  I believe  that  it  is  now  accepted 
as  proved  that  the  function  of  our  endocrine 
glands  is  materially  affected,  through  the  sym- 
pathetic nervous  system,  by  our  mental  process- 
es. If  this  be  so,  you  can  readily  see  why  this 
subject  is  entitled  to  a great  deal  more  attention 
than  it  lias  been  receiving. 

Women,  although  referred  to  through  cus- 
tom and  legally  as  the  weaker  sex,  are  possibly 
as  tough,  as  resistant  to  infection,  hemorrhage, 
shock  and  operative  procedures  as  men  and 
are  prone  to  live  as  long  in  spite  of  bearing  chil- 
dren and  in  spite  of  the  multitude  of  complaints, 
the  source  of  which  is  attributed  to  the  female 
pelvis.  It  is  now  admitted  that  a large  percent- 
age of  these  symptoms  are  functional  and  that 
frequently  it  is  not  possible  to  find  any  physi- 
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cal  or  pathological  changes  to  account  for  them. 
We  repeat  that  women  are  more  susceptible  to 
suggestion,  rituals  and  accepting  old  beliefs ; 
as  well  as  a herd  instinct  that  makes  them  fear 
being  different  from  the  accepted  ideas  con- 
cerning their  sex.  This  naturally  leads  to  a mark- 
ed conflict  between  what  should  be  their  normal 
physical  reactions  and  the  pattern  their  beliefs 
have  taught  them  they  should  follow.  The  more 
abnormal  the  pattern  and  the  closer  it  is  fol- 
lowed the  more  abnormal  the  individual  will  be- 
come, because  of  living  under  tension  which  is 
extreme  at  times.  Tension  and  mental  conflict 
from  this  cause,  just  as  from  any  other  cause,  is 
followed  by  a variety  of  physical  manifestations 
and  often  an  endocrine  dysfunction  through  the 
sympathetic  nervous  system. 

Pelvic  pain.  How  often  seen  with  no  valid 
physical  defect  found  to  account  for  it.  A truly 
surprising  number  of  these  cases  are  cured  by 
simply  supplying  a few  facts  to  replace  erroneous 
beliefs  and  thereby  replacing  mental  strife  with 
mental  adjustment.  Many  cases  of  painful,  as 
well  as  some  cases  of  irregular  menstruation 
fall  in  this  group  and  are  also  amenable  to  cure 
in  the  same  way.  Stomach  troubles,  spastic  bow- 
els and  constipation,  cold  hands  and  feet,  some 
cases  of  cervitis  and  a multitude  of  sypmtoms 
may  also  arise  in  anyone  living  under  tension. 
In  fact,  a long  list  of  symptoms  should  at  once 
put  you  on  guard  as  to  a possible  psycho- 
neurotic  cause  for  them.  Pain  on  intercourse 
without  physical  findings  to  account  for  it  is 
almost  always  a defense  neurosis,  sometimes  due 
to  the  idea  that  anything  connected  with  sex 
is  vile  and  often  resulting  in  a disgust  for  the 
husband,  or  caused  by  him  if  he  drinks  or  is 
suspected  of  being  unfaithful. 

In  this  day  and  time  there  are  some  very  prac- 
tical conditions  to  be  considered  which  become 
factors  in  sexual  maladjustments  such  as  fear  of 
pregnancy  which  prevents  a normal  participa- 
tion on  intercourse  and  a normal  reaction  to 
it,  so  pain  on  intercourse  becomes  a good  out. 
This  fear  of  pregnancy  is  often  due  to  economic 
factors  which  also  play  a part  in  many  other 
ways,  a few  of  which  follow,  but  you  can  add 
many  more.  As  mentioned,  the  later  age  at 
which  girls  marry  with  more  years  of  suppres- 
sion as  well  as  environment  after  marriage  espe- 
cially since  the  war,  with  housing  shortage, 
crowded  living  conditions  with  in-laws  or  others 
and  not  able  to  leave  if  friction  develops.  Even 


without  friction  there  is  often  a shortage  of  bath 
rooms  or  their  inaccesibility,  or  obvious  use  of 
the  bath  room  often  embarrassing  especially  to 
the  newly  wed.  We  might  add,  thin  partitions, 
squeaky  beds,  children  old  enough  to  observe  or 
to  get  up  at  night,  especially  if  they  have  to  pass 
through  the  bedroom,  or  if  the  husband  works  a 
night  shift  and  is  only  at  home  during  the  day. 
These  are  but  a few  of  the  economic  factors  that 
play  a part  in  adversely  affecting  the  chances 
of  a normal  sexual  life,  often  preventing  strong 
sexual  desire  from  reaching  an  orgasm  and  re- 
sulting in  tension  and  frustration. 

It  should  be  apparent  that  living  under  ten- 
sion, with  overaction  of  the  sympathetics  and 
possible  glandular  dysfunction  acting  over  a 
period  of  time  may  often  result  in  some  definite 
physical  change.  These  physical  lesions,  as  in 
the  case  of  peptic  ulcers,  will  require  treatment 
by  physical  measures,  and  that  is  why  a careful 
and  thorough  physical  examination  of  the  pa- 
tient from  head  to  foot  is  essential.  I wish  to 
stress  the  point  that  our  duty  does  not  end  with 
these  physical  measures  as  they  do  not  remove 
the  cause  of  troubles,  so  like  the  ulcer  the  symp- 
toms or  physical  ailments  will  and  do  recur  un- 
less we  learn,  and  by  teaching,  remove  the  psy- 
chologic cause  for  the  physical  manifestations 
for  which  the  patient  sought  relief.  To  mention 
a few  more  of  the  host  of  complaints  we  might 
add  insomnia,  nervousness  and  headaches,  loss 
of  appetite  and  as  a contrast,  overweight  due  to 
food,  especially  sweets,  used  as  a substitute  for 
a failure  to  gratify  other  desires. 

Glanduler  extracts  even  when  properly  given, 
often  fail  to  produce  the  expected  results  in 
suppressed  individuals  . It  would  appear  that 
their  effect  if  nullified  through  suppression  in 
the  same  way  that  the  individual’s  own  secretion 
seems  to  be.  Without  parenteral  therapy  then- 
own  endocrine  systems  often  prove  themselves 
capable  of  functioning  normally  if  given  a 
chance,  just  as  a normal  arm  will  lose  its  ability 
to  function  if  not  allowed  to  function,  and  will 
regain  this  ability  if  allowed  to  perform  its  no- 
mal  function  again. 

I have  often  been  asked  about  masturbation. 
It,  or  a similar  practice  seems  to  be  fairly  fre- 
quent in  many  animals  including  mankind,  and 
is  not  followed  by  the  dire  result  attributed  to 
it  by  old  beliefs.  Surprisingly  it  was  found  that 
not  infrequently  it  was  resorted  to  by  markedly 
suppressed  individuals.  The  explanation  of  this 
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paradox  was  that  through  attempt  to  suppress 
a normal  sexual  desire  a terrific  tension  and  ner- 
vousness built  up  so  these  individuals  were  un- 
able to  relax,  sleep  or  rest  until  through  friction 
of  some  kind  they  forced  an  orgasm  to  get  relief, 
unfortunately  adding  a feeling  of  guilt  and 
shame  which  further  increased  their  suppression 
and  the  tension.  Against  its  indulgence  are  first, 
that  it  is  not  necessary.  The  normal  individual 
without  suppression  experiences  an  orgasm, 
either  awake  or  asleep  whenever  the  amount  of 
endocrine  secretion  reaches  her  individual  thresh- 
old, and  without  rcourse  to  any  added  stimula- 
tion by  physical  means.  This  is  definitely  na- 
ture’s safety  valve,  and  if  not  tampered  with, 
functions  well  to  keep  the  individual  both 
healthy  and  happy  even  if  she  never  has  inter- 
course, and  particularly  applies  to  wives  whose 
husbands  are  away,  such  as  the  millions  during 
the  first  and  second  world  wars.  Second,  if 
masturbation  is  indulged  in  over  a long  period 
of  time,  a habit  is  established  that  may  make  it 
difficult  for  them  to  obtain  normal  or  equal 
satisfaction  on  intercourse  if  or  when  they  mar- 
ry. Masturbation  may  be  started  in  children  by 
sources  of  irritation  about  the  genitalia,  which 
should  be  sought  for  and  removed,  especially 
adhesions  about  the  clitoris  with  trapped  smeg- 
ma. Examination  of  the  clitoris  should  be  a part 
of  every  pelvic  examination  and  seems  to  be 
neglected.  On  account  of  lack  of'  attention,  prob- 
ably over  fifty  per  cent  of  adults  will  be  found 
to  have  these  adhesions,  the  clitoris  being  often 
practically  buried.  Freeing  these  adhesions  so 
the  clitoris  can  erect  properly  often  results  in  a 
normal  response  on  intercourse  where  marital 
relations  were  not  satisfactory,  before. 

It  should  be  evident  that  more  knowledge  on 
the  subject  of  sex,  both  as.  to  what  is  normal 
and  the  results  of  being  abnormal,  is  very  neees- 
i ary  to  the  general  practitioner,  and  especially 
to  the  gynecologist.  The  taboo  should  be  re- 
moved and  the  subject  approached  and  treated 
like  any  other  function  of  the  body  or  mind.  Our 
better  people  are  apt  to  suffer  most  from  these 
old  misconceptions,  trying  hardest  to  conform 
to  what  they  have  been  taught  is  right,  but  they 
are  not  mental  cases,  only  a cross  section  of  our 
female  population  as  represented  by  the  patients 
you  see  in  your  office.  They  need  not  be  referred 


to  a psychiatrist  as  the  gynecologist  should  be 
equipped  with  the  knowledge  and  patience  to 
treat  them  if  he  claims  to  specialize  in  treating 
the  diseases  of  women. 

I do  not  know  much  about  sexual  perversion 
or  perverts  so  do  not  feel  qualified  to  treat  them. 
My  impression  is  that  they  are  usually  psycho- 
pathic individuals  and  definitely  should  be  in 
the  hands  of  a well  trained  psychiatrist. 

Too  often  women  seeking  help  for  deficient 
sexual  feeling  have  been  told  to  get  a man  or 
another  man  as  the  case  may  be.  This  as  a thera- 
peutic measure  should  be  heartily  condemned; 
not  from  a moral  point  of  view  alone,  as  morals 
per  se  have  nothing  to  do  with  the  case,  but  be- 
cause it  is  rarely  successful  and  often  adds  the 
burden  of  a guilty  conscience  to  the  victim’s 
troubles  even  if  they  escape  pregnancy  or  a 
venereal  disease,  and  following  this  advice  often 
makes  them  worse  and  harder  to  cure.  It  is  not 
that  simple,  but  more  knowledge  and  tact,  with 
some  sympathy  and  interest  in  their  very  real 
troubles,  and  patience  to  teach  them  facts  will 
go  a long  way  in  curing  them  and  you  will  have 
many  very  grateful  patients.  While  sexual  in- 
tercourse is  the  normal  outlet  for  sexual  feeling, 
it  is  not  in  itself  the  answer.  A suppressed  indi- 
vidual may  have  intercourse  regularly  and  still 
be  a wreck,  and  as  mentioned,  an  individual  may 
never  have  intercourse  and  still  remain  healthy 
and  happy,  if  the  safety  valve  functions  and 
she  does  not  build  up  tension. 

I would  like  to  see  more  articles  on  this  ne- 
glected subject  and  would  particularly  like  to 
know  if  these  observations  are  substantiated  br- 
others. 

Many  lay  magazines  are  publishing  articles 
on  the  various  phases  of  sex  and  marriage  and 
patients  are  quite  interested  and  want  to  learn 
more  and  are  beginning  to  demand  more  knowl- 
edge. 

It  is  evident  I hope  that  this  subject  cannot 
be  covered  adequately  in  the  time  alloted,  but 
as  I am  not  trying  to  prove  anything,  I will  be 
well  satisfied  if  it  attracts  some  attention  to  an 
important  if  overlooked  branch  of  medicine  and 
may  stimulate  a few  to  seek  more  knowledge  than 
is  to  lie  found  in  this  paper,  which  only  records 
some  of  the  observations  of  one  man  over  a 
period  of  time. 
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/^\F  all  the  factors  that  influence  health, 
probably  none  is  more  important  than  the 
climatic  environment.  For  the  state  of  the  at- 
mosphere plays  a major  role  in  the  control  of 
our  sense  of  well  being,  through  its  influences 
we  are  gay  or  sad,  ill  or  well.  The  important 
atmospheric  physical  factors  are  barometric 
pressure,  temperature,  humidity,  air  currents, 
and  ion  content  of  the  air.  These,  in  turn,  are 
infuenced  by  the  seasons : spring,  summer,  fall, 
and  winter.  It  has  not  been  clearly  proven 
which  one  of  these  factors,  or  combination  of 
factors,  influence  man  most  since  the  literature 
is  somewhat  conflicting.  Nor  has  much  experi- 
mental work  been  done  in  this  respect.  However, 
the  influence  of  climatic  factors  on  rheumatic 
fever  is  well  recognized,  but  the  relationship  of 
climate  and  rheumatoid  arthritis  is  not  under- 
stood9. The  purpose  of  this  paper  is  merely  an 
attempt  to  shed  some  light  on  the  relationship, 
but  not  to  explain  it  fully. 

It  has  been  practically  impossible  to  deter- 
mine the  prevalence  of  rheumatoid  arthritis 
with  accuracy  in  any  given  locality,  much  less 
a comparison  of  prevalence  between  localities. 
However,  it  is  commonly  thought  that  the  High- 
est incidence  is  in  temperate  zones7 ; in  damp, 
cold  areas  where  there  is  a high  frequency  of 
cyclonic  change,  storminess,  variation  of  tem- 
perature and  barometric  pressure10.  Yet,  rheu- 
matoid arthritis  does  occur  among  the  inhabi- 
tants of  the  Southwest1  where  the  climatic  fac- 
tors are  not  as  variable  as  in  the  temperate  zone. 
It  has  been  suggested  that  there  is  a relationship 
between  the  onset  and  exacerbation  of  rheuma- 
toid arthritis  and  climatic  upheavals  such  as 
changes  in  the  weather  are  likely  to  find  reflec- 
tion in  any  region  or  the  body  that  is  inadequate 
in  adjusting  itself.  This  adjustment  may  ex- 
press itself  in  change  of  function  or  actual  le- 
sions in  the  various  organs  of  the  body2.  Indi- 
viduals with  low  resistance  and  a faulty  adap- 
tive mechanism  to  the  daily  and  seasonal  varia- 
tions of  most  temperate  zones  are  more  likely 
to  exhibit  physical  disease  such  as  rheumatoid 
arthritis  than  those  individuals  of  similar  body 


type  who  live  in  the  monotonous,  less-stimulat- 
ing climate  of  the  Southwest.  For  these  reasons 
it  is  logical  to  expect  patients  who  are  suscept- 
able  to  climatic  variations  to  improve  in  a calm, 
dry  and  warm  environment  because  the  stress 
on  the  body  caused  by  the  invigorating  and  stim- 
ulating changes  of  the  atmosphere  and  tempera- 
ture is  not  as  great  in  the  tropical  and  subtrop- 
ical zones  where  the  need  for  adaption  is  less8. 
Empirically,  these  observations  are  assumed  to 
be  true,  but,  as  yet,  statistics  for  proof  are 
lacking. 

There  are  two  well  established  observations  in 
the  relationship  of  rheumatoid  arthritis  and  cli- 
mate5. The  first  is  that  the  disease  rarely  occurs 
in  the  tropic  zones ; the  second,  the  incidence  of 
the  disease  diminishes  as  one  goes  south.  How- 
ever, once  the  disease  is  established  the  effect  of 
climate  is  not  clearly  understood.  Although  no 
satisfactorily  controlled  experiments  have  been 
made,  it  is  agreed  that  rheumatoid  arthritis  pa- 
tients should  avoid  northern  winters. 

The  atmospheric  changes  caused  by  a storm 
usually  follow  a definite  pattern8.  Storms  are 
preceded  by  a low  pressure  center  and  increas- 
ing temperature  followed  by  a rise  in  pressure 
and  a fall  in  temperature  producing  clear,  cool 
weather.  These  are  the  weather  periods  which 
disturb  the  body  functions  of  man.  During  the 
fall  of  the  outside  barometric  pressure  the  body 
tissues  tend  to  take  up  water  and  swell  and 
eliminate  it  after  the  storm  center  lias  passed. 
In  an  already  diseased  synovial  membrane  it  is 
easy  to  understand  the  severe  reaction  on  this 
part  of  the  body,  for  a pathological  synovial 
membrane  such  as  is  found  in  rheumatoid  ar- 
thritis is  unable  to  compensate  adequately  for 
these  sudden  changes  in  weather.  The  swelling 
of  the  affected  tissues  just  preceding  a storm 
and  during  the  low  pressure  period  is  frequently 
intense  causing  pain  and,  at  times,  hydroarthro- 
sis. Usually,  the  arthritic  experiences  consider- 
able relief  during  the  high  pressure  and  cool 
periods  following  the  storm. 

True,  there  are  some  arthritics  who  are  not 
influenced  by  climatic  changes,  but  the  major- 
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Case 

number 

Age 

and  sex 

Duration 

of 

disease 

Length  of 
time  in 
Arizona 

Previous  Treatment 

Results 

Remarks 

20950 

39— F 

8 years 
Ohio 

8 mos. 

Streptocuccus  serum,  col- 
loidal sulfur,  fever  ther- 
apy— did  not  help. 

Gold  therapy — some  help. 

Moderate  improvement, 
with  less  pain,  stiffness 
and  swelling. 

This  is  a case  of  moderately  ad- 
vanced rheumatoid  arthritis  of  the 
extremities  with  definite  climatic 
relationship. 

11931 

51— M 

10  years 
Illinois 

4 years 

Mineral  baths  and  mas- 
sage— condition  worse. 
Gold  therapy — very  slight 
improvement. 

Slight  improvement.  Less 
pain  and  stiffness.  Pa- 
tient feels  stronger  with 
less  swelling,  gets  around 
afternoons. 

This  is  a case  of  far  advanced 
rheumatoid  arthritis,  the  patient 
could  not  walk  or  feed  self,  but 
now  can  do  both  very  well.  There 
is  a definite  climatic  relationship. 

19630 

38— M 

3 years 

2 years 

Markedly  improved,  gain 
in  strength  and  weight. 
Less  pain  and  stiffness. 

This  is  a case  of  Marie  Strumpell's 
disease  with  hip  and  shoulder  in- 
volvement. Patient  always  feels 
worse  during  stormy  weather. 

16597 

36— F 

16  years 
Michigan 

2 years 

Markedly  improved,  less 
back  pain  and  stiffness. 
Feels  stronger,  gain  in 
weight,  works  as  gard- 
ner. 

This  is  a case  of  Marie  Strumpell's 
disease  with  severe  kyphosis.  Pa- 
tient is  much  worse  during  stormy 
weather.  There  is  very  little  pain 
at  the  present  time. 

19148 

33— M 

10  years 
Minn. 

3 mos. 

Heat,  lamp,  massage, 
brace,  chiropractic  treat- 
ments— condition  worse. 
Prostigmine  — did  not 
help. 

Slight  improvement  with 
slightly  less  stiffness  and 
pain  in  the  neck. 

Another  case  of  Marie  Strumpell’s 
disease  of  moderate  severity.  Pa- 
tient is  worse  during  damp,  cool 
weather. 

18961 

39— M 

14  years 
Minn. 

6 mos. 

Vaccine,  typhoid,  colloi- 
dal sulfur,  deep  heat, 
ertron.  nicotinic  acid — 
did  not  help. 

No  improvement. 

Another  case  of  Marie  Strumpell’s 
disease  of  marked  severity  with 
definite  aggravation  during  damp, 
cool  weather,  but  no  improvement 
has  been  noticed  since  moving  to 
Arizona. 

19838 

48— M 

7 years 

1 year 

None. 

Moderate  improvement 
for  10  months. 

A case  of  moderately  advanced 
rheumatoid  arthritis  of  the  ex- 
tremities. There  is  definite  aggra- 
vation by  changes  in  the  weather. 

20159 

45— M 

5 years 
Penn. 

l‘/2  yrs. 

Physiotherapy,  peri-arte- 
rial sympathectomy  of 
legs.  There  was  no  re- 
lief. Gold  therapy  — 
silght  improvement. 

Slight  improvement.  For 
a while  the  patient  no- 
ticed less  pain  and  stiff- 
ness. He  has  been  able 
to  get  about  better. 

This  is  a case  of  far  advanced 
spondylitis  with  kyphosis,  and  mod- 
erately advanced  rheumatoid  ar- 
thritis of  the  extremities.  There 
is  definite  aggravation  with  weath- 
er changes. 

19510 

34 — F 

5 years 
Penn. 

1 year 

Chiropractic  treatments 
with  no  relief. 

Worse.  There  was  grad- 
ual increase  in  swelling, 
stiffness  and  pain. 

This  is  a case  of  moderately  ad- 
vanced rheumatoid  arthritis  of  the 
extremities.  There  is  no  weather 
relationship. 

21056 

28— F 

6 years 
Wash. 

5 years 

Sulfur,  ertron  and  nico- 
tinic acid  with  no  relief. 

Moderate  improvement. 
Less  pain,  swelling  and 
stiffness. 

This  is  a case  of  early  advanced 
rheumatoid  arthritis  of  the  extremi- 
ties. There  is  definite  weather  re- 
lationship. 

18230 

60— M 

2 years 

1 year 

Physiotherapy  and  as- 
pirin with  temporary 
relief. 

Marked  improvement. 
Much  less  pain,  stiffness 
and  swelling. 

This  is  a moderately  advanced  case 
of  rheumatoid  arthritis  of  the  ex- 
tremities. There  is  definite  weath- 
er relationship. 

16566 

23— F 

4 years 

2 years 

Rest  and  gold  therapy 
with  no  marked  relief. 

Marked  improvement. 
Much  less  pain,  swelling 
and  stiffness. 

This  is  a case  of  moderately  ad- 
vanced rheumatoid  arthritis  of  the 
extremities  with  definite  weather 
relationship.  There  was  marked  re- 
lief during  pregnancy. 

21406 

51— F 

7 mos. 

2 mos. 

Gold  thel'apy,  physio- 
therapy and  penicillin — 
not  much  relief. 

Marked  improvement. 
Less  pain,  stiffness  and 
swelling. 

This  is  a case  of  moderately  ad- 
vanced rheumatoid  arthritis  of  the 
extremities  with  definite  weather 
relationship. 

21701 

56— F 

14  years 

3 years 

Physiotherapy  and  ty- 
phoid vaccine — no  relief. 

Moderate  improvement. 
Less  pain  and  stiffness. 

This  is  a case  of  moderately  ad- 
vanced rheumatoid  arthritis  of  the 
extremities  with  definite  weather 
relationship. 

15465 

29— M 

13  years 

2 years 

Physiotherapy,  ertron, 

heat — no  relief. 

Worse. 

This  is  a case  of  Marie  Strumpell’s 
disease.  There  is  a steady  progres- 
sion of  symptoms,  but  with  less 
severity. 

21291 

49— F 

10  years 

4 years 

Gold  therapy  and  heat 
therapy — slight  improve- 
ment. 

Marked  improvement. 
Less  pain1  and  stiffness. 

This  is  a case  of  moderately  ad- 
vanced rheumatoid  arthritis  with 
definite  weather  relationship. 

22222 

26— F 

4 years 

2 ‘/a  yrs. 

None. 

Marked  improvement. 
Less  stiffness,  pain  and 
swelling. 

This  is  a case  of  moderately  far  ad- 
vanced rheumatoid  arthritis  of  the 
extremities  with  definite  relation- 
ship to  stormy  weather. 

15158 

30— M 

5 years 

2V2  yrs. 

None  in  particular. 

Marked  improvement. 
Less  pain,  swelling  and 
stiffness. 

This  is  a case  of  moderately  far 
advanced  rheumatoid  arthritis  of 
the  extremities.  Symptoms  notice- 
able only  during  stormy  weather. 

21634 

42— M 

9Vfe  yrs. 

4 mos. 

Snake  venom,  typhoid 
vaccine,  sulfur  therapy, 
ertron,  penicillin  and 
physiotherapy  — with  no 
relief.  Some  relief  after 
x-ray  to  the  back. 

Slight  improvement  at 
first,  but  later  condition 
much  worse. 

This  is  a case  of  far  advanced 
rheumatoid  arthritis  of  the  extrem- 
ities. Cannot  establish  a definite 
relationship  with  weather  changes. 

22245 

58— F 

6 years 

1 year 

Physiotherapy  — slight 
relief. 

Marked  improvement. 
Less  stiffness,  swelling 
and  pain. 

This  is  a case  of  moderately  ad- 
vanced rheumatoid  arthritis  of  the 
extremities  with  definite  weather 
relationship. 

11793 

31— F 

3 years 

Gold  therapy  — some  re- 
lief. 

Slight  improvement.  Less 
pain  and  stiffness. 

This  is  a case  of  moderately  ad- 
vanced rheumatoid  arthritis  of  the 
extremities.  There  is  some  weath- 
er relationship. 
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Remarks 

18837 

29— M 

10  years 

1 year 

None  in  particular. 

Slight  improvement 

Some  decrease  in  stiff- 
ness and  pain. 

This  is  a case  of  moderately  far 
advanced  rheumatoid  arthritis  of 
the  extremities  with  possible  weath- 
er ralationship. 

OP. 
No.  1 

58— F 

35  years 

30  years 

Symptomatic — with  tem- 
porary relief. 

Moderate  improvement. 
Less  pain,  stiffness  and 
swelling. 

This  is  a case  of  moderately  far 
advanced  rheumatoid  arthritis  of 
the  extremities  with  much  improve- 
ment the  first  ten  years  in  Arizona 
then  gradual  progression  of  the 
arthritic  process. 

O.P. 
No.  2 

69— F 

30  years 

6 mos 

Symptomatic — with  tem- 
porary relief. 

Moderate  improvement. 
Less  pain  and  stiffness. 

This  is  a case  of  moderately  far 
advanced  rheumatoid  arthritis  of 
the  extremities  with  30  degree  flex- 
ion deformity  of  the  knees.  There 
is  definite  weather  relationship. 

O.P. 
No.  3 

27— M 

5'/z  yrs. 

4 years 

.Physiotherapy,  ertron, 

gold  and  arthritis  vac- 
cine with  no  relief. 

Marked  improvement. 
Less  stiffness,  pain  and 
swelling. 

This  is  a case  of  moderately  far 
advanced  rheumatoid  arthritis  of 
the  extremities  which  has  been  qui- 
escent for  the  past  2V2  years.  There 
is  definite  weather  relationship. 

ity  complain  of  high  humidity,  low  barometric 
pressure,  and  low  temperature.  Some  authori- 
ties claim  that  the  change  in  atmospheric  elec- 
tricity is  the  deleterious  factor6.  Others  say  the 
weather  changes  effect  the  body  by  registering 
its  effect  on  the  skin  where  the  stimuli  are  pick- 
ed up  by  the  nerve  endings11.  The  response  of  the 
body  to  the  stimuli  is  inadequate  to  cope  with 
the  outside  alterations.  The  exact  physiological 
mechanism  involved  in  each  of  these  factors 
mentioned  is  not  clear.  The  electrical  status  of 
the  local  atmosphere  depends  upon  the  geologi- 
cal formations  of  the  soil  in  a given  area6.  A 
falling  barometric  pressure  tends  to  draw  air 
from  the  soil,  which  usually  has  a high  positive 
ion  content  due  to  the  absorption  phenomena. 
Many  agree  that  it  is  this  warm  air  with  a high 
positive  ion  content  and  a low  barometric  pres- 
sure that  causes  the  uncomfortable  feeling  ex- 
perienced by  the  arthritic. 

The  Southwest,  particularly  southern  Arizona, 
would  seem  to  be  a desirous  climate  for  sufferers 
of  rheumatoid  arthritis  because  of  the  unusually 
stable  barometric  pressure,  low  humidity  and 
fairly  high  mean  temperature.  This  is  due  to  the 
low  frequency  of  storminess,  low  rainfall,  and 
high  percentage  of  yearly  sunshine.  But,  as 
pointed  out  by  Hill  and  Holbrook,  climate  is 
not  a panacea  for  arthritic  patients4.  The  phrase 
“a  change  of  climate  would  do  you  good,”  or, 
‘‘will  cure  your  trouble”  has  been  too  frequent- 
ly resorted  to  and  to  the  sorrow  of  many  an 
arthritic  patient.  Many  patients  think  a few 
months  or  weeks  spent  in  a warm,  dry  climate 
will  cure  a disease, with  which  they  have  been 
afflicted  for  years. 

Practically  all  of  the  true  rheumatoid  arthri- 
tis patients  seen  in  this  locality,  southern  Ari- 
zona, came  from  a more  changeable  climate  on 


the  advice  of  the  local  physician,  or,  because 
they  had  heard  how  wonderful  this  climate  is 
for  arthritic  sufferers.  Many  have  already  made 
a permanent  change,  some  are  trying  the  climate 
before  a permanent  change  is  made ; still  others 
are  under  the  false  impression  that  a few  weeks 
of  fresh  air  and  sunshine  will  heal  all  their  pains. 
The  latter  group  in  particular  are  most  sadly 
disappointed  and  unhappy. 

Patients  come  to  Arizona  with  the  disease  in 
stages  ranging  from  mild  to  far  advanced  and, 
as  is  noted  with  most  other  forms  of  therapy, 
the  sooner  the  change  and  the  milder  the  case, 
the  more  benefit  is  received.  The  complaints  of 
soreness,  stiffness,  swelling  and  lassitude  usually 
become  less  over  a period  of  time.  The  improve- 
ment is  not  always  sustained,  for  some  reason 
not  understood  the  patient  may  continue  down- 
hill despite  climate  and  routine  therapy.  Some 
patients  feel  they  are  gradually  losing  ground, 
but  at  a slower  pace  than  in  the  more  stimulat- 
ing climatic  zones.  Many  of  the  fortunate  pa- 
tients invariably  have  an  increase  in  soreness, 
aching,  and  less  often,  swelling  during  minor 
climatic  upheavals,  however,  the  distress  swiftly 
passes  with  the  storm.  Most  patients  who  notice 
a relationship  between  storminess  and  increase 
in  symptoms,  feel  worse  a few  hours  preceding 
the  actual  storm  and  almost  immediate  relief 
when  the  storm  breaks. 

A group  of  25  patients  with  rheumatoid  ar- 
thritis have  been  studied  and  the  results  are 
shown  in  the  accompanying  chart.  Although  this 
is  not  a large  series  of  cases,  yet  it  gives  some- 
what of  a cross  section  of  the  general  run  of 
arthritic  patients  and  the  response  to  a change 
in  climate.  Of  the  25  cases,  22  can  be  reported 
as  being  improved  in  the  climate  of  southern 
Arizona,  10  cases  can  be  reported  as  showing 
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marked  improvement,  six  as  moderately  im- 
proved, six  as  slightly  improved  and  three  as 
being  worse.  However,  all  25  patients  com- 
plained of  aggravation  of  symptoms  in  damp, 
cool  or  stormy  weather. 

SUMMARY 

1 . The  aspects  of  a relationship  between  cli- 
matic mechanism  and  rheumatoid  arthritis  have 
been  considered. 

2.  Patients  with  rheumatoid  arthritis  who 
reside  in  the  sub-tropical  southwest  of  southern 
Arizona  have  an  advantage  over  those  in  tem- 
perate zones  because  the  atmosphere  is  so  even. 
Therefore,  these  patients  have  a belter  chance 
of  obtaining  maximum  improvement  from  rout- 
ine therapy. 

3.  Patients  making  a change  of  climate  should 
not  expect  a cure  in  cases  where  the  disease  has 
been  longstanding  or  severe.  However,  a decided 
relief  in  stiffness,  aching,  swelling  and  insomnia 
may  be  experienced.  Some  of  these  symptoms 
may  be  relieved  immediately  and  others  more 
slowly.  In  some  cases  there  will  be  no  improve- 
ment. 

4.  If  relief  and  improvement  are  noted,  the 
change  should  be  made  permanent,  but  any  visits 


to  the  temperate  zones  should  be  made  only  when 
the  weather  there  is  most  calm. 

5.  Patients  with  rheumatoid  arthritis  who 
contemplate  a change  of  climate  may  expect  re- 
lief from  the  symptoms  if  they  experience  a defi- 
nite relationship  between  storminess  and  arthri- 
tic symptoms. 

6.  Many  patients  feel  that  the  climate  does 
no  good  because  they  fail  to  experience  immedi- 
ate relief. 

7.  The  earlier  a change  of  climate  is  made  in 
a case  of  rheumatoid  arthritis  the  more  relief  is 
to  be  expected. 

BIBLIOGRAPHY 

1.  Fabricant,  N.  D.  Weather  and  Climate.  Am.J.M.Sc.  200: 
835-837,  Dec.  1940. 

2.  Dunham.  C.  L.  and  Montrose.  H.  E.  Atrophic  arthritis 
among  Pima  Indians  in  Arizona.  Am.J.M.Sc.  193:  229-233, 
Feb.  1937. 

3.  Hedley,  O F.  Influence  of  season  and  certain  meteorologic 
conditions.  Pub.  Health  R'ep.  55:  1809-1831,  Oct.  4,  1940. 

4.  Hilll,  D.  F.  and  Holbrook.  W.  P.  The  role  of  climate  in  the 
treatment  of  rheumatic  diseast.  Clinics,  pp.  577-581.  Oc.  1942. 

5.  Jordan,  E.  P.  and  others.  Primer  on  arthritis.  Prepared 
by  a Committee  of  American  Rheumatism  Association.  J.A.M.A. 
119:  1089-1104,  Aug.  1,  1942. 

6.  LeBlanc,  F.  The  patient  and  the  weather.  Ill,  M.  J.  75: 
254  257.  March  1939. 

7.  Mills,  C.  A.  American  health  resorts;  climate  and  disease. 
J.A.M.A.  123:  551  557,  Oct.  30,  1943. 

8.  Mills,  C.  A.  Climate  makes  the  man.  New  York:  Harper, 
c.  1942,  p.  41. 

9.  Paul,  J.  R.  and  Dixon,  G.  L.  Climate  and  rheumatic 
heart  disease;  survey  among  American  Indian  school  children 
in  the  northern  and  southern  localities.  J.A.M.A.  108:  2096- 
2100.  June  19,  1937. 

10.  Piery,  M.  and  Milhaud,  M.  Action  therapeutique  des 
facteurs  meteorologiques.  Arch.  M.  .Hydrol.  15:  297-301,  Oct. 
1937. 

11.  Ray,  M.  B.  Climatic  sensitivity.  Brit.  J .Phys.  Med.  7: 
130-135,  Sept. -Oct.  1944. 


Vol.  4,  No.  4 


Arizona  Medicine 


41 


THE  PRODUCTION  OF  POSITIVE  SYPHILITIC  TESTS  CON- 
SIDERED AS  AN  ENZYMIC  PHENOMENON 

EDWARD  L.  BREAZEALE*  and 
L.  F.  PIERCE** 


/'■''ERTAINLY  the  most  significant  advance  in 
syphilis  serology  in  the  last  year  has  not 
been  in  the  improvement  of  methods,  but  rather 
in  the  fact  that  syphilis  serology,  as  conducted 
today,  is  being  recognized  as  not  specific  for 
syphilis.  It  has  often  been  said  that  “the  Ameri- 
can scientist  is  too  willing  to  name  rather  than 
to  explain  a phenomenon.”  This  statement  is  all 
too  true  concerning  syphilis  serology.  Immun- 
ologists have  been  too  willing  to  name  various 
phases  of  the  phenomenon  rather  than  to  explain 
the  “ why ” of  the  reactions.  The  observations 
cited  in  this  paper  are  offered  in  an  effort  to 
advance  a working  hypothesis  as  to  why  some 
of  the  reactions  behave  as  they  do.  Surely  there 
is  a striking  similarity  between  complement  and 
enzymes.  By  assuming  that  complement  is  a 
calcium  splitting  enzyme,  we  can  offer  a logical 
explanation  for  many  complex,  baffling  prob- 
lems for  which  we  have  never  before  had  any 
logical  answer. 

A scientist  is  a person  who  observes  a phe- 
nomenon and  is  not  satisfied  until  he  has  formu- 
lated a working  hypothesis  to  explain  his  ob- 
servations. After  having  studied  serology  for  a 
number  of  years,  and  having  run  literally  tens 
of  thousands  of  blood  samples  for  syphilis,  we 
started  to  question  the  present  day  theory,  and 
found  that  it  failed  to  explain  a great  many  of 
the  observed  phenomena.  The  hypotheses  offered 
in  this  paper  are  formulated  in  an  effort  to  pre- 
sent a working  hypothesis  for  the  observed  phe 
nomena. 

There  have  been  numerous  theories  advanced 
for  the  mechanisms  of  the  various  tests  used  for 
syphilis.  Basically  they  are  all  the  same ; that 
is,  in  syphilitic  sera  there  is  a substance  called 
“reagin”  produced  by  the  animal  body  which  re- 
acts with  the  antigen,  which  shifts  from  a lyo- 
phillic  colloid  to  a lyophobic  colloid,  and  thereby 
produces  a floe.  In  the  complement  fixation  test 
the  same  basic  principal  is  true  with  the  excep- 
tion that  a “complement”  is  added  which  is 
bound  by  the  antigen-antibody  union,  and  there- 
by prevents  it  from  completing  the  hemolytic 
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system.  However,  these  explanations  are  vague 
and  abstract.  There  are  numerous  places  where 
such  an  explanation  fails  to  explain  the  observed 
phenomenon.  We  know  that: 

(1)  Diseases  other  than  syphilis  will  produce 
a reagin,  or  antibody,  that  will  in  turn  react  with 
the  non-specific  antigen  such  as  we  have  in  our 
present  tests. 

(2)  Diseases  other  than  syphilis  will  con- 
sistently give  positive  tests  where  there  is  no  in- 
dication or  history  of  syphilis. 

(3)  There  is  no  logical  explanation  as  to  why 
one  should  “inactivate”  at  56°  or  62°  C.  in  the 
flocculation  tests  where  no  complement  is  sup- 
posed to  be  necessary  for  the  reaction. 

(4)  It  has  been  proved  that  higher  titers  are 
obtained  with  known  syphilitic  sera  when  we  use 
negative  sera  of  the  same  species  instead  of  nor- 
mal saline  for  dilution. 

(5)  Kahn  tests  tend  to  fade  on  standing  in 
some  cases,  and  not  in  others. 

(6)  We  expect,  and  get,  a high  percentage  of 
positive  reactions  on  non-syphilitic  individuals 
who  are  either  undernourished  or  suffering  from 
some  destructive  process  or  infirmity  such  as 
pneumonia,  rickets,  postoperative  shock,  malaria 
or  leprosy. 

(7)  Plant  saps  give  varying  serological  tests. 

There  are  many  other  instances  in  which  pres- 
ent day  explanations  of  the  flocculation-precipi- 
tation or  complement  fixation  tests  as  we  know 
them  fail  to  explain  the  observed  findings. 

The  theory  of  “reagin”  being  a specific  anti- 
body for  syphilis  has  for  some  time  been  ques- 
tioned by  the  authors  and  has  been  the  subject 
of  extensive  investigation.  Certainly  the  tests 
for  syphilis  do  not  follow  any  of  the  rules  of 
immunology  as  we  know  them.  Quite  obviously 
the  so-called  “reagin”  is  not  specific  for  syph- 
ilis, otherwise  the  sera  of  non-syphilitic  patients 
suffering  from  other  diseases  would  not  produce 
positive  reactions  to  the  tests.  The  term  “false 
positive”  is  a misnomer  since  it  is  no  wonder 
that  we  get  these  reactions  in  diseases  other  than 
syphilis,  but  rather  that  we  get  as  few  of  them 
as  Ave  do. 

In  a series  of  papers  by  the  authors1’2’3  the  ef- 
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feet  of  treating-  syphilitic  and  non-syphilitic  sera 
with  electromagnetic  radiations  and  zeolites  was 
discussed.  These  investigators  have  been  able  to 
shift  the  reactivity  of  sera  by  altering  the  ionic 
constituents,  and  also  by  irradiating  the  sera 
with  ultra  violet  rays  or  diathermy  short  waves. 
They  have  been  able  to  produce  a positive  reac- 
tion in  animals  and  man  by  feeding  Vitamin  1), 
or  injecting  calcium  chloride,  calcium  gluconate, 
or  parathyroid  extract.  All  of  these  treatments 
were  intended  to  increase  the  calcium  content. 
In  every  case  where  the  calcium  level  of  the 
blood  sera  was  raised  above  12  mg./lOO  cc.,  the 
serology  became  positive.  On  the  other  hand, 
if  the  sera  were  absorbed  with  Kahn  antigen,  so- 
dium zeolite  or  saturated  with  NaCl,  they  be- 
came sero-negative.  The  work  of  these  investi- 
gators clearly  shows  that  the  active  ingredient 
in  syphilitic  or  sero-positive  sera  is  a divalent 
cation. 

In  the  same  series  of  papers  mentioned  above 
the  mechanism  of  the  various  flocculation  pre- 
cipitation tests  has  been  studied.  These  investi- 
gators have  shown  that  the  indicators  are  func- 
tioning purely  as  zeolites  and  that  the  tests  as 
we  know  them  today  are  purely  ones  of  base  ex- 
change. The  divalent  cations  in  the  positive 
sera  replace  the  Na  in  the  antigens  thereby 
shifting  it  from  the  lyophilic  state  to  the  lyo- 
phobic  state,  and  producing  the  visible  floe. 
These  tests  are  based  on  the  known  phenome- 
non that  zeolites  possessing  monovalent  cations 
for  their  bases  are  dispersed,  while  those  pos- 
sessing divalent  cations  for  their  bases  are  floc- 
culated. In  the  case  of  the  standard  tests  such 
as  the  Kahn,  Kline,  Hinton,  Mazzini  and  Eagle, 
the  antigen  is  sensitized  by  adding  NaCl, 
thereby  saturating  it  with  the  Na  ion. 

All  of  the  antigens  in  common  use  today  are 
organic  in  nature.  It  has  been  shown  that  or- 
ganic compounds  such  as  alfalfa  meal,  legnin, 
etc.,  may  possess  base  exchange  properties. 
Therefore  it  is  logical  to  assume  that  our  beef 
heart,  antigen  possesses  base  exchange  powers. 
Pierce  and  Breazeale1- 2 have  shown  that  we  may 
shift  the  serologic  reactivity  of  sera  by  simple 
manipulation.  They  have  also  been  able  to 
absorb  Ca++  from  aqueous  solutions  by  means 
of  Kahn  and  Hinton  antigen,  and  recover  the 
removed  cations  by  washing  the  floe  with  sodium 
chloride,  thereby  replacing  the  Ca++  on  the 
zeolite  with  Na+. 

If  we  examine  the  list  of  diseases  or  infirmities 


that  give  rise  to  positive  serology,  we  will  find 
all  of  them  are  tissue  destroying  processes.  A 
partial  list  would  include  the  following:  syphilis, 
pneumonia,  tuberculosis,  malaria,  typhoid  fever, 
brucellosis,  pregnancy,  severe  operative  shock, 
osteomyelitis,  extensive  broken  bones,  leprosy 
and  many  others.  If  tins  list  is  examined  criti- 
cally we  notice  that  in  each  case  there  is  tissue 
damage,  and  therefore  there  must  be  tissue  re- 
pair following.  One  of  the  essential  elements 
needed  for  tissue  repair  is  the  divalent  cation — 
calcium. 

In  the  human  body  calcium  is  combined  to  a 
large  extent  as  the  hydrogen  phosphate  complex; 
that  is,  the  calcium  supply  is  bound  up  largely 
in  the  bony  structure.  In  the  blood  it  exists 
chiefly  as  the  complex  of  proteins.  The  calcium 
phosphates  are  highly  insoluble  and  there- 
fore cannot  be  transported  through  the  blood 
stream  to  the  point  where  tissue  repair  is  taking 
place.  Since  the  bones  are  a storehouse  for  cal- 
cium there  must  be  some  substance  liberated  by 
the  invading  organism  or  by  the  destruction  of 
the  tissue  itself  that  will  put  the  needed  calcium 
into  a soluble  form.  It  is  a well  known  fact  that 
calcium  phosphate  when  put  into  solution  is  near- 
ly 100%  ionized.  This  point  is  important.  In 
this  dissociated  form  it  will  readily  be  available 
for  use  in  tissue  repair  by  the  body  at  the  point 
where  it  is  most  needed.  The  substance  which 
must  be  responsible  for  this  phenomenon  is  quite 
evidently  enzymic  in  nature.  The  following  have 
been  drawn  from  a long  series  of  experiments 
conducted  over  a period  of  years  and  by  inter- 
preting procedures  commonly  followed  in  routine 
serology. 

Let  us  prepare  a list  of  some  common  methods 
used  to  destroy  enzymes:  (1)  heat,  (2)  light, 
(3)  heavy  metals,  (4)  acids  or  bases  (5)  alcohol 
or  any  protein  denaturing  agent.  These  are  but 
a few  of  the  many  treatments  which  will  inacti- 
vate an  enzyme.  On  the  other  hand,  cold  often 
activates  enzymes,  as  in  the  case  of  some  of  the 
enzymes  found  in  seeds  which  must  be  frozen 
before  the  enzymic  action  will  split  the  com- 
plexes in  the  seed  and  permit  germination.  From 
this  list  we  can  draw  our  conclusions  and  we 
will  discuss  each  one  separately. 

1.  Heat. 

One  of  the  first  steps  in  every  serological  pro- 
cedure is  “inactivation”  of  the  serum.  This  pro- 
cedure consists  of  heating  the  serum  at  56  C.  for 
20-30  minutes,  or  at  60°-62  for  four  to  five  min- 
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utes.  Longer  heating  at  56°  will  not  damage 
the  serum  to  any  great  degree,  but  if  the  serum 
is  heated  over  five  minutes  at  62°  coagulation 
will  take  place  and  the  sample  will  be  destroyed. 
There  seems  to  be  some  logical  reason  for  this 
inactivation  of  the  serum  in  the  complement  fix- 
ation techniques,  but  there  has  never  been  any 
logical  answer  as  to  why  we  heat  the  serum  for 
flocculation-precipitation  procedures.  It  is  a 
known  fact,  however,  that  raw  serum,  regardless 
of  the  fact  that  it  might  be  from  a known  syphi- 
litic, will  give  negative  results  to  all  procedures. 
Likewise,  in  the  Wasserman  technique  raw  serum 
will  produce  false  negative  results  due  to  the 
fact  that  there  is  an  excess  of  “complement.” 

If  we  examine  this  procedure  of  “inactiva 
tion”  from  the  standpoint  of  destruction  of  en- 
zymes we  come  to  a very  logical  conclusion  and 
answer  to  the  question  of  why  we  heat  the  serum. 
First,  let  us  consider  the  reaction  going  on  in 
two  sera,  both  raw ; A from  a sero-active  patient, 
and  B from  a normal  negative  patient : 

(1)  CaHPCL  <■=*.  Ca++  _|_  HPCL  due 
to  enzymic  activity 

(2)  Ca++  -)-  Na2Z  (antigen  in  test 
CaZ  4-  2 Na- 

(3)  CaZ  _|_  2Na—  -j-  active  enzyme  in  raw 

sera  < » Na2Z  -j_  Ca+  + 

In  the  raw  active  sera  (syphilitic)  there  must 
be  a great  deal  more  calcium  splitting  enzyme 
(phosphotase  ?)  than  there  is  in  the  normal  nega- 
tive sera,  therefore  the  equation  in  (1)  would  be 
shifted  to  the  right.  In  the  normal  individual 
the  enzyme  would  be  at  a low  level  and  therefore 
the  reaction  would  be  shifted  to  the  left.  If, 
however,  we  heat  the  sera  for  a period  of  30 
minutes  at  56°C.,  the  enzyme  will  be  destroyed 
and  the  reaction  of  (1)  stopped  with  the  equa- 
tion being  chiefly  on  the  right  in  the  sera  of  sero- 
positive patients  and  to  the  left  in  normal  nega- 
tive patients.  With  the  enzyme  destroyed  the 
third  equation  cannot  take  place,  and  a floe  is 
produced  which  is  visible  in  the  flocculation  tests. 
The  same  procedure  takes  place  in  the  comple- 
ment fixation  test,  but  we  can  illustrate  it  a lit- 
tle more  clearly  diagramatically  as  follows : 

(1)  patient  sera  (2)  antigen 
(3)  complement 

(4)  sheep  cells  _ (5)  anti-sheep  cell  sera 

If  we  consider  the  reaction  on  raw  sera  the 

picture  is  confused  by  the  fact  that  we  have  an 
excess  of  “complement”  in  the  patients’  sera(l), 
therefore,  when  the  reaction  proceeds  there  is 


sufficient  “complement”  present  to  act  on  (4) 
and  (5),  and  to  give  negative  results.  When  we 
consider  the  actual  test  we  have  the  reaction  as 
follows:  (1)  reacts  with  (3)  in  the  same  manner 
as . outlined  above  in  the  precipitation  tests  in 
equation  1 and  2,  thereby  removing  the  enzyme 
from  the  field.  If  the  sera  is  negative  there  is 
little  or  no  reaction  between  3 and  I,  and  there- 
fore the  enzyme  will  act  on  (5),  which  in  turn 
will  lyse  the  cells.  We  have  “titrated”  our 
complement  and  added  just  enough  so  that  we 
will  not  produce  sufficient  Ca++  from  (1)  when 
it  is  negative  to  produce  a positive  test.  It  will 
be  readily  seen  that  heating  is  destroying  the  en- 
zyme in  the  patients’  sera  and  thereby  prevent- 
ing the  reversal  of  the  replacement  in  the  anti- 
gen of  Na+  by  Ca++. 

Therefore,  the  explanation  of  the  destruction 
of  enzymes  by  heat  would  be  a logical  explana- 
tion of  why  fever  therapy  is  effective  in  treat- 
ment. 

2.  Light. 

The  second  factor  in  destruction  of  enzymes 
is  strong  light — especially  the  ultra-violet  ray 
spectra  between  2400  and  3000  Angstrum  units. 
In  an  earlier  paper  Breazeale3  showed  that  the 
reactions  commonly  observed  in  sera  by  means  of 
the  various  flocculation  tests  could  be  altered  by 
ultra-violet  ray  and  diathermy  shortwave.  Raw 
sera  could  be  inactivated  by  long  exposure  to 
the  electromagnetic  radiations  of  a quartz  lamp. 
Likewise  known  heated  positive  sera  would  be- 
come negative  if  exposed  for  60-90  minutes  to 
such  rays.  On  the  other  hand  these  same  sera 
would  regain  their  activity  after  storage  at  4°-6° 
C.  for  24  hours.  The  answer  to  these  observed 
phenomena  lies  in  the  fact  that  in  the  case  of 
inactivation  of  raw  sera  by  light  we  have  in- 
activated our  enzyme  in  the  same  manner  as  if 
we  had  heated  the  sera  itself.  The  second  an- 
swer to  the  “inactivation”  of  the  heated  sera 
may  be  partly  enzymic,  but  is  probably  that  the 
light  effect  drove  the  equation  to  the  left,  there- 
by reducing  the  ionic  Ca++  and  therby  prevent- 
ing its  reaction  with  the  Na2Z.  After  24  hours 
at  4°C.,  the  sera  had  returned  to  this  normal 
balance,  the  cold  had  “activated”  the  remaining 
enzymes,  and  we  obtained  a normal  reaction  on 
the  specimen.  Diathermy  produced  similar  re- 
sults and  the  same  explanation  will  fit  for  these 
rays. 

“Complement”  is  destroyed  by  exposure  to 
strong  light  and  by  heat.  The  answer  to  these 
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phenomena  lies  in  the  destruction  of  the  calcium 
splitting  enzyme,  thereby  inactivating  the  “com- 
plement. ’ ’ 

3.  Heavy  metals. 

As  a general  rule  heavy  metals  such  as  copper, 
arsenic,  mercury,  lead,  bismuth,  silver  and  gold 
are  very  detrimental  to  the  activity  of  enzymes, 
in  the  treatment  of  syphilis  arsenicals  and  bis- 
muth are  administered  intravenously  and  intra- 
muscularly. The  action  of  these  drugs  would  be 
twofold,  namely,  their  toxic  effect  on  the  organ- 
ism (T.  palida  ) itself,  then  the  destruction  of  the 
enzyme  responsible  for  the  ionization  of  calcium. 
It  would  seem  that  the  arsenicals  would  be  more 
toxic  to  the  organism  than  to  the  enzyme.  How- 
ever, this  is  purely  problematical  and  one  can 
speculate  on  the  subject. 

If  we  consider  complement  as  used  in  the  Was- 
sermann  technique  we  see  another  application  to 
the  support  of  the  enzymic  viewpoint.  When 
we  store  guinea  pig  complement  we  must  take 
great  care  not  to  have  the  serum  in  contact  with 
any  metal,  particularly  copper,  otherwise  it  will 
be  inactivated  and  become  useless.  If  Ave  add 
finely  divided  copper  to  raw  sera  it  becomes 
inactivated  in  the  same  manner  as  though  it  had 
been  heated  at  56°C  for  30  minutes. 

4.  Acids  and  Bases. 

There  are  no  direct  applications  of  this  meth- 
od of  destroying  complement  in  the  raw  sera. 
However,  if  we  dilute  our  guinea  pig  comple- 
ment with  saline  Avhich  is  too  alkaline  or  too 
acidic  the  titer  will  be  too  low  and  give  unsatis- 
factory results. 

-3.  Alcohol. 

If  blood  specimens  are  drawn  with  syringes 
that  have  been  washed  with  alcohol  and  suffi- 
cient alcohol  is  left  in  the  syringe  and  needle,  Ave 
frequently  obtain  negative  results  on  weakly  pos- 
itive  specimen!  (1+,  2+).  This  may  be  due  to  the 


fact  that  the  alcohol  is  destroying  the  enzyme  and 
thereby  preventing  the  enzyme  from  acting  on 
the  calcium  complex  in  the  whole  blood.  This 
phenomenon  has  been  frequently  observed  in  the 
author ’s  laboratories. 

6.  Activated  with  Cold. 

Some  enzymes  are  activated  by  exposure  to 
cold.  This  is  true  of  certain  enzymes  found  in 
seed  where  extreme  cold  is  necessary  for  germin- 
ation. Whenever  sera  are  stored  in  the  ice  box 
at  4 -6  C.  overnight,  or  for  a prolonged  period, 
they  must  be  reheated  at  56°C.  for  ten  minutes 
before  examining.  If  the  sera  are  not  reheated 
the  titer  Avill  drop  several  degrees.  According  to 
Eagle4,  complement  is  “almost  completely  de- 
stroyed after  ten  minutes  of  heating  at  56°C.” 
However,  it  would  seem  that  rather  than  being 
destroyed  the  complement  is  inactivated,  or  in- 
hibited. If  complement  were  destroyed  by  heat- 
ing, there  would  be  no  logical  reason  for  reheat- 
ing. If,  on  the  other  hand,  complement  Avas  en- 
zymatic in  nature,  its  action  Avould  \Tery  Avell  be 
inhibited  by  heat  and  reactivated  by  cold,  which 
apparently  is  the  process  going  on  in  sera  during 
inactivation  and  storage. 

CONCLUSIONS 

1.  The  hypothesis  as  to  the  enzymic  nature 
of  complement  is  offered. 

2.  A discussion  of  syphilis  serology  as  a phe- 
nomenon of  enzymic  activity  is  given. 

3.  Explanations  of  the  various  sero-diagnos- 
tic  procedures  from  an  enzymic  standpoint  are 
presented. 
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A PLEA  FOR  EARLIER  DIAGNOSIS  OF  CANCER* 

NORMAN  D.  HALL,  M.  D. 

Phoenix,  Arizona 


/TANY  patients  with  cancer  are  still  being 

' seen  too  late  by  surgeons  and  radiologists, 
the  disease  having  progressed  to  such  an  extent 
that  “a  cure”  is  impossible.  Some  would  imply 
that  this  is  entirely  the  fault  of  the  patients  who 
procrastinated  and  waited  too  long  before  pre- 
senting themselves  for  medical  aid.  This  is  often 
true  but  I am  sorry  to  state  that  the  delay  is  too 
often  the  fault  of  the  medical  profession — really 
a sad  state  of  affairs — a deplorable  condition. 

We  all  know  that  in  every  malignant  growth 
there  is  a stage  where  it  is  curable.  The  public 
has  been  informed  that  the  only  hope  of  a cure 
in  cancer  lies  in  early  diagnosis  (and  of  course 
adequate  treatment).  More  and  more  people  are 
seeking  medical  opinion  to  see  if  they  have  can- 
cer. This  is  the  result  of  various  cancer  cam- 
paigns that  have  been  directed  towards  the  laity. 
Therefore,  the  medical  profession  has  been  given 
a very  definite  challenge.  We  must  not  blunder 
in  the  management  of  malignancy  as  there  is 
seldom  a second  chance. 

A medical  doctor  accepting  a patient  who  has 
symptoms  that  could  be  due  to  cancer  assumes 
an  extremely  grave  and  responsible  duty.  The 
future  of  the  patient  is  in  his  hands.  Conse- 
quently, before  he  assures  the  patient  that  he 
does  not  have  a malignant  condition,  he  must 
have  made  sure  that  everything  possible  to  rule 
it  out  has  been  done.  He  must  satisfy  himself 
that  he  has  used,  and  taken  advantage  of,  every 
available  means  to  make  certain  that  the  patient 
is  not  suffering  from  a malignancy.  He  must 
know  without  a doubt  that  the  patient  does  not 
have  cancer.  This  may  involve  a great  amount 
of  time,  energy,  tenacity  and  patience  because 
superficial  examinations  have  no  place  in  sus- 
pected malignancy.  Furthermore,  physicians 
and  surgeons  must  always  be  on  the  lookout  for 
neoplasms.  They  must  always  maintain  a can- 
cer conscious  attitude  toward  any  patient  pre- 
senting even  mild  or  minor  symptoms  that  could 
be  signs  of  that  disease.  One  must  remember 
that  a patient  may  cjevelop  or  be  afflicted  with 
cancer  while  attending  a doctor  and  undergoing 
treatment  for  some  other  condition.  We  must 
be  cognizant  of  the  fact  that  while  there  is  more 

•Presented  before  Maricopa  County  Medical  Society  October 
7,  1946. 


or  less  a “cancer  age”  it  can,  and  does,  occur 
at  all  ages  and  even  young  people  do,  at  times, 
have  cancer. 

One  should  beware  of  so-called  negative  re- 
ports and  examinations  and  never  accept  the 
radiologist’s  or  pathologist’s  repoi-t  (especially 
a negative  one)  as  the  final  conclusive  word. 
Their  reports,  generally  extremely  useful,  are 
only  aids  and  should  be  used  as  such.  To  be  in- 
formed that  x-ray  films  on  a certain  patient 
show  no  evidence  of  cancer  means  only  what  it 
says — no  evidence  was  shown  at  that  particular 
examination.  A fluoroscopic  study  at  the  time 
films  are  made  may  mean  almost  more  than  the 
films  alone.  Tissue  taken  for  biopsy  may  not 
have  been  taken  from  the  proper  place  and 
therefore  will  be  negative.  We  must  not  rely 
upon,  or  be  too  greatly  influenced  by,  the  fact 
that  some  other  practitioner  has  examined  the 
patient  and  been  unable  to  diagnose  cancer.  Two 
heads  are  often  better  than  one,  therefore,  if  we 
are  unable  to  demonstrate  cancer  and  are  still 
not  satisfied  that  the  patient  does  not  have  can- 
cer he  should  be  referred  to  someone  else  for  a 
fresb  approach  and  work-up. 

Below  are  given  two  brief  illustrative  histories 
of  patients  who  had  carcinoma  and  were  not  di- 
agnosed until  the  prognosis  was  hopeless,  in  spite 
of  the  fact  that  the  patients  had  been  under  med- 
ical care  and  observation  for  some  considerable 
period  of  time.  I am  sure  that  many  of  you 
could  cite  similar  cases.  If  more  tests  had  been 
made  or  repeated,  more  time  spent  with  the  pa- 
tient and  more  thought  given  to  the  case,  the 
malignancy  may  have  been  discovered  before  it 
had  become  inoperable.  The  patient  might  have 
been  saved  untold  suffering  and  an  early  death. 
The  family  would  have  been  saved  worry,  grief 
and  anguish  in  watching  a loved  one  suffer,  in 
spite  of  drugs,  and  slowly  die.  This  is  a heart- 
breaking sight  that  one  sees  too  often.  The  sad 
thing  is  that  in  many  cases  it  could  have  been 
prevented. 

CASE  I 

The  first  case  is  that  of  a 48-year-old  white 
female  who  first  consulted  a doctor  for  her  pres- 
ent illness  in  November,  1945.  At  that  time  she 
had  epigastric  discomfort,  anorexia,  occasional 
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nausea  and  very  occasional  vomiting.  For  some 
reason,  which  is  not  clear,  a cholecystogram  was 
done  but  not  a gastro-intestinal  series.  The  cho- 
lecystogram  showed  a sluggish  or  poorly  func- 
tioning gall  bladder.  The  patient  was  placed  on 
a medical  gall  bladder  regime  and,  after  a time, 
since  she  was  not  improving,  went  to  an  osteo- 
path or  drugless  physician.  This  was  further 
time  wasted.  In  the  early  part  of  March  1946 
she  went  to  another  physician  who  ordered  a 
gastro-intestinal  series.  This  showed  an  immense 
filling  defect  of  the  fundus  and  part  of  the 
greater  curvature  of  the  stomach.  The  problem 
was  discussed  with  the  family  and  an  explor- 
atory laparotomy  was  done,  but,  as  we  feared, 
an  inoperable  malignancy  of  the  stomach  was 
found. 

A diagnosis  of  cancer  might  have  been  made 
earlier  if  the  first  physician  consulted  had  been 
more  thorough  in  his  examination  and  had  or- 
dered a gastro-intestinal  series.  Operation  at 
that  time  would  probably  have  been  of  great 
benefit. 

CASE  II 

The  second  case  is  that  of  a 54-year-old  white 
female  who  consulted  a medical  doctor  in  June, 
1945  for  discomfort  in  the  rectum  and  a per- 
sistent diarrhea  with  occasional  periods  of  con- 
stipation. A barium  enema  was  done  in  July, 
1945  with  the  following  report  : “we  would  con- 
clude from  these  findings  that  this  patient  has  a 
colitis  involving  the  transverse,  descending  and 
sigmoid  portion  of  the  colon.  Conclusion — Co- 
litis.” A proctoscopic  examination  was  said  to 
be  negative.  The  patient  was  then  referred  to 
another  physician  because  it  was  thought  that 
the  condition  was  primarily  one  of  dysentery.  A 
barium  enema  was  repeated  with  the  following 
conclusions:  “No  definite  demonstration  of  new 
growth  in  the  colon.  Examination  somewhat 
uncertain  on  account  of  fecal  content  already 
present.”  (Note:  The  radiologist  did  not  say 
that  the  patient  did  not  have  a neoplasm!) 

The  patient  was  treated  for  dysentery  up  to 
June  of  1946,  an  interval  of  one  year  from  her 
first  visit  to  a medical  doctor.  During  this  time 
she  was  reassured  on  several  occasions  that 
“whatever  she  had  she  did  not  have  cancer.” 
She  then  left  the  city  to  get  away  from  the  hot 
weather.  While  away  she  was  forced  to  consult 
a physician  on  account  of  continuous  diarrhea. 
He  examined  her  and  told  her  that  she  probably 
had  cancer.  She  returned  to  her  home  in  August 


of  1946.  She  had  lost  considerable  weight,  was 
anemic  and  had  a persistent  diarrhea  with  mu- 
cus and  moderate  pain  in  rectum.  A barium  en- 
ema at  this  time  was  reported  as  showing: 
“Marked  constricting  lesion  of  rectosigmoid 
area.  Carcinoma  must  be  considered  until  ruled 
out.  ’ ’ On  rectal  examination  one  could  imagine 
that  he  felt  a mass  at  the  tip  of  the  examining 
finger.  Vaginal  examination  showed  a hard  fixed 
mass  high  up  in  posterior  wall.  Two  procto- 
scopic examinations  were  done  but  were  unsat- 
isfactory as  the  patient  could  not  be  properly 
prepared,  and  liquid  feces  prevented  adequate 
visualization.  A biopsy  taken  from  a suspicious 
area  was  reported  as  negative.  The  patient  was 
referred  to  another  physician.  It  was  not  until 
he  had  done  three  proctoscopic  examinations  be- 
fore he  was  able  to  see  the  tumor.  It  had  the 
gross  appearance  of  a malignant  growth.  Tissue 
was  obtained  for  biopsy  and  was  reported  as 
adenocarcinoma  of  the  large  bowel. 

An  exploratory  laparotomy  was  done  because 
the  patient  in  time  would  have  needed  a colos- 
tomy to  relieve  obstructive  symptoms.  At  opera- 
tion, as  suspected,  the  tumor  was  found  to  be 
inoperable.  It  was  attached  and  fixed  to  the 
posterior  surface  of  the  uterus  and  to  the  sacrum. 

This  patient  was  more  or  less  continuously 
under  the  care  of  medical  doctors  for  fourteen 
months  before  the  cancer  was  definitely  diag- 
nosed. Therefore  it  developed  and/or  progressed 
while  she  was  under  medical  care.  Even  with 
very  suggestive  x-ray  films  it  took  multiple  proc- 
toscopic examinations  (five  in  number)  to  make 
a definite  diagnosis.  One  is  inclined  to  think 
that  a diagnosis  might  have  been  made  if  earlier 
repeated  proctoscopic  examinations  had  been 
done.  Moreover,  an  early  exploratory  laparotomy 
might  have  demonstrated  the  cancer  while  it  was 
still  operable. 

CONCLUSIONS 

(1)  A plea  has  been  made  for  earlier  diag- 
nosis of  malignancy  by  the  medical  profession. 

(2)  Two  cases  have  been  presented  very 
briefly  to  illustrate  salient  points. 

(3)  It  has  been  pointed  out  that  while  pa- 
tients with  malignancy  are  often  seeking  medical 
aid  early  in  the  course  of  the  disease,  that  the 
attending  physician,  at  times,  is  not  diagnosing 
the  condition  soon  enough  to  be  of  any  value. 

(4)  The  question  arises — has  the  medical 
profession  kept  pace  with  the  cancer  campaigns 
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that  are  responsible  for  patients  seeking  aid 
early  ? 

(5)  It  behooves  every  physician  and  surgeon 
to  be  ever  watchful  for  early  malignancy  and 
to  assume  that  a patient  with  unexplained  symp- 
toms may  have  carcinoma  until  it  can  be  defi- 
nitely ruled  out. 

(6)  With  the  possibility  of  cancer  there  is 
no  place  for  “watchful  waiting’’  or  superficial 
and  cursory  examinations. 

(7)  Compromising  with  malignancy  leads 
only  to  the  grave. 

(8)  Adequate,  thorough  and  often  repeated 


examinations  and  tests  are  frequently  necessary 
to  diagnose  early  cancer. 

(9)  A diagnosis  of  malignancy,  to  be  of  any 
value,  must  be  made  with  few  symptoms  and  not 
when  classical  textbook,  symptoms  are  present 
and  the  diagnosis  is  obvious  and  could  be  made 
while  sitting  in  an  armchair.  It  is  then  generally 
too  late  to  be  cured. 

(10)  The  medical  profession  will  have  ful- 
filled its  obligations  and  have  kept  faith  with 
the  public  when,  and  only  when,  its  members 
are  diagnosing  cancer  early  and  instituting  prop- 
er treatment  without  loss  of  valuable  time. 

15  East  Monroe  Street,  Phoenix,  Arizona 
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Arizona  s Medical  Defense  Fund 

HISTORY  OF  THE  ARIZONA  STATE 
MEDICAL  ASSOCIATION’S  MEDICAL  DEFENSE 
By  C.  E.  YOUNT,  M.  D. 

Treasurer,  Arizona  State  Medical  Association 


“What  is  History  but  a fable  agreed  upon,” 
said  Napoleon.  We  present  our  narrative  while 
there  are  still  livnig  those  who  made  the  history 
and  thus  remove  it  from  the  effacements  of 
time,  which  so  ruthlessly  often  give  point  to 
Napoleon’s  definition.  Certainly  we  do  not  in- 
tend our  history  to  be  “ news  from  a graveyard.  ’ ’ 

My  subject  unlike  many  in  Medical  history, 
is  devoid  of  thrills  and  excitement ; the  battles 
are  of  the  mind  The  casualties,  procrastinations 
and  indecisions  were  less  than  those  usually  list- 
ed in  battle  casualties. 

By  way  of  precedent  for  this  history  may  I 
quote  from  one  of  the  founders  of  the  American 
Medical  Association  — that  dynamic  physician 
and  medical  historian,  Dr.  Nathan  Smith  Davis, 
who  in  1855  said,  “I  am  aware  that  the  details 
upon  which  I am  about  to  enter  may  appear  to 
some  unimportant,  to  others  tedious  and,  to  all 
the  present  generation,  wanting  in  novelty  and 
interest ; but  they  will  appear  far  otherwise  to 
those  who  shall  come  after  us  and  live  when  time 
shall  have  thrown  his  dimming  veil  over  all  the 
doings  of  our  day.” 

(J.  A.  M.  A.  11-16-96) 

The  more  I thought  about  the  struggle  to  es- 
tablish Medical  Defense  in  Arizona,  the  more 
firmly  convinced  I became  that  some  one  with 
personal  knowledge  of  the  facts  should  collect, 
present  them  in  chronological  order,  and  process 


them,  especially  for  those  who  have  joined  our 
association  since  1911.  These  younger  men  will 
carry  on  after  the  old  war-horses  have  been 
turned  out  to  graze  in  the  Elysian  fields.  They 
should  know  something  of  our  struggles  to 
achieve  Medical  Defense  for  Arizona,  something 
of  our  Medical  traditions. 

Our  Territorial  Medical  Association  meeting 
was  held  in  Los  Angeles  in  1911.  (Dr.  Francis 
E.  Shine  of  Bisbee,  Arizona,  President.) 

Here,  the  quest.on,  “Should  the  Arizona  Medi- 
cal Association  adopt  some  form  of  Medical  De- 
fense ? ’ ’ came  before  the  House  of  Delegates  for 
discussion. 

From  the  Minutes  of  that  meeting  we  learn 
that  the  Secretary,  Dr.  John  W.  Flinn,  read 
some  correspondence  which  he  had  received  from 
the  Council  of  Health  and  Public  Instruction  of 
the  American  Medical  Association.  In  speaking 
on  the  question,  Dr.  Flinn  expressed  the  opinon 
that  organzation  and  loyalty  in  the  profession 
were  the  best  means  of  medical  defense  and  that 
if  the  members  of  the  profession  in  the  com- 
ponent county  medical  societies  were  thoroughly 
organized  and  would  cultivate  a proper  spirit 
of  loyalty  towards  one  another,  no  other  medical 
defense  would  be  necessary. 

Dr.  Ralph  Palmer  of  Mesa  opposed  this  idea 
and  advocated  adopting  some  form  of  medical 
defense  similar  to  that  operating  in  some  other 
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states.  Dr.  B.  B.  Moeur  (late  Governor)  of  Tem- 
pe,  favored  the  secretary ’s  idea.  Dr.  Ira  Brown, 
speaking  as  a surgeon  for  a mining  company,  re- 
ferred to  the  modern  tendency  of  demanding 
damages  on  the  slightest  provocation,  especially 
by  foreign  laborers.  Dr.  John  E.  Bacon  of  Mi- 
ami, especially  emphasized  the  tendency  of  for- 
eign laborers  to  institute  suits  for  damages.  He 
was  of  the  opinion  that  this  association  was  not 
yet  in  position  to  undertake  any  plan  of  medical 
defense.  He  moved  that  the  President  appoint  a 
committee  to  inquire  into  what  was  being  done 
in  other  states,  to  recommend  some  definite 
plan  of  action  and  to  report  at  the  next  annual 
meeting.  The  President  appointed  the  following 
committee : John  E.  Bacon,  of  Miami ; Ira  E. 
Brown,  of  Kelvin,  and  C.  E.  Yount,  of  Prescott. 

The  next  report  is  found  in  the  minutes  of  the 
Bisbee  meeting,  May,  1912. 

The  report  of  the  committee  on  Medical  De- 
fense was  presented  by  Dr.  John  E.  Bacon  of  Mi- 
ami, who  stated  that  Dr.  Ira  E.  Brown  had  taken 
the  matter  up  with  different  insurance  com- 
panies and  that  these  companies  were  very  will- 
ing to  agree  to  defend  the  members  of  the  associa- 
tion for  an  annual  fee  from  each  member,  but 
that  no  other  state  association  had  such  a means 
of  defense.  Dr.  Bacon  read  a letter  from  Dr. 
Frederic  It.  Green,  secretary  of  the  Council  on 
Public  Health  and  Legislation  of  the  American 
Medical  Association,  giving  detailed  information 
regarding  what  other  state  associations  had  done 
and  with  what  success. 

The  discussion  which  followed  in  the  House 
of  Delegates  was  to  the  effect  that  the  time  was 
not  opportune  for  action  on  this  matter,  and 
on  motion  of  Dr.  Holt  of  Globe,  seconded  by 
Dr.  Palmer  of  Mesa,  the  report  was  voted  laid 
on  the  table. 

At  the  Globe  meeting  in  April,  1913,  the  com- 
mittee on  Medical  Defense,  Dr.  Win  Wylie  of 
Phoenix;  Dr.  J.  B.  McNally  of  Prescott;  Dr. 
Ira  E.  Brown  of  Kelvin;  Dr.  F.  E.  Shine  of  Bis- 
bee, and  Dr.  A.  J.  Murietta  of  Jerome,  summar- 
ized the  matter  of  Medical  Defense  in  the  fol- 
lowing recommendations:  “We  recommend  the 
plan  which  is  in  action  and  successful  opera- 
tion in  California,  Illinois,  Indiana,  Iowa,  Kan- 
sas, Kentucky,  Maryland,  Massachusetts,  Michi- 
gan, Minnesota,  Mississippi,  Missouri,  Nebraska, 
New  Jersey,  New  York,  North  Dakota,  Ohio, 
Pennsylvania,  Vermont,  and  Wisconsin,  a co- 
operative Medical  Defense  by  the  state  medical 


organization.  We  recommend  that  the  state  as- 
sociation dues  (statehood  on  February  14,  1912) 
be  raised  to  $2.00  per  member  to  cover  the  cost 
of  defense.  We  recommend  that  the  assessment 
be  made  obligatory,  as  part  of  dues  without  op- 
tion of  refusal.  We  further  recommend  that  the 
entire  matter  be- placed  in  the  hands  of  a special 
committee,  to  formulate  its  methods  of  proce- 
dure, retain  an  attorney  and  conduct  this  branch 
of  the  association’s  activities.”  The  committee 
should  be  a part  of  the  regular  organization. 
The  committee  recommends  the  selection  of  an 
attorney  to  represent  the  association  in  suits. 

The  committee  recommends  the  following 
amendments  to  the  By-laws  to  include  Medical 
Defense  protection: 

Chapter  /,  Section  2.  Refusing  Medical  De- 
fense to  those  in  arrears  in  annual  dues. 

Chapter  VIII , Section  5.  A committee  on 
Medical  Defense  shall  be  selected  annually  in 
the  following  manner:  One  member  shall  be 
elected  by  the  House  of  Delegates,  one  selected 
by  the  Council,  and  one  appointed  by  the  Presi- 
dent. This  committee  shall  engage  the  attorney 
for  this  association,  and  with  his  aid  and  the 
cooperation  of  the  representatives  in  each  county 
society,  conduct  all  civil  malpractice  suits.  We 
recommend  the  selection  of  a permanent  commit- 
tee, and  urge  that  they  formulate  and  submit 
to  the  House  of  Delegates  for  adoption,  their 
rules  for  the  operation  of  the  plan ; that  when 
approved  by  a majority  of  the  House  of  Dele- 
gates that  the  plan  be  immediately  inaugurated, 
the  necessary  assessment  being  levied  by  the 
House  of  Delegates  at  this  meeting.” 

idle  report  of  the  committee  with  amendments 
to  the  By-laws  carried  by  an  affirmative  vote 
ten  to  four  in  the  House  of  Delegates,  but  the 
motion  to  increase  the  dues  $2.00  a year  to 
cover  the  cost  of  Medical  Defense  was  lost. 
Consequently,  Medical  Defense  could  not  become 
operative  until  such  time  as  the  House  of  Dele- 
gates could  provide  the  funds  necessary  to  op- 
erate the  plan. 

The  report  of  the  1913  committee  represented 
real  progress,  a plan  and  amendments  to  our 
By-laws  was  in  evidence.  How  to  get  the  mem- 
bers of  the  association  to  loosen  their  purse 
strings  seemed  to  be  the  last  hurdle.  In  other 
words,  Medical  Defense  was  not  really  “Sold” 
until  the  doctors  were  willing  to  pay  for  it. 

At  the  Tucson  meeting  of  our  association, 
April  1914,  the  permanent  committee  provided 
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by  the  amended  By-laws  was  selected.  Dr.  Fran- 
cis E.  Shine  was  appointed  by  the  President, 
Ira  E.  Huffman;  Dr.  John  E.  Bacon  was  elected 
by  the  Council,  and  Dr.  C.  E.  Yount  was  elect- 
ed by  the  House  of  Delegates. 

I was  elected  Secretary  of  the  Arizona  State 
Medical  Association  in  1913  and  I had  served 
ibout  a year  when  I realized  that  adequate  Med- 
ical Defense  for  our  Association  would  require 
two  fundamental  factors  or  foundation  stones. 
One,  money  enough  to  operate  in  and  out  of 
Court.  Two,  a united  Medical  Profession,  the 
Old  Guild  type  of  union  whose  members  could 
proceed  to  plan  and  operate  intelligently  with 
common  knowledge  of  their  objective,  “adequate 
Medical  Defense.  ’ ’ 

Acting  for  the  Medical  Defense  Committee,  I 
began  a campaign  of  Education  in  Medical 
Defense. 

I sent  out  a questionnaire  to  each  of  our  163 
members  asking  five  questions.  We  received  86 
replies;  52%  I believe  is  considered  a “fair” 
average  in  a questionnaire.  Question  5 was : 
To  what  amount  are  you  willing  that  the  dues 
of  the  Association  should  be  increased  to  secure 
this  Defense  against  malpractice  suits?  I will 
quote  two  replies  to  illustrate  the  extremes. 
Answer  (1)  “The  amount  necessary  for  success- 
ful defense.”  Answer  (2)  “None.” 

Through  the  American  Medical  Association,  I 
secured  a list  of  all  the  states  operating  Medical 
Defnse.  I then  sent  a questionnaire  of  six  ques- 
tions to  each  of  these  states.  I received  answers 
from  twenty-two  states  which  I tabulated. 

It  took  most  of  the  Fall  of  1914  and  January 
and  February  of  1915  for  me  to  collect  this  data 
and  present  it  in  digest  form  for  our  member- 
ship. Question  5.  Is  the  plan  successful?  re- 
corded a unanimous  “Yes.” 

The  Medical  Defense  Committee  met  in  Phoe- 
nix February  23,  1915,  with  Dr.  John  E.  Bacon 
as  chairman,  and  C.  E.  Yount,  secretary.  Your 
committee  then  proceeded  to  consider  the  data 
collected  by  the  secretary  from  (1)  The  Arizona 
State  Medical  Association,  (2)  the  twenty -two 
states  than  having  Medical  Defense,  with  the  re- 
sult, “that  after  mature  deliberation,  your  com- 
mittee reports  in  favor  -of  Medical  Defense  for 
the  Arizona  Medical  Association  as  provided  for 
in  the  amended  By-laws,  said  Medical  Defense  to 
be  conducted  by  the  Medical  Defense  Committee 
of  this  association,  through  its  attorney.” 

With  the  consent  of  the  President,  Dr.  John 


W.  Flinn,  “we  submit  to  the  association  at  this 
time  our  detailed  findings  in  order  that  you  may 
lie  in  possession  of  our  available  data  and  may 
be  the  better  enabled  thereby  to  arrive  at  an  in- 
telligent and  definite  conclunsion  thereon  and 
at  the  next  meeting  of  the  House  of  Delegates, 
VOTE  THE  FUNDS  necessary  to  enable  your 
committee  to  carry  out  the  provisions  of  Medical 
Defense.  This  report  to  come  up  for  considera- 
tion at  the  annual  meeting  in  Prescott  in  June, 
1915.” 

The  editor  of  the  Arizona  Medical  Journal, 
Dr.  W.  W.  Watkins,  devoted  an  entire  number, 
March  15,  1915,  to  the  Medical  Defense. 

Our  President,  Dr.  John  W.  Flinn,  gave  us  a 
proclamation  to  the  Presidents  of  the  Several 
County  Medical  Societies  of  the  State  of  Ari- 
zona. I quote : 

‘ ‘ Gentlemen : 

You  are  hereby  requested  to  call  a special 
meeting  of  your  County  Medical  Society  for 
Monday,  April  12,  1915,  to  discuss  the  question 
of  Medical  Defense  for  members  of  the  Arizona 
State  Medical  Association. 

The  secretary  of  this  association  has  gathered 
a large  amount  of  valuable  information  on  this 
subject  which,  with  the  report  of  the  committee 
on  Medical  Defense  created  at  the  last  meeting 
of  the  Association  appears  in  this  number 
(March,  1915)  of  our  State  Medical  Journal. 

It  is  especially  desirable  that  this  most  im- 
portant question  be  fully  discussed  in  all  its  de- 
tails, and  that  the  concensus  of  opinion  of  the 
members  of  your  Society  be  transmitted  to  the 
secretary  of  this  association  at  the  earliest  con- 
venient date  after  this  meeting. 

Hoping  that  you  will  give  the  matter  your 
prompt  and  careful  attention,  I am 
Very  respectfully  yours, 

JOHN  W.  FLINN, 

President.” 

The  Editorial  of  Dr.  W.  Warner  Watkins,  ap- 
pearing in  this  March  number  is  as  follows  : 

MEDICAL  DEFENSE 

The  Journal  takes  particular  pleasure  and 
pride  in  devoting  its  entire  space  this  month  to 
Medical  Defense  information. 

The  matter  presented  herein  has  been  com- 
piled, after  an  enormous  amount  of  labor  by  our 
secretary,  Dr.  Yount,  and  has  been  carefully  re- 
vised by  the  committee,  composed  of  Dr.  Francis 
E.  Shine  of  Bisbee,  Dr.  John  E.  Bacon  of  Miami 
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and  Dr.  C.  E.  Yount  of  Prescott.  The  results 
of  their  labor  and  the  fruits  of  their  mature  con- 
sideration is  presented  herein.  The  object  of 
the  presentation  is  solely  to  bring  the  entire  mat- 
ter to  the  attention  of  the  scattered  members  of 
the  Association,  to  prceipitate  an  exhaustive  dis- 
cussion in  the  various  county  societies  in  order 
that  the  delegates  to  the  next  annual  meeting 
(Prescott,  June  1915)  may  be  prepared  to  reg- 
ister their  final  approval  or  disapproval  of  the 
plan  presented. 

That  the  Editor  of  the  Journal  is,  and  has 
been,  heartily  in  favor  of  this  plan,  is  a matter 
of  record  whenever  there  has  been  an  opportun- 
ity to  express  ids  opinion.  Malpractice  suits 
have  three  elements  of  support ; when  either  of 
these  is  removed,  the  suits  will  fail  or  cease  to  be 
brought.  The  element  of  strength  in  ASSOCIA- 
TION DEFENSE  which  is  afforded  by  no  other 
form  of  defense  is  the  fact  that  the  Association 
Defuse  removes  one  of  the  necessary  supports  to 
a malpractice  suit,  namely,  the  ability  of  the 
lawyer  who  engineers  the  suit  to  secure  medical 
testimony  to  back  him.  It  has  been  the  unusual 
experience  of  every  one  of  the  twenty -two  states 
operating  this  form  of  defense  that  it  becomes 
exceedingly  difficult  to  secure  a reputable  man 
to  venture  upon  the  witness  stand  and  testify 
against  the  interests  of  a fellow  practitioner, 
when  that  fellow  practitioner  is  being  defended 
by  the  Medical  Association.  A moment  or  two 
of  thought  and  we  can  easily  imagine  the  plight 
of  a malpractice  suit  without  the  support  of 
medical  expert  testimony.” 

Our  Educational  plan  worked — instead  of  the 
Camel’s  back  being  broken  by  a two  dollar  as- 
sessment as  in  1913 — the  House  of  Delegates 
VOTED  A $5.00  ASSESSMENT  FOR  THE 
MEDICAL  DEFENSE  which  became  operative 
in  the  Arizona  State  Medical  Association  on 
January  1,  1916. 

Our  Motto— “ Dollars  for  Defense,  but  not 
one  cent  for  Blackmail.” 

On  February  12,  1916,  as  secretary  I issued 
the  following  letter : 

“In  spite  of  the  fact  that  April  12th,  1915  was 
made  Medical  Defense  Day  by  proclamation  of 
our  President,  much  confusion  and  misunder- 
standing has  arisen  regarding  our  plan.  For  this 
reason,  I am  writing  today  in  behalf  of  the  Com- 
mittee on  Medical  Defense  and  urging  your  im- 
mediate moral  and  financial  co-operation  in  the 
plan  we  have  adopted.  You  will  recall  further 
that  “our  plan”  is  not  original,  but  it  embodies 
the  best  features  of  Medical  Defense  in  practice 
in  some  of  the  older  states,  and  while  it  may  not 


seem  to  meet  your  particular  needs  or  give  you 
the  kind  of  defense  you  desire,  we,  nevertheless, 
ask  your  co-operation  with  the  Medical  Defense 
Committee  in  giving  this  plan  a fair  and  square 
trial.  It  is  needless  for  me  to  remind  you  that  it 
is  not  the  funds  that  the  Medical  Defense  Com- 
mittee will  have  at  its  disposal  which  will  deter- 
mine the  strength  and  character  of  the  Defense 
we  shall  give,  but  rather,  that  irresistable  force 
which  is  ever  presented  by  a united  profession. 

Our  membership  for  1915  was  188,  an  increase 
of  15.3%  over  1914.  We  cannot  afford  to  lose  one 
member  in  1916  on  account  of  Medical  Defense, 
but  let  us  use  Medical  Defense  as  the  link  which 
is  to  bind  us  more  firmly  together  and  which  will 
enable  us  to  accomplish  bigger  and  greater  things 
for  the  Association  and  the  individual.  Every 
eligible  physician  in  the  State  should  be  a Mem- 
ber of  the  Arizona  Medical  Association. 

If  we  can  build  up  this  kind  of  Defense,  we 
have  something  more  than  money  can  buy,  and 
your  Committee  would  esteem  it  a very  great  fa- 
vor if  you  would  enter  heartily  into  this  co- 
operation. 

If  your  Committee  cannot  make  good  with  the 
united  profession  behind  them,  we  assure  you 
that  we  will  not  burden  you  much  longer  with 
our  efforts,  but  at  present,  to  be  perfectly  frank 
with  you,  we  have  been  embarrassed  by  lack  of 
co-operation. 

C.  E.  YOUNT, 
Secretary.” 

In  May  1916,  I was  called  into  service  with 
our  State  Troops  on  the  Mexican  Border.  Be- 
fore I was  again  a civilian  physician,  the  Woild 
War  I had  ceased.  I,  and  many  other  Arizona 
doctors  had  done  “our  bit”  here  and  overseas. 
On  our  return  to  civilian  practice  we  were  hap- 
py to  note  that  Medical  Defense  carried  on  suc- 
cessfully in  Arizona  without  us. 

I took  over  the  office  of  Treasurer  of  the  Ari- 
zona State  Medical  Association  in  July,  1923. 
MEDICAL  DEFENSE  WAS  THEN  A HUSKY 
LAD  OF  SEVEN.  Money  jingled  in  two  pock- 
ets— - 

Medical  Defense  Fund.  . . .$2660.87 
Savings  Bank  1792.47 


$4453.34 

The  Association  dues  at  that  time  were  $10.00 
prorated,  $3.00  to  run  the  Association  and  $7.00 
for  Medical  Defense. 

In  other  words,  since  1911,  Medical  Defense 
had  been  “sold”  to  the  doctors  of  Arizona  and 
they  insisted  on  paying  for  it. 

In  my  first  annual  report  as  Treasurer,  I 
recommended  that  I be  allowed  to  pay  all  bills 
out  of  the  “general  fund,”  “refunding”  at  the 
end  of  the  year  when  the  Treasurer’s  books  were 
closed  for  the  annual  meeting — thus  enabling 
two  “funds”  instead  of  one  to  draw  interest  at 
4%.  This  was  done. 
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In  1925  it  was  found  that  $3.00  per  capita 
dues  was  not  enough  to  run  the  Association,  so 
while  the  dues  were  held  at  $10.00,  $4.00  was 
prorated  to  the  Society  and  $6.00  to  Medical 
Defense. 

I thought  it  “good  business”  to  have  the  As- 
sociation’s Treasurer  a “bonded  officer.”  This 
has  been  our  practice  since  1925,  the  By-laws 
having  been  so  amended. 

In  1926  your  Treasurer  recommended  that 
the  Association  purchase  $5000  worth  of  U.  S. 
Bonds,  the  best  obtainable  (1st  Liberty  Loan 
paying  41/k%).  In  this  connection  it  is  interest- 
ing to  recall  the  effort  of  some  of  our  doctors 
with  better  business  experience  and  training  than 
I,  to  dissuade  me  and  have  our  Association  pur- 
chase domestic  bonds  paying  five,  six,  and  seven 
per  cent  interest.  My  recommendations  carried, 
the  bonds  cost  us  $146.62,  they  were  “called”  in 
1935.  Our  profit  was  $90.63  plus  $1,700  in  in- 
terest, or  a gain  of  35.8%  on  the  investment  in 
nine  years.  The  DEPRESSION  caused  us  no 
worries  about  “bonds.” 

In  1929,  in  order  that  the  Association  have, 
ample  funds  to  meet  the  ever  widening  scope  of 
its  activities,  the  dues  were  increased  to  $12.50, 
prorated,  $6.50  to  the  State  Association  and 
$6.00  for  Medical  Defense.  We  have  continued 
the  dues  at  this  amount  since,  to  1940. 

This  assessment  of  dues  seems  ample  to  run 
the  Association  and  to  continue  to  build  up  a 
creditable,  T might  almost  say  formidable  Medi- 
cal Defense  Fund.  Dr.  John  E.  Bacon  was  a 


staunch  advocate  of  adequate  Medical  Defense 
funds,  and  hoped  to  see  a reserve  fund  of 
$50,000. 

CONCLUSION 

The  Arizona  State  Medical  Association’s  Med- 
ical Defense  has  been  operating  successfully  for 
over  thirty-one  years. 

From  January  1,  1916  to  January  1947,  our 
Medical  Defense  Fund  has  grown  from  almost 
$900  to  a total  of  $36,157.66,  as  follows: 

Cash  on  hand  $ 5,147.66 

U.  S.  Savings  Bonds...  31,000.00 
The  coupons  from  the  bonds  and  interest  on 
cash  in  savings  bank  have  paid  all  our  Defense 
expenses  for  the  past  two  years.  There  has  been 
no  money  prorated  from  the  annual  dues  for  the 
Medical  Defense  for  the  past  two  years.  The 
doctors  who  have  joined  the  Association  since 
1943  are  getting  their  Medical  Defense  gratis. 

The  Defense  work  of  our  Medical  Defense 
Committee  during  these  thirty-one  years  will  be 
presented  by  Dr.  Delmar  F.  Harbridge,  who 
served  this  Association  for  twenty-two  years  as 
secretary  and  then  as  a member  and  finally  as 
chairman  of  the  Medical  Defense  Committee 
since  1940. 

Medical  Defense  in  Retrospect  will  be  dis- 
cussed by  Dr.  W.  W.  Watkins,  who  served  our 
Association  as  secretary  for  four  years  and  edit- 
ed our  section  of  the  Journal  for  three  years, 
both  being  eminently  qualified  by  long  years  of 
service  to  the  Association  to  record  their  per- 
sonal findings  and  opinions. 


Medical  Defense  in  Retrospect* 

W.  WARNER  WATKINS,  M.  D. 

Phoenix,  Arizona 


To  look  back  thirty-five  years  or  more  and 
recall  any  event  accurately  is  asking  much  of  a 
brain  equipment,  never  of  the  best,  and  whose 
neurons  of  memory  are  already  beginning  to  feel 
the  shriveling  touch  of  senescence.  If  there 
should  appear  to  be  a coloring  or  exaggeration 
of  the  importance  of  some  incidents,  there  is  a 
physiologic  excuse  for  this. 

Agitation  for  a plan  of  medical  defense  by 
the  Association  started  about  1912,  gigwing  out 
of  reports  of  methods  being  successfully  used  in 

*Read  at  the  Fifty-sixth  Annual  Meeting  of  the  Arizona  State 
Medical  Association,  at  Tucson,  Ariz.,  May  7,  1947. 


other  states.  Record  of  the  prime  movers  in  this 
important  development  in  our  associational  life, 
and  the  history  of  the  adoption  by  the  Associa- 
tion, will  be  cited  by  other  speakers  in  this  sym- 
posium. Opposition  to  the  idea  was  voiced, 
chiefly  on  the  ground  that  raising  the  dues  from 
three  to  five  dollars  a year  would  wreck  the 
Association ! Shades  of  inflation,  look  with 
compassion  on  us  now,  as  we  shell  out  $30.00 
each  year  for  the  State  Association,  plus  what- 
ever our  respective  county  societies  can  put  the 
“bee”  on  us  for.  In  Maricopa  County  we  have 
already  passed  the  $60.00  mark  and  look  appre- 


Arizona  Medicine 


July,  1947 


52 

hensively  to  the  future  where  we  can  glimpse  on 
our  financial  horizon  the  unbelievable  figure  of 
$100.00  per  year  per  member.  We  will  pay  it 
and  like  it,  because  with  the  passing  years  we 
have  learned  that  nothing  of  value  conies  to  us 
without  investment  of  time,  effort  and  money, 
and  the  hardest  of  these  to  give  up  is  money. 

It  was  a somewhat  ironical,  but  fortunate, 
circumstance  for  the  future  of  our  medical  de- 
fense program  that  our  first  suit  was  against  a 
member  who  had  vigorously  opposed  the  plan. 
It  might  be  thought  that  a doctor  whose  prac- 
tice is  limited  to  treating  tuberculosis  by  medi- 
cal methods  would  be  safe  from  malpractice 
suits.  But  not  so,  because  the  first  suit  brought 
against  a member  of  our  Association,  after  the 
institution  of  our  defense  plan  was  not  for  an 
x-ray  burn,  or  maltreating  a fracture,  but  was 
for  damage  alleged  to  have  been  suffered  from 
exposure  to  Arizona  sunlight ! The  doctor  treat- 
ed a tuberculous  fistula  by  heliotherapy  and 
was  sued  for  damages.  A verdict  in  the  doctor’s 
favor  was  won  in  the  lower  court  at  an  expense 
to  the  Association  of  $500.00.  Thereafter,  medi- 
cal defense  by  the  Association  had  no  stauncher 
advocate  than  this  doctor  who  had  previously 
fought  the  plan.  This  case  taught  us,  at  the  very 
outset,  that  no  doctor  is  immune  to  malpractice 
suits  and  that  no  treatment,  however  innocuous 
it  may  appear  to  be,  is  free  from  danger  of  at- 
tack by  damage  seekers.  Indeed,  as  will  be  shown 
in  a few  minutes,  it  is  not  necessary  to  give  any 
treatment,  but  the  mere  giving  of  an  opinion  in 
consultation  may  bring  a doctor  before  a bar 
of  judgment  on  charge  of  malpractice. 

As  we  look  back  upon  the  development  of 
medical  defense  in  Arizona,  with  a sense  of  se- 
curity and  satisfaction,  we  note  three  or  four 
outstanding  reasons  for  our  almost  unparalleled 
record  of  one  hundred  per  cent  success  in  defend- 
ing suits  brought  against  our  members,  because 
every  malpractice  suit  defended  in  the  courts 
by  our  defense  committee  and  its  attorneys  has 
been  carried  through  to  successful  conclusion, 
either  in  the  lower  courts  or  on  appeal  to  the 
state  supreme  court. 

The  first  important  reason  for  our  success  has 
been  the  constant  vigilance  of  our  Medical  De- 
fense Committee,  which  moves  into  action  when- 
ever a suit  is  filed  or  even  threatened.  They  in- 
vestigate and  if.  in  their  opinion,  the  threatened 
suit  is  not  a justifiable  one,  they  attempt  to  con- 
vince every  one  interested  that  the  suit  will  not 


be  successful  to  the  extent  that  damages  will 
be  recovered.  The  moving  spirit  of  our  defense 
committee  throughout  most  of  its  history,  has 
been  Dr.  I).  F.  Harbridge,  to  whom  the  Associa- 
tion owes  a profound  debt  of  gratitude,  and  who 
is  still  the  chairman  of  the  committee.  By  mak- 
ing a close  study  of  medical  defense  and  its 
technic  in  other  states,  by  his  personal  acquaint- 
ance with  the  Association  members  gained 
through  his  quarter  century  long  service  as  sec- 
retary of  the  organization,  by  his  giving  un- 
stintedly of  his  time  and  energy  to  the  neces- 
sary work  of  the  committee,  often  difficult  and 
disagreeable,  he  has  placed  us  in  the  enviable 
position  we  hold  in  the  matter  of  medical  de- 
fense. 

Our  second  strong  point  has  been  gained  by 
retaining  attorneys  who  are  specialists  in  medi- 
cal malpractice  defense,  who  are  thoroughly  ac- 
quainted with  decisions  throughout  the  country 
in  such  cases,  who  are  skilled  in  the  art  of  trial 
and  presentation  of  arguments  convincingly  to 
juries  or  higher  court  judges.  Not  every  lawyer 
can  successfully  conduct  defense  in  malpractice 
suits,  just  as  not  every  doctor  can  successfully 
perform  a hysterectomy.  Both  fields  of  practice 
require  special  training,  preparation  and  skill. 

Our  third  point  of  strength  is  represented  by 
our  compact  and  unified  Association  member- 
ship. We  are  not  too  large  to  get  well  acquainted 
with  each  other.  Nine  times  out  of  ten  a mal- 
practice suit  springs  from  some  careless  criticism 
voiced  by  one  doctor  regarding  the  work  or  re- 
sults of  treatment  given  by  another  doctor,  this 
criticism  being  made  to  the  patient  or  his  inter- 
ested relatives.  Whenever  the  Medical  Defense 
Committee  has  been  able  to  crystallize  a sense 
of  loyalty,  of  conscious  group  resistance  in  pre- 
venting injustice  to  a fellow  member,  our  medi- 
cal defense  has  been  successful. 

Our  fourth  source  of  strength,  which  goes 
along  with  the  one  just  mentioned,  has  been 
the  careful  and  constant  indoctrination  of  our 
members  in  the  ethical  principles  on  which  our 
medical  defense  is  based  ; namely,  that  the  justice 
of  any  threatened  suit  will  be  investigated,  and 
that  the  member  of  the  Association  involved  in 
the  threat  must  make  good  his  case  before  his 
county  society  and  the  Medical  Defense  Commit- 
tee of  the  Association.  Once  convinced  that 
justice  is  on  the  side  of  the  doctor  and  that  he 
has  not  been  guilty  of  criminal  malpractice,  the 
defense  committee  will  resist  the  charge  to  the 
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court  of  last  resort  and,  if  necessary,  expend 
every  resource  of  the  Association  in  so  doing. 
This  makes  for  careful  work  on  the  part  of  the 
practitioner,  for  a compact  loyalty  and  esprit 
de  corps  among  the  members  of  the  several  coun- 
ty societies,  so  that  a solid  phalanx  may  be  pre- 
sented to  resist  any  attack  upon  an  individual 
fellow  member.  As  long  as  this  solidarity  can 
be  maintained,  we  are  comparatively  safe.  Once 
this  solid  front  is  broken,  or  any  infiltration  of 
disloyalty  to  the  Association  or  malice  toward 
a fellow  practitioner  creeps  into  our  ranks,  we 
will  be  in  grave  danger. 

In  the  course  of  the  years  some  things  which 
appeared  at  the  time  to  be  catastrophic  have 
worked  out  to  our  benefit.  For  example,  when 
a suit  against  one  of  our  members  for  an  al- 
leged x-ray  injury  resulted  in  a verdict  against 
the  doctor  in  the  Pima  County  Superior  Court, 
this  appeared  to  be  a serious  defeat  for  us. 
However,  in  its  effect  on  future  developments,  it 
proved  to  be  a fortunate  outcome,  because  in 
the  reversal  of  the  lower  court’s  verdict,  our 
State  Supreme  Court  laid  down  the  criteria 
which  must  be  fulfilled  before  a verdict  for  mal- 
practice can  be  allowed,  and  the  establishment 
of  these  legal  principles  so  early  in  our  experi- 
ence with  medical  defense  has  been  a vital  fac- 
tor in  our  success  during  the  succeeding  years. 

In  the  ease  in  question,  x-ray  treatments  were 
given  to  a woman  with  inoperable  sarcoma,  which 
was  not  halted  in  its  progress  and  soon  killed  the 
patient.  The  doctor  gave  the  lesion  the  usual 
vigorous  radiation  which  such  a condition  de- 
mands. The  treated  area  idcerated,  whether 
from  the  radiation  or  from  the  malignant  disease 
itself  not  being  established.  The  lower  court  al- 
lowed the  jury  to  presume  that  the  treatment 
caused  the  ulceration,  though  the  defendant 
doctor  denied  this ; the  jury  also  was  allowed  to 
presume,  without  proof,  that  the  treatment  ag- 
gravated' rather  than  retarded  the  spread  of  the 
disease.  In  reversing  the  lower  court  verdict 
and  ordering  judgment  in  favor  of  the  defendant 
doctor,  our  State  Supreme  Court  followed  close- 
ly the  opinion  of  Judge  Wm.  Howard  Taft,  in 
a case  tried  before  him  in  the  U.  S.  District 
Court  of  Ohio  before  he  was  elevated  to  the 
II.  S.  Supreme  Court  bench.  In  substance  this 
opinion  of  Judge  Taft  was  as  follows: 

“Before  the  plaintiff  can  recover  she  must  show 
by  affirmative  evidence — first,  that  the  defendant 
was  unskillful  or  negligent;  and,  second,  that  his 
want  of  skill  or  care  caused  injury  to  the  plaintiff. 


If  either  element  is  lacking  in  her  proof,  she  has 
presented  no  case  for  the  consideration  of  the 
jury.  The  naked  facts  that  the  defendant  per- 
formed operations  upon  her  eye  and  that  pain 
followed  and  that  subsequently  the  eye  was  in 
such  bad  condition  that  it  had  to  be  removed, 
established  neither  the  neglect  or  unskillfulness 
of  the  treatment,  nor  the  casual  connection  be- 
tween it  and  the  unfortunate  event.” 

The  effect  of  this  decision  by  our  Supreme 
Court  established  the  legal  principle  in  Arizona, 
as  Judge  Taft’s  decision  did  in  Ohio,  that  the 
doctrine  of  res  ipsa  loquitur  (the  thing  speaks 
for  itself),  which  is  still  allowed  in  malpractice 
suits  in  some  states,  shall  not  apply  in  our  state, 
so  that  the  jury  in  the  case  in  question  should 
not  have  been  allowed  to  presume  negligence  be- 
cause of  the  developments  which  followed  the 
treatments.  That  negligence  must  be  established 
by  direct  proof,  or  expert  testimony.  This  ruling 
that  the  doctrine  of  res  ipsa  loquitur  is  not  to  be 
followed  in  malpractice  suits  has  been  a most  po- 
tent factor  in  conducting  defense  in  the  cases 
tried  in  Arizona  since  that  time. 

One  other  malpractce  suit  has  been  won  in  a 
lower  court  and  been  reviewed  by  our  Supreme 
Court.  That  was  also  a suit  for  alleged  x -ray 
burns.  It  was  the  most  difficult,  as  well  as  the 
most  costly,  of  all  the  suits  defended  by  our  As- 
sociation. The  plaintiff  won  a verdict  in  the 
Superior  Court  of  Maricopa  County  and  appeal 
was  taken  to  the  Supreme  Court,  which  set  aside 
the  lower  court’s  verdict,  on  the  same  ground  of 
insufficient  proof  of  negligence.  However,  the 
case  was  remanded  for  retrial  instead  of  being 
reversed.  This  doctor  had  no  liability  insurance 
and  very  little  property,  so  the  plaintiff’s  attor- 
ney apparently  saw  the  uselessness  of  going  fur- 
ther, and  the  case  was  never  brought  to  trial 
again. 

Several  cases  have  had  the  criteria  set  up  by 
our  Supreme  Court  applied  to  them  in  district 
courts  and  have  failed  to  meet  these  require- 
ments of  proof  of  negligence  plus  proof  of  dam- 
age from  such  negligence,  resulting  in  directed 
verdicts  for  the  defendants  or  rulings  of  non-suit. 

One  other  case  handled  by  our  medical  de- 
fense attorneys  in  cooperation  with  insurance 
company  attorneys  was  not  primarily  a mal- 
practice action,  but  had  far  flung  repercussions 
of  importance  to  our  defense  program ; for  that 
reason  it  will  be  briefly  summarizel.  That  was 
the  famous  suit  against  the  Medical  Advisory 
Board  of  the  Industrial  Commission,  in  1940. 

For  the  information  of  many  new  members  of 
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the  Association,  it  is  recalled  that  in  1934  the 
State  Medical  Association  formed  the  Industrial 
Relations  Committee.  After  this  committee  had 
begun  to  function,  the  Industrial  Commission 
decided  to  use  the  members  of  the  committee  as 
a reference  board  for  consultation  opinions  in 
selected  cases  of  industrial  injury.  The  five  or 
six  members  of  the  committee  were  invited  in- 
dividually to  serve  on  this  Board,  which  met 
monthly,  and  to  render  their  professional  opin- 
ions regarding  disabilities  present.  This  Board 
was  first  called  the  Medical  Referee  Board,  and 
later  was  designated  the  Medical  Advisory 
Board,  as  more  nearly  describing  their  functions. 
The  Board  was,  and  still  is,  subject  to  change 
each  year,  since  it  is  made  up  of  the  same  per- 
sonnel as  the  Industrial  Relations  Committee, 
which  each  new  president  appoints  with  Council 
approval. 

Many  eminent  practitioners  of  Arizona  have 
served  on  this  Committee  and  Board.  In  1938, 
at  the  first  meeting  of  the  newly  appointed 
Board,  which  that  year  was  composed  of  six 
members,  they  examined  among  other  cases  a 
workman  who  was  claiming  a high  degree  of 
lower  back  disability  as  the  result  of  an  accident 
sustained  about  a year  previously,  when  he  was 
temporarily  buried  under  some  falling  loose  dirt. 
The  Board  rendered  a unanimous  opinion  that 
the  symptoms  which  could  be  attributed  to  the 
injury  had  subsided  and  that  the  disability  pres- 
ent at  the  time  of  their  examination  was  due  to 
arthritis  and  its  natural  development,  with  no 
permanent  aggravation  by  the  injury  in  ques- 
tion. A suit  was  filed  by  this  man,  at  first  charg- 
ing fraud  and  conspiracy  between  the  Board 
members  and  the  Industrial  Commission.  The 
charge  of  conspiracy  by  the  Commission  was 
dismissed  as  unproven,  and  a new  suit  was  al- 
lowed to  be  filed  against  the  six  doctors,  charg- 
ing them  with  fraud  and  asking  $50,000  dam- 
ages. The  insurance  company  which  had  five  of 
the  six  doctors  covered  with  malpractice  insur- 
ance at  first  would  not  agree  that  their  policies 
included  fraud.  Our  Association  attorney  took 
the  position  that  a suit  against  a doctor,  charg- 
ing fraud,  was  just  a suit  for  malpractice  under 
another  name  and  the  Association  should  defend 
the  doctors.  The  insurance  company  then  de- 
cided to  join  in  the  defense,  but  reserved  the 
right  to  determine  their  liability  for  damages, 
after  the  suit,  should  a verdict  against  the  doc- 
tors result. 


One  of  the  first  things  which  happened  was  a 
test  of  the  Association’s  policy  of  never  com- 
promising a suit  for  malpractice.  The  attorney 
for  the  plaintiff  in  this  action  for  fraud  had  lit- 
tle confidence  in  the  justice  of  his  case  and 
wished  to  get  rid  of  the  matter,  so  he  offered  to 
accept  $250.00  and  drop  the  suit.  Some  of  the 
doctors,  facing  the  alternative  of  making  re- 
peated trips  to  Phoenix  and  remaining  for  days 
at  a time,  with  the  disagreeable  notoriety  of 
being  sued  for  fraud, — which  sounds  worse  than 
malpractice, — were  willing  to  pay  the  $250.00 
and  one  of  them  offered  to  pay  the  whole  amount. 
The  insurance  company  also  was  willing  to  avoid 
the  greater  expense  of  defending  the  suit  and 
to  pay  this  small  sum.  However,  our  Associa- 
tion attorney  insisted  that  it  would  be  a grave 
mistake  to  compromise,  because  such  a prece- 
dent would  invite  a flood  of  suits  which  would 
have  the  sole  idea  of  scaring  the  doctors  into  ac- 
cepting a compromise  and  paying  a small  amount 
in  order  to  avoid  a suit, — a pure  blackmail  pro- 
cedure. The  doctors  of  the  Medical  Advisory 
Board,  when  convinced  of  this  danger,  willingly 
and  sacrificially  went  through  the  time-consum- 
ing and  disagreeable,  as  well  as  expensive,  ex- 
perience of  trial  and  adverse  verdict  in  the  low- 
er court,  for  the  good  of  the  Association. 

After  several  days  of  trial  the  lower  court 
judge  erroneously,  as  later  shown  by  the  re- 
versal opinion  of  the  Supreme  Court,  allowed 
the  case  to  go  to  the  jury.  This  error  was  chiefly 
in  allowing  the  jury  to  presume  fraud  without 
proof  of  fraud.  The  jury  brought  in  a verdict 
of  $6,000  damages  against  the  six  doctors,  and 
divided  this  in  a very  peculiar  way.  The  sum 
of  $2000.00  was  designated  as  compensation  for 
the  disability  suffered  and  $4,000.00  as  punitive 
damages.  The  $2,000.00  represented  approxi- 
mately five  per  cent  general  disability.  The 
jury  apparently  did  not  believe  the  doctors,  but 
they  also  did  not  believe  the  man’s  claim  of  a 
high  degree  of  disability,  since  five  per  cent 
would  hardly  disable  him  from  work.  In  spite 
of  this  slight  difference  between  the  doctors’  es- 
timate of  no  disability  from  the  accident  and 
the  jury’s  diagnosis  of  five  per  cent,  the  jury 
assessed  punitive  damages  against  the  doctors 
for  $4,000.00, — to  make  up  the  total  of  $6,000.00. 
Small  wonder  that  the  Supreme  Court  reversed 
this  jury  award  in  an  opinion  which  sharply 
criticized  the  lower  court  for  allowing  the  case 
to  go  to  the  jury  at  all.  The  lower  court  verdict 
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was  reversed  and  judgment  for  the  defendant 
doctors  ordered. 

The  question  might  be  raised  as  to  the  eco- 
nomic justification  of  spending  $2500.00  to  Avin 
a suit  which  could  have  been  quietly  killed  off  at 
a cost  of  only  $250.00.  The  ansAver  is  that  the 
entire  Association  membership  profits  from  the 
Avinning  of  this  suit, — as  it  does  in  the  winning 
of  any  malpractice  suit, — while  only  the  indi- 
vidual doctors  concerned  would  have  profited 
from  the  compromise.  Not  only  would  there  have 
been  no  profit  to  the  membership  at  large  from 
a compromise,  but  it  would  have  brought  them 
into  grave  danger.  Attorneys  of  the  twilight 
zone  were  watching  the  outcome  of  this  suit  with 
eagerness  and  malicious  hopefulness.  We  were 
told  by  the  claims  manager  of  the  Industrial 
Commission  that  one  attorney  alone  had  asked 
for  and  been  given  the  privilege, — which  could 
not  be  refused, — of  studying  some  75  or  80  rec- 
ords of  the  Commission,  in  most  of  which  he 
planned  to  bring  suits  against  the  doctors  treat- 
ing the  Avorkmen  or  giving  opinions  regarding 
them  in  consultation,  shonld  any  kind  of  fa- 
vorable outcome — whether  by  compromise  or 
court  action — be  won  by  this  plaintiff.  This 
fat  prospect  Avas  brought  to  an  abrupt  termina- 
tion by  the  Supreme  Court’s  reversal. 

A further  benefit  accruing  to  the  Association 
from  this  case  was  the  opportunity  it  afforded 
for  a restatement  by  the  Supreme  Court  of  the 
criteria  necessary  to  establish  a verdict  of  mal- 
practice. In  the  brief  appealing  the  case  to  the 
Supreme  Court,  our  attorneys  took  the  stand 
that  the  charge  of  fraud  had  practically  resolved 
itself  by  the  questions  asked  into  a malpractice 
action.  The  Supreme  Court  accepted  this  Adew- 
point,  and  in  their  decision  reversing  the  lower 
court,  they  restated  the  steps  necessary  to  es- 
tablish a case  for  fraud,  and  further  stated  that 
these  are  similar  to  those  necessary  for  a judg- 
ment of  malpractice. 

This  is  not  the  first  suit  for  fraud  against 
members  of  our  Association.  Many  years  ago, 
two  prominent  members  had  such  a suit  brought 
against  them,  the  charge  being  that  they  had 
fraudulently  certified  a patient  as  insane.  In 
the  Superior  Court  of  Yavapai  County,  the 
judge  dismissed  the  case  and  the  plaintiff  ap- 
pealed to  the  Supreme  Court,  which  upheld  the 
lower  court  on  the  grounds  that  there  Avas  not 
proof  of  fraud.  Fraud  is  regarded  as  one  of  the 


most  difficult  charges  to  sustain  in  court,  be- 
cause of  the  necessity  for  establishing  it  by  direct 
proof.  The  placing  of  fraud  and  malpractice  in 
the  same  category  as  regards  the  necessity  for  di- 
rect proof  strengthens  our  malpractice  defense 
very  materially. 

We  will  summarize  briefly,  with  some  repeti- 
tion of  important  points  for  sake  of  emphasis. 
As  Ave  look  back  over  the  years  and  recall  cases 
Avliere  danger  has  threatened  our  defense  struc- 
ture, it  is  more  and  more  apparent  that  our 
strength  lies  in  the  compactness  and  simplicity 
of  our  organization.  Where  medical  defense 
plans  have  been  set  up  in  other  states  and  later 
discarded,  this  is  been,  in  part  at  least,  because 
of  the  diversity  of  their  interests  and  methods 
of  practice,  this  diversity  being  difficult  to  mar- 
shal and  focus  on  a single  objective.  In  Arizona, 
our  professional  interests  are  few ; Ave  have  two 
large  cities  with  general  open  staff  hospitals,  a 
half  dozen  mining  hospitals  with  small  and  com- 
petent staffs,  some  agricultural  districts,  and 
that  is  about  all.  Throughout  most  of  the  past 
thirty-five  years  Ave  have  had  no  organized  clinic 
groups.  We  now  liaA^e  several  of  these,  all  of 
Avhich  are  working  harmoniously  with  the  indi- 
vidual practitioners  of  their  respect  ive  communi- 
ties. As  a compact  and  unified  group  Ave  have 
Avorked  on  the  life  prnciple  of  any  organization 
—“united  Ave  stand,  divided  Ave  fall.”  We  have 
made  effective  the  Antal  ethical  principle  of  our 
parent  organization,  that  no  doctor  shall  turn 
his  hand  or  voice  Avith  malice  or  even  careless- 
ness against  a fellow  practitioner.  Our  associa- 
tion of  members  should  be  on  a level  at  least  as 
high  as  that  of  the  common  labor  union,  whose 
entire  resources  will  be  thrown  into  the  arena 
in  behalf  of  any  individual  member,  should  the 
union  regard  the  treatment  accorded  him  by  an 
employer  to  be  unjust  or  detrimental  to  the  wel- 
fare  of  the  whole  group.  The  rules  of  our  de- 
fense committee  do  not  aim  to  cover  up  a crime 
or  to  defend  a doctor  guilty  of  criminal  negli- 
gence, or  whose  cause  is  not  regarded  as  a just 
one.  But,  once  we  have  decided  that  he  should 
be  defended,  the  Association  aims  to  go  all  the 
way  in  that  defense — regardless  of  cost. 

In  this  day  of  loose  ethical  thinking  on  the 
part  of  the  great  mass  of  people,  Ave  may  expect 
many  of  them  to  be  seeking  the  way  of  easy 
money.  We  are  being  almost  universally  trained 
to  blame  our  misfortunes  on  other  people  and  to 
seek  some  recompense  from  them.  In  a society 
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which  thinks  like  this,  it  is  inevitable  that  there 
will  be  a rising  tide  of  damage  suits  against  doc- 
tors, as  a part  of  the  prevalent  “I’ll  get  mine” 
philosophy  of  life,  when  patients  fancy  them- 
selves to  have  suffered  bad  treatment.  We  may 
expect  this  and  we  should  strengthen  our  de- 


fense provisions  in  every  possible  way.  We  have 
won  every  battle  so  far,  but  we  must  not  relax 
our  vigilance  nor  withdraw  our  support — else 
we  will  soon  have  one  calamity  after  another 
and  in  the  end  lose  all  that  we  have  so  laborious- 
ly built  in  the  matter  of  medical  defense. 


Meditations  on  Medical  Defense 

T-ELMAR  F.  HARBRIDGE,  M.  D. 


As  “low  man  on  the  totem  pole,”  since  I ap- 
pear with  the  third  paper  in  this  symposium,  I 
plan  to  be  brief  and  present  some  meditations  on 
why  malpractice  suits  are  entered  or  instituted, 
and  how  they  may  eb  avoided  in  part  at  least. 

Your  reporter  will  not  review  past  cases  but 
will  discuss  features  that  are  common  to  all  sit- 
uations in  one  way  or  another.  Malpractice  suits 
may  be  likened  to  disease.  They  have  a cause. 
They  are  subject  to  treatment.  End  results  may 
be  favorable  or  disastrous.  What  may  be  said  on 
the  various  aspects  of  malpractice  is  not  wholly 
original  with  your  reporter,  as  others,  nation 
wide,  who  have  dealt  with  these  situations  must 
all,  of  necessity  make  about  the  same  observa- 
tions. 

First,  “any  patient  with  anything  less  than 
perfect  end  results  is  a potential  malpractice 
claimant.  Whether  such  a patient  brings  action 
is  often  determined  by  his  feeling  toward  his 
physician.”  If  a patient  is  happy  with  you  as 
his  doctor,  if  you  have  not  kept  him  waiting  too 
long,  if  you  have  not  promised  him  too  much  in 
the  way  of  results,  and  if  you  have  employed 
judicious  methods  for  collecting  your  bills,  you 
are  not  so  apt  to  be  sued  as  are  those  physicians 
who  have  committed  indiscretions  in  their  doctor- 
patient  relationships  in  these  respects. 

Experience  with  Medical  Defense  over  the 
years  has  led  us  to  the  same  conclusion  of  a 
physician  similarly  experienced  in  this  work  in 
another  state.  lie  said,  “Malpractice  suits  fall 
in  two  classes — justifiable  and  unjustifiable. 
Justifiable  suits  may  be  avoided  by  giving  metic- 
ulous attention  to  the  requirements  of  good  prac- 
tice. No  physician  is  immune  from  an  unjusti- 
fiable claim  despite  scrupulous  care.” 

It  has  been  the  intent  of  our  Medical  Defense, 
ever  since  its  inception,  to  bring  our  members 
to  see  the  need  for  exercising  professional  and 
personal  precautions  that  will  keep  them  beyond 


the  pale  of  possible  suit.  It  has  never  been  the 
intent  of  the  defense  to  condone  justifiable  suit. 

Once  suit  is  entered  against  a physician  and 
trial  in  court  is  ordered,  ths  doctor’s  character, 
his  personal  integrity,  and  his  professional  skill 
are  all  assailed.  His  reputation  both  as  an  in- 
dividual and  as  a physician  is  at  stake  any  way 
the  case  may  be  viewed.  Every  physician  wish- 
es to  avoid  such  an  experience  yet  many  bring 
it  on  themselves. 

In  the  few  minutes  at  present  disposal  let  us 
stress  that : 

1.  The  practice  of  good  medicine  in  every 
sense  of  the  word  is  the  best  protection  akainst 
suit. 

2.  Carry  your  own  personal  indemnity  in- 
surance as  a personal  protection.  Our  Defense 
pays  no  judgments. 

3.  Look  on  your  hospital  and  office  records 
as  being  your  best,  if  not  only,  witness  in  an 
action  which  might  be  brought  against  you.  In- 
complete records  make  good  witness  for  the  pros- 
ecution. 

-1.  In  case  a patient  complains  of  treatment 
and  says  he  may  bring  suit,  do  not  confide  that 
you  carry  indemnity  prote  ction.  Your  insur- 
ance carrier  does  not  give  you  this  insurance 
to  cover  your  blunders — it  is  written  to  protect 
you  against  unjustifiable  suit. 

5.  Select  your  patients  wisely.  Learn  to  sift 
out  those  who  may  be  searching  for  an  opinion 
to  give  them  cause  for  action  against  a colleague. 
When  a patient  begins  complaining  about  treat- 
ment received  from  some  other  doctor,  that  is 
the  yellow  light  for  caution  on  your  part.  Speak 
not  a word  against  this  colleague  under  such 
conditions,  for  you  are  being  led  into  a trap. 

6.  Secure  written  consent  for  operation  and 
autopsy. 

7.  Do  not  leave  town  for  so  much  as  a day 
without  arranging  for  some  one  to  see  your  pa- 
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tients  during  your  absence.  Absenting  yourself 
without  notice  to  your  patient  and  failing  to 
arrange  for  a qualified  substitute  has  resulted 
in  suit.  It  could  happen  to  you. 

8.  Treat  every  patient — regardless  of  in- 
come— with  meticulous  attention.  The  knowl- 
edge, skill  and  care  of  the  average  reputable 
practitioner  in  the  same  .general  field  of  prac- 
tice in  your  community  at  the  time  in  question 
is  what  is  taken  in  court  as  “sound  practice  of 
medicine.” 

9.  Never  criticise  the  work  of  a colleague  by 
either  word  or  gesture.  The  certain  lifting  of  an 
eye  brow  can  serve  as  a severe  criticism.  Re- 
frain from  professional  criticism  at  all  times. 

10.  Be  conservative  with  your  patient  as  to 
end  results.  Reassure  him  to  the  fullest  extent 
possible  but  make  no  “rash”  promises.  “Guar- 
anteed ’ ' results  make  for  dissatisfaction  more 
often  than  not. 

11.  Treat  every  case  as  a potential  malprac- 
tice suit  and  you  will  be  protected  in  9 cases 
our  of  10. 

12.  Confer  with  the  Committee  on  Medical 
Defense  on  the  first  whisper  of  a pending  suit 
against  you.  The  Committee  is  set  up  for  that 
purpose  and  its  counsel  is  worthy  of  your  early 
consideration. 

In  conclusion,  the  Committee  throughout  the 
years  has  been  proud  of  its  work  in  behalf  of 
the  membership  in  this  phase  of  medical  prac- 


tice. The  big  majority  of  our  hundred  odd  cases 
have  been  totally  unjustifiable.  The  physicians 
who  have  been  the  defendants  have  conducted 
themselves  with  decorum  and  professional  dig- 
nity in  all  these  instances'.  This  professional  dili- 
gence on  the  part  of  the  membership  has  paid 
off  well  as  the  number  of  suits  has  not  been 
great  and  the  results  have  been  overwhelmingly 
in  favor  of  the  defendant  physician. 

Times  are  changing  and  it  may  be  that  a new 
scheme  will  be  worked  out  in  the  not  far  distant 
future  on  medical  defense.  This  writer  would  be 
for  any  change  that  the  wisdom  of  all  concerned 
would  dictate.  Let  me  compliment  the  member- 
ship upon  its  circumspect  behavior  in  these  mat- 
ters during  the  years  past.  Your  practice  of 
good  medicine  has  been  your  best  witness  in 
Court  when  trial  has  had  to  come.  The  Commit- 
tee has  endeavored  to  bear  your  interest  at  heart 
in  all  its  deliberations.  Wherein  it  has  served 
well  in  event  of  suits  we  are  both  pleased  and 
proud.  It  has  been  equally  due  to  the  conduct 
and  professional  bearing  of  the  physician  con- 
cerned and  the  diligence  and  astuteness  of  the 
Committee  that  cases  at  trial  have  come  out  so 
well  in  the  final  analysis.  On  behalf  of  the  Com- 
mittee, Ave  would  say  that  a continuance  of  this 
prudence  on  the  part  of  all  concerned  will  serve 
to  keep  malpractice  claims  endemic  rather  than 
epidemic. 

Thank  you,  indeed. 
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Methods  of  Bringing-  and  Holding 
Doctors  in  Rural  Areas 

F.  A.  HUMPHREY,  M.  D. 

Fort  Collins,  Colorado 
Chairman,  Colorado  Committee  on  Rural 
Medical  Service. 


NOTE  TO  EDITOR:  The  following  is  a copy  of  a talk  given 
in  Chicago  Friday  morning,  February  7,  1947  at  the  Second 
Annual  National  Conference  on  Rural  Health,  sponsored  by  the 
Committee  on  Rural  Medical  Service  of  the  American  Medical 
Association. 

“How  can  we  keep  the  country  boy  down  on 
the  farm?”  That  was  one  of  the  chief  questions 
in  rural  economics  following  World  War  I. 
Dispite  all  theories  advanced  at  that  time,  no 
one  came  forth  with  a satisfactory  answer. 

Medically  speaking,  the  modern  version  of 
that  problem  is  “Bringing  and  Holding  Doctors 
in  Rural  Areas.”  A diretcor  of  a state  extension 
service  answered  the  first  question  the  other 
day,  very  simply,  by  stating  that  with  the  advent 
of  modern  farm  machinery,  the  country  boy  is 
no  longer  needed  on  the  farm,  or  in  other  words, 
there  is  now  no  such  problem. 

Records  in  the  office  of  the  American  Medical 
Association  and  the  various  state  medical  soci- 
eties list  many  rural  areas  without  adequate 
medical  care  which  leads  to  the  conclusion  that 
the  problem  of  obtaining  and  maintaining  prop- 
er medical  personnel  for  the  rural  areas  is  not 
only  one  of  the  most  vital  issues  of  rural  health 
but  its  solution  is  one  of  the  most  difficult  to 
accomplish.  The  issue  can  no  longer  he  side- 
stepped as  was  done  by  the  writers  and  pro- 
ponents of  the  Murray-Wagner-Dingle  Bill.  In 
that  bill  there  is  no  admission  of  the  rural  health 
problem,  and  therefore,  there  is  no  suggestion  as 
to  the  best  manner  of  getting  adequate  medical 
care  to  the  farm  population,  and  no  offer  of  a 
method  of  improving  rural  conditions  so  that  a 
redistribution  of  the  medical  personnel,  now 
available  in  the  United  States,  would  naturally 
follow. 

Before  rural  health  can  be  intelligently  dis- 
cussed, some  mutual  understanding  of  what 
constitutes  a rural  community  must  be  accept- 
ed. A rural  community  may  vary  in  size  from 
one  with  a radius  of  a few  miles,  to  one  with 
a radius  of  fifty  or  more  miles.  Its  population 
may  vary  from  a few  hundred  to  a few  thousand 
persons. 

Tt  is  generally  conceded  that  there  is  no  dis- 
tressing problem  of  medical  care  and  no  diffi- 


culty in  getting  and  keping  medical  personnel 
in  the  more  populous  rural  areas,  so  our  atten- 
tion and  efforts  can  therefore  be  concentrated 
on  the  larger,  more  sparsely  settled  areas,  where 
neighbors  are  far  apart,  and  towns,  which  are 
large  enough  to  support  a doctor,  are  widely 
separated.  It  is  in  such  communities  that  it  will 
be  difficult  to  convince  the  younger  doctor  to 
locate  and  establish  a practice.  Some  better 
system  of  professional,  educational,  religious, 
social  and  economic  relationship  will  have  to  be 
established  in  order  to  hold  doctors  in  such  ru- 
ral communities,  once  they  have  located  there. 

There  are  only  two  groups  of  people  who  are 
vitally  and  sincerely  interested  in  finding  a 
solution  to  the  rural  health  problem ; namely, 
the  inhabitants  of  such  rural  areas  themselves, 
and  the  Medical  Profession.  One  is  represented 
in  this  meeting  by  the  leaders  of  various  state 
and  national  organizations  and  the  other  by  rep- 
resentatives of  the  American  Medical  Associa- 
tion. If  this  problem  is  to  be  solved,  it  must  be 
done  through  the  close  cooperation  of  these  two 
groups  working  out  a program  of  procedure  to 
relieve  the  present  undesirable  conditions,  and 
then  for  the  members  of  this  conference  to  fur- 
nish the  needed  leadership  to  carry  out  the  plan 
of  action  upon  which  they  have  agreed.  Such 
a program  can  he  and  must  be  outlined  by  a 
mutual  exchange  of  ideas  at  this  and  other  sim- 
ilar conferences.  Then  the  two  groups,  working 
as  a team,  can  furnish  the  necessary  leadership 
to  put  into  operation  that  part  of  the  program 
which  would  apply  to  their  individual  area.  No 
rules  of  procedure  can  be  made  which  will  not 
have  to  he  revised  to  fit  some  unusual  condi- 
tion since  there  are  so  many  diverse  types  of 
rural  areas  in  the  United  States.  A specific 
program  drawn  to  the  measurement  of  condi- 
tions found  in  the  corn  belt  of  the  middle  west 
would  of  necessity  need  some  revision  to  meet 
the  entirely  different  type  of  person  and  occu- 
pation present  in  the  cotton  belt  of  the  south, 
or  the  mining  areas  of  either  the  Eastern  or  the 
Rocky  Mountain  States.  However,  a start  must 
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be  made  and  a general  plan  outlined  which  is 
ilexible  enough  to  allow  the  changes  needed  to 
meet  the  different  conditions  found  in  the  vari- 
ous sections  of  the  United  States. 

In  drawing  up  such  a plan,  the  first  things 
to  consider  are  the  changes  which  should  be 
made  by  the  individual  farmers  and  business 
men  in  the  small  towns  which  will  increase  their 
chance  of  having  a doctor  locate  in  their  com- 
munity. The  suggestions  made  are  not  unrea- 
sonable nor  very  difficult  of  accomplishment. 
Even  if  they  fail  in  their  primary  purpose,  the 
time  and  energy  consumed  will  not  have  been  in 
vain,  for  the  improvements  are  those  which 
make  life  a little  better  living,  not  only  a more 
enjoyable  life  for  the  doctor  but  also  for  every 
inhabitant  of  the  town  and  its  surroundnig  trade 
territory. 

More  time,  money,  and  energy  should  be  spent 
on  such  things  as  good  roads,  especially  from 
farm  to  market,  improved  sanitary  conditions, 
safer  water  supply  and  storage,  and  similar  lo- 
cal projects  than  in  trying  to  get  a hospital  lo- 
cated in  their  community  under  the  provisions 
of  the  Hill-Burton  Act.  Such  a hospital  should 
rightfully  be  located  only  after  a scientific  and 
practical  interpretation  of  a thorough  survey  of 
hospital  and  health  needs.  The  many  “ghost 
towns”  scattered  in  the  mining  areas  of  the 
mountain  states  do  not  present  a pleasant  pic- 
ture but  an  even  more  depressing  sight  would  be 
“ghost  hospitals”  appearing  over  the  United 
States  in  the  next  few  years  because  of  poor 
judgment  now  in  choosing  their  locations.  On 
the  other  hand,  if  a town  and  its  surrounding 
trade  territory  is  large  enough  to  adequately 
support  a doctor  and  wishes  to  have  one,  then 
every  effort  should  be  put  forth  by  its  citizens 
to  obtain  that  desire.  The  initiative  is  squarely 
In  the  lap  of  the  local  people  and  to  secure  the 
goal  they  may  have  to  offer  even  further  in- 
ducement such  as  the  physical  facilities  which 
are  so  essential  to  a doctor  if  he  is  to  properly 
care  for  the  sick.  In  some  cases  it  may  be  neces- 
sary to  take  still  another  step  and  subsidize  the 
doctor  on  a monthly  basis  in  order  to  make  his 
income  commensurate  with  his  education  and 
ability.  Such  subsidies  should  be  financed  lo- 
cally, if  at  all  possible,  before  application  for 
state  or  federal  aid  is  made.  By  all  means  after 
a doctor  has  located  in  a rural  community,  its 
citizens  should  show  their  loyalty  to  him  by 
using  him  in  case  of  illness  and  not  go  to  the 


larger,  but  more  distant,  towns  for  their  medical 
care. 

The  matter  of  prepayment  medical  care  as  it 
applies  to  rural  communities  will  be  discussed  by 
others  by  the  universal  participation  in  prepay- 
ment insurance  by  farm  people,  will  be  of  defi- 
nite assistance  in  bringing  and  keeping  doc- 
tors in  rural  areas  and  should  be  incorporated 
in  any  plan  devised  for  that  purpose. 

The  other  half  of  this  partnership,  the  medical 
profession,  is  gradually  recovering  from  its 
lethargy  and  beginning  to  show  signs  of  interest 
in  the  general  practitioner  and  the  rural  health 
problem  as  evidenced  by  the  formation  of  the 
new  section  on  General  Practice  in  the  American 
Medical  Association.  This  activity  has  at  least 
raised  the  ego  of  the  man  doing  general  work 
and  time  will  tell  whether  or  not  it  has  also 
elevated  his  general  standing  and  importance  in 
the  overall  picture  of  medical  practice  in  the 
minds  of  the  public  so  he  can  compete  on  an 
equal  basis  with  members  of  the  sections  who  do 
special  work. 

Another  favorable  indication  of  the  interest 
of  American  Medicine  in  this  problem  is  the  ap- 
pointment of  a Committee  on  Rural  Health  in 
the  American  Medical  Association  and  the  spon- 
soring of  this,  the  Second  Annual  Conference 
on  Rural  Health. 

The  Medical  Schools  of  the  United  States 
should  lie  asked  to  cooperate  and  join  in  the  at- 
tempt to  solve  the  rural  health  problem.  There 
is  no  other  instrument  in  organized  medicine 
which  can  or  should  lend  itself  to  such  a service 
as  easily  and  efficiently  but  a definite  program 
must  be  submitted  to  them  which  will  enhance 
rather  than  jeopardize  the  prime  purpose  to 
which  they  owe  their  existance. 

Other  medical  schools  should  follow  the  exam- 
ple of  the  Colorado  University  which  has  estab- 
lished a residency  in  general  practice  following 
the  usual  rotating  internship  of  one  year.  In 
this  residency  the  graduate  will  study  six  months 
each  in  medicine,  in  pediatrics,  in  obstetrics 
and  gynecology,  and  in  surgery,  with  allied  spe- 
cialties included  under  the  four  main  heads. 
After  this  training,  it  is  expected  that  the  doc- 
tor will  be  capable  of  caring  for  better  than  90% 
of  the  patients  coming  to  him  should  he  locate 
in  one  of  the  small  towns.  Possibly  other  schools 
have  instituted  this  same  program.  If  not,  they 
should  be  advised  to  do  so. 
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Another  change  in  policy  which  would  relieve 
materially  the  present  shortage  of  doctors  in 
rural  areas  is  the  requirement  of  from  three  to 
five  years  in  general  practice  before  resident 
training  is  begun.  Such  a plan  would  be  of  great 
benefit  to  the  individual  by  broadening  his  clin- 
ical knowledge  and  by  giving  him  a better  un- 
derstanding of  the  difficulties  encountered  in 
general  practice  and  a finer  appreciation  of  the 
economic  features  involved.  A doctor,  after  such 
an  experience,  would  be  more  mature  and  better 
qualified  to  choose  the  specialty  for  which  he 
has  the  greatest  aptitude  and  in  which  he  has 
developed  the  most  interest.  Later,  should  he 
wish  to  become  certified,  some  credit  should  be 
given  for  the  time  spent  in  general  practice.  It 
would  also  be  beneficial,  at  least  in  the  immedi- 
ate future,  by  opening  many  residences  which 
could  be  and  would  be  filled  by  qualified  men 
who  have  served  in  the  armed  forces  and  who 
are  now  attempting  to  obtain  residences  in  or- 
der to  become  certified  by  special  boards.  These 
men  have  seen  the  advantage  in  the  last  war,  at 
least  as  far  as  rank  is  concerned,  of  being  certi- 
fied and  have  obtained  their  desire  for  special 
training  partially  from  that  observation.  In 
many  instances  recent  graduates  of  medicine 
and  doctors  returning  to  civilian  life  want  only 
to  be  a specialist  and  have  no  particular  apti- 
tude or  desire  to  practice  a particular  type  of 
specialized  medicine,  as  evidenced  by  their  ac- 
ceptance of  training  in  some  other  field,  if  the 
one  of  their  first  choice  is  not  available. 

The  final  suggestion  to  the  Medical  Schools 
originates  from  the  statement  “You  can  take 
the  boy  out  of  the  country  but  you  cannot  take 
the  country  out  of  the  boy.”  In  the  present 
condition  of  many  applicants  to  medical  schools 
to  one  admission,  a certain  definite  proportion 
of  them  should  come  from  the  rural  areas.  A boy 
who  has  been  born  and  reared  in  or  near  a small 
town  is  much  more  liable  to  return  to  it  than 
a boy  who  has  experienced  nothing  but  city  life. 

The  above  recommendations  have  been  made 
with  no  idea  of  discrediting  the  men  who  do 
special  work  but  rather  for  the  purpose  of  rais- 
ing the  general  practitioner  to  the  level  of  pro- 
fessional equality  which  he  deserves  in  the  esti- 
mation of  both  the  medical  profession  and  the 
general  public.  Such  a leveling  off  process  will 
go  a long  way  toward  solving  the  problem  of 
unequal  distribution  of  available  medical  per- 
sonnel. 


No  medical  accomplishment  in  the  history  of 
the  world  has  received  greater  acclaim  than  the 
feat  of  caring  for  the  wounded  by  the  Medical 
Department  of  the  Armed  Forces  of  the  United 
States  in  the  last  war.  Their  efficient  service 
resulted  in  an  almost  unbelievable  low  mortality 
and  low  morbidity  No  other  coordinated  effort 
by  any  group  of  men  is  so  deserving  of  that 
praise.  To  obtain  such  a notable  achievement  re- 
quired the  concerted  effort  of  all  persons  in- 
volved. 

With  modifications  these  same  methods  can 
be  applied  to  achieve  a much  needed  improve- 
ment in  rural  health.  Why  not  borrow  the 
framework  of  medical  care  to  the  soldier  and 
use  it  as  a skeleton  on  which  to  build  the  health 
care  program  of  the  rural  areas?  It  begins  pri- 
marily as  an  educational  program  by  teaching 
the  soldier,  or  in  our  case  the  farmer,  a few  of 
the  basic  principles  of  personal  and  group  sani- 
tation and  health.  Such  impotrant  subjects  as 
body  cleanliness,  dental  hygiene,  adequate  water 
supply  control,  proper  disposal  of  sewage,  care 
in  handling  of  milk  and  vegetables,  and  the 
eradication  of  insects  and  rodents  should  be 
taught.  Paint  up  and  clean  up  weeks,  if  actually 
carried  out,  not  only  help  the  appearance  of  a 
community  but  also  improve  the  health  of  the 
area  by  preventing  accidents  and  curtailing  the 
spread  of  disease.  The  above  suggestions  are 
only  a few  of  the  essentials  of  health  education 
which  can  be  achieved  without  the  assistance  of 
trained  personnel  other  than  in  a teaching  or 
supervisory  capacity. 

The  army  chose  a few  of  its  members,  trained 
them  thoroughly  in  first  aid  and  assigned  them 
as  company  aid  men.  So  should  certain  indi- 
viduals in  a community,  with  a definite  aptitude 
for  such  work,  be  trained  in  first  aid  and  others 
in  home  nursing,  so  they  could  act  in  minor 
emergencies  until  more  highly  trained  personnel 
could  arrive  or  until  the  patient  could  be  evacu- 
ated to  a doctor’s  office  where  professional  at- 
tention could  be  obtained.  The  oftener  the  pa- 
tient comes  to  the  doctor  increases  materially 
the  number  of  patients  any  one  doctor  can  treat 
and  enlarges  the  area  he  can  cover. 

The  first  contact  with  a doctor  which  a soldier 
in  combat  has,  due  to  either  sickness  or  injury, 
is  at  the  battalion  aid  station,  and  in  the  great 
majority  of  cases  the  first  treatment  of  a 
comparable  individual  in  private  life  should  be 
at  the  doctor’s  office.  The  doctor  should  be  well 
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trained  and  it  is  essential  that  he  have  a general 
knowledge  and  ability  in  all  the  specialties  as 
lie  will  be  required  to  diagnose  and  treat  cases 
which  under  more  specialized  care  would  be  re- 
ferred to  one  or  more  of  the  men  in  special  fields. 
With  the  proper  facilities  of  a modern  doctor’s 
office,  furnished  if  necessary  by  the  community, 
consisting  of  adequate  x-ray  and  laboratory 
equipment,  and  manned  by  efficient  technical 
personnel,  a large  per  cent  of  the  cases  will  need 
go  no  further  for  expert  medical  care.  Under 
such  a plan  the  doctor  would  also  act  as  health 
officer  of  the  community  and  within  his  juris- 
diction would  fall  all  the  sanitary  problems  and 
public  health  measures  of  the  region.  He  could 
assign  such  things  as  vaccination  and  prophy- 
lactic innoculations  to  a nurse  working  directly 
under  his  supervision.  In  many  small  towns 
now  the  extra  lift  which  keeps  the  doctor  in 
the  community  consists  of  the  salary  he  receives 
for  being  the  health  officer.  The  results  these 
men  are  accomplishing  in  maintaining  the  health 
and  in  curtailing  the  spread  of  disease  by  prac- 
ticing preventive  medicine  are  excellent. 

The  few  cases  which  cannot  be  properly  treat- 
ed through  office  or  home  care  should  be  sent 
to  the  small  general  hospital  for  the  region 
usually  located  in  one  of  the  larger  towns.  A 
patient  should  always  be  referred  by  the  local 
doctor.  If  the  distance  is  not  too  great,  the  doc- 
tor should  be  a member  of  that  hospital  staff, 
and  continue  to  care  for  his  patient  unless  he 
prefers  to  refer  him  as  a matter  of  convenience 
or  unless  he  believes  some  other  doctor  to 
be  better  qualified  to  treat  his  particular 
ailment.  Under  no  circumstance  should  he  be 
forced  to  refer  his  patient  because  of  a closed 
staff  at  the  hospital  which  will  not  allow  him 
to  care  for  his  own  patients  while  they  are  in 
the  hospital.  Such  a condition  immediately  de- 
feats the  attempt  to  encourage  doctors  to  enter 
the  general  practice  of  medicine  and  to  locate  in 
small  communities  and  leaves  the  field  wide 
open  for  the  influx  of  members  of  the  various 
healing  cults. 

The  final  links  in  the  chain  of  either  army  or 
rural  medical  care  are  the  big  general  or  special 
hospitals  where  the  ultimate  of  medical  science 
can  be  furnished.  Such  institutions  are  located 
in  large  cities  and  many  of  them  are  in  connec- 
tion with  medical  schools.  These  hospitals  usual- 
ly are,  and  rightfully  should  be,  staffed  only 


by  highly  trained  specialists  in  each  field  of 
specialized  medicine. 

Today  in  the  process  of  training  our  gradu- 
ates in  medicine,  the  facilities  of  well  equipped 
laboratories  are  used.  Nearly  all  contacts  with 
patients  are  in  hospitals  or  clinics  where  the  stu- 
dents have  at  their  fingertips  the  latest  and  most 
scientific  adjuncts  to  assist  them  in  diagnosis  and 
treatment.  They  have  for  immediate  and  con- 
stant consultation  well  trained  members  of  the 
teaching  staff.  Throughout  their  years  of  in- 
struction they  live  wholly  in  a scientific  world 
and  have  little  time  to  think  or  talk  other  than 
in  scientific  terms.  Such  a mode  of  living  can- 
not be  broken  immediately  and  completely  if 
the  doctor  is  to  remain  satisfied  in  a rural  com- 
munity. 

As  the  patient  has  gone  from  the  local  doctor 
to  the  small  hospital,  to  the  larger  hospital,  and 
finally  to  the  medical  teaching  center,  the  pro- 
fessional contact,  so  vital  among  doctors,  must 
proceed  in  the  opposite  direction.  It  must  start 
on  an  international  or  national  plan,  spread  to 
the  state  level,  and  be  carried  by  the  scientific 
leaders  of  the  state  to  the  county  medical  socie- 
ties and  to  the  individual  doctors  living  in  the 
rural  communities.  If,  as  stated  by  the  Ameri- 
can Medical  Association,  “Research  for  the  ad- 
vancement of  medical  science  is  fundamental  in 
any  national  health  program,”  then  the  dissemin- 
ation of  the  results  of  that  research  to  the  active 
practitioner  becomes  of  equal  importance.  Meth- 
ods of  scientific  medical  treatment  are  rapidly 
and  steadily  improving.  Each  rural  practitioner 
must  keep  abreast  of  the  times  by  continued 
study  and  by  frequent  association  with  other 
medical  men.  An  active  county  medical  society 
with  a well  planned  scientific  program  helps 
keep  the  doctor  informed  on  the  progress  of  med- 
ical science  but  short  one,  two,  or  three  day  re- 
fresher courses  also  are  needed.  These  should  be 
held  in  the  rural  districts  where  they  are  more 
liable  to  reach  the  doctor  who  is  in  the  greatest 
need  of  renewed  scientific  knowledge  and  pro- 
fessional contact. 

As  methods  of  “Bringing  and  Holding  Doc- 
tors in  Rural  Areas”  suggestions  have  been  of- 
fered both  to  the  rural  communities  and  to  the 
medical  profession. 

The  recommendations  to  be  carried  out  by 
the  rural  communities  are : 

That  they  build  and  maintain  good  roads  espe- 
cially from  farm  to  market. 
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That  they  educate  themselves  on  public  health 
matters  and  put  into  practice  known  disease  pre- 
ventive measures. 

That  they  improve  their  living  conditions. 

That  they  have  in  their  area  persons  trained  in 
first  aid  and  home  nursing. 

That,  in  some  instances,  they  furnish  for  the 
doctor  the  needed  facilities,  such  as  office,  x-ray, 
and  laboratory.  In  a few  localities  even  a month- 
ly subsidy  may  be  necessary. 

That  they  apply  to  the  proper  agency  of  their 
State  for  assistance  under  the  provisions  of  the 
Hill-Burton  Act  if  financial  aid  is  required  to 
carry  on  their  program. 

That  they  participate  in  prepayment  insurance. 

That  they  patronize  their  local  doctor  and 
whenever  possible  conserve  his  time  by  going  to 
his  office. 

The  recommendations  to  the  medical  profes- 
sion are : 

That  they  require  three  to  five  years  general 
practice  before  resident  training  is  begun. 

That  certification  boards  give  credit  for  such 
time  spent  in  general  practice. 

That  hospitals  establish  residences  in  general 
practice. 

That  students  from  rural  areas  be  encouraged 
to  study  medicine. 


That  hospital  staffs  be  open  to  men  in  general 
practice. 

That  the  system  of  medical  care  to  soldiers  be 
adapted  to  rural  medical  care. 

That  the  rural  practitioner  be  kept  informed 
on  advances  in  medical  science  by  contact  with 
other  medical  men  at  county  medical  society 
meetings  and  short  refresher  courses  held  in  the 
rural  districts. 

The  above  recommendations  have  not  been  of- 
fered as  a panacea  for  “Bringing  and  Holding 
Doctors  in  Rural  Areas,”  hut  they  should  ma- 
terially improve  rural  health  conditions.  If  a 
definite  coordinated  effort  is  made  by  all  of  us, 
the  farmer,  the  small  town  business  man,  the 
leaders  of  farm  organizations,  the  individual 
members  of  the  Medical  Profession,  the  Medical 
Schools,  and  the  American  Medical  Association, 
the  result  will  he  the  best  possible  medical  care 
to  the  rural  population.  That  after  all  is  the 
object  for  which  we  are  striving,  the  pot  of  gold 
at  the  end  of  the  rainbow. 


Arizona  Medical  Problems 


CONSULTATION  AND 

ARIZONA  MEDICINE  again  presents  an  un- 
solved and  difficult  case  from  the  practice  of 
Arizona  physicians,  with  the  case  analysis  and 
comments  of  a specially-chosen  and  nationally- 
known  Consultant. 

Any  physician  who  has  an  undiagnosed  case 
which  has  defied  other  methods  of  solution  may 
send  it  for  consideration.  The  case  should  be 
completely  worked  up,  but  an  editor  will  help 
compose  the  report.  Whenever  the  need  for  an 
answer  is  urgent,  the  Consultant  ’s  reply  will  be 
sent  direct  to  the  submitting  physician,  before 
publication. 

Please  send  communications  and  data  to  Dr1. 

W.  II.  Oatway,  Jr.,  123  S.  Stone  Avenue,  Tuc- 
son, Arizona,  or  care  of  The  Editor,  Arizona 
Medicine. 


(The  Consultant  for  this  case  is  Dr.  Philip  8. 
Hench,  head  of  a section  in  the  Division  of  Medi- 
cine at  the  Mayo  Clinic  since  1924;  recipient 
of  numerous  honors  and  honorary  degrees  in  this 
country  and  abroad ; editor  and  author  of  nu- 
merous articles ; and  recently  colonel  in  the 
Medical  Corps,  A.U.S.  Dr.  Hench  has  used  this 
case  to  develop  a discussion  on  the  differential 
diagnosis  of  two  unusual  arthritic  conditions 
with  which  he  lias  been  closely  identified.) 


CASE— ANALYSIS 

CASE  NUMBER  II 

The  patient  is  a white  female  office-worker 
aged  32  years.  She  was  first  seen  in  November, 
1946  with  a chief  complaint  of  “sore  joints.” 

Two  weeks  before  coming  to  the  office  she  had 
noted  an  asthenia,  fatiguability,  and  mild  ma- 
laise. She  had  been  working  hard,  and  had  been 
worried  and  uncomfortable  due  to  a bilateral 
arch  strain  of  several  months’  duration,  with  an 
almost  incapacitating  ache  in  the  metatarsal 
areas,  ankles,  and  legs. 

A few  days  later  she  abruptly  developed  a pain- 
ful, tender,  slightly  swollen  distal  joint  in  the 
right  thumb.  There  were  no  other  signs  of  in- 
flammation, and  in  two  days  the  joint  was  asymp- 
tomatic. Two  days  later  the  left  shoulder  be- 
came sore,  but  the  pain  ceased  in  two  days.  Three 
days  later  the  left  wrist  devloped  a ganglion-like, 
fluctuant,  tender,  painful  swelling,  and  the  sec- 
ond joint  of  the  left  ring-finger  became  involved 
a day  later.  The  swelling  of  the  joints  cleared 
in  three  days,  but  the  finger  remained  stiff,  espe- 
cially in  the  early  mornings,  for  a week. 

She  gave  a past  medical  history  of  severe  asth- 
ma during  childhood  and  adolescence,  with  a de- 
crease since  living  in  Arizona  and  California.  Her 
father  has  been  asthmatic  all  his  life.  She  has 
otherwise  been  well,  and  has  never  previously 
had  joint  symptoms,  heart  disease,  or  other  than 
childhood  illnesses.  She  smokes  a moderate 
amount,  has  had  no  venereal  disease  and,  though 
her  tuberculin  test  was  positive  in  college,  the 
chest  x-rays  were  negative.  Her  menses  have 
b|een  normal,  but  she  has  had  a recurrent  tricho- 
monas infection. 

At  the  height  of  the  latest  episode  of  arthritis 
she  was  seen  to  be  pale,  generally  uncomfortable, 
and  a few  pounds  below  her  usual  average  of  128. 
Physical  examination  showed  the  acute  joint 
changes  as  noted,  but  there  was  no  redness  and 
only  slight  heat  present.  The  heart  was  normal; 
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the  chest  was  emphysematous  in  type,  and 
there  was  a slight  dorsal  kyphosis;  there  was  an 
occasional  basal  rale  in  the  lungs;  and  there  was 
no  adenopathy,  or  abnormality  of  the  nose,  throat 
or  abdomen.  Her  feet  were  very  narrow  and 
delicate,  with  a high  arch,  and  there  was  a slight 
deep  tenderness  in  both  arch  areas.  The  tem- 
perature was  normal. 

A red  blood  count  was  4,280,000  and  the  hemo- 
globin was  84%.  The  total  WBC  was  6,700  with 
PMN.  80%,  L.  16%,  M.  1%,  and  Eos  3%.  The 
sedimentation  rate  (Westergren)  was  15  mm/hr. 
The  blood  uric  acid  level  was  3.6  mgm.  An  elec- 
trocardiogram was  normal.  Fluoroscopy  showed 
the  heart  and  lungs  to  be  normal. 

On  further  questioning  she  said  that  she  had 
had  a head  “cold”  three  weeks  before  the  arthritis 
began,  and  had  taken  a total  of  three  grams  of 
sulfadiazine  during  a three-day  period.  She  had 
simply  used  the  remainder  of  a prescription  giv- 
en for  the  same  purpose  six  months  previously, 
and  it  had  resulted  in  the  same  extraordinary 
prevention  of  the  bronchitis  which  usually  fol- 
lowed a “cold.”  The  question  of  a causative  re- 
lationship was  discussed  with  her,  and  the  etiol- 
ogy of  the  arthritis  was  discussed  with  two  other 
physicians. 

Since  the  pain  was  mild,  and  there  was  no  fe- 
ver present,  she  was  advised  to  rest  and  given 
benadryl,  50  mgm.  twice  a day.  The  joint  symp- 
toms lasted  only  three  days,  though  a mild  stiff- 
ness in  the  finger  persisted  for  a week. 

The  white  blood  count,  sed.  rate,  and  ECG  were 
repeated  ten  days  later  and  again  all  were  normal. 
She  was  advised  to  avoid  strain,  to  get  extra  rest, 
and  to  report  her  progress  by  telephone. 

Her  general  feeling  became  normal  in  another 
week,  and  her  only  symptoms  for  the  next  two 
months  were  in  the  feet.  The  arch  strain  was 
eventually  relieved,  after  several  trials,  by  sup- 
ports in  low-heeled  shoes. 

In  early  April,  1947  she  again  worked  hard, 
noted  an'  insidious  lassitude,  and  developed  a 
slightly  swollen,  painful  and  tender  right  wrist. 
She  again  admitted  that  she  had  had  a mild 
“cold”  and  had  taken,  in  spite  of  the  previous 
conversations,  four  tablets  of  the  sulfa  drug.  The 
“cold”  had  cleared  without  sequellae,  but  the  as- 
thenia and  malaise  recurred  in  four  days,  and 
the  arthritis  two  days  later. 

She  was  advised  to  rest,  and  to  take  aspirin  for 
discomfort.  The  joint  symptoms  subsided  in  two 
days,  and  her  general  feeling  returned  to  normal 
a few  days  later.  Four  days  later  she  had  an  at- 
tack which  began  during  the  night  in  the  right 
knee.  It  was  debilitating  and  very  painful,  but 
lasted  only  18  hours  and  cleared  completely. 

She  has  been  advised  to  rest  more,  work  less, 
and  to  avoid  sulfonamide  medication  for  any 
future  “cold”  (as  a test  of  the  relationship  of  the 
“cold”  or  drug,  to  the  arthritis). 

QUESTIONS— 

1.  What  is  the  etiology  of  this  transient  ar- 
thritis? Is  it  a result  of  her  allergy,  the  sulfona- 
mide medication,  or  the  “cold"?  Is  it  a par- 
ticular type? 

2.  What  can  be  done  in  the  way  of  diagnosis 
or  treatment? 

ANSWERS  AND  ANALYSIS— 

Recurrent  Arthritis:  Episodic  Rheumatoid 

Arthritis  Versus  Palindromic  Rheumatism 

The  history  as  presented  gives  a first  impres- 


sion that  the  patient  had  a series  of  disconnected 
or  loosely  connected  subacute  “attacks’’  of  ar- 
thritis, involving  usually  only  one  joint  at  a 
time,  each  joint  being  affected  for  only  two  or 
three  days,  and  then  she  recovered  completely. 
Closer  analysis  suggests  another  interpretation ; 
namely,  that  the  patient  did  not  actually  have  a 
series  of  short  attacks  of  subacute  monarthritis 
but  that  in  reality  she  had  two  periods  of  mild 
chronic  polyarthritis,  each  period  lasting  a few 
weeks. 

The  first  period  of  illness  began  in  November, 

1946,  and  Avas  characterized  by  progressive  rath- 
er migratory  polyarthritis.  Several  joints  were 
involved  only  transiently  (for  two  to  three  days) 
but  the  metatarsals  were  affected  for  several 
Aveeks  (two  or  three  months?).  Features  associ- 
ated with  this  first  period  of  illness  were  malaise, 
fatigue,  slight  loss  of  weight  and  mild  secondary 
anemia. 

The  second  period  of  illness  began  in  April, 

1947,  and  lasted  for  two  or  three  weeks  in  all 
(duration  not  clear).  It  was  characterized  by 
lassitude  and  transient  subacute  afebrile  ar- 
thritis of  a Avrist  and  knee. 

Although  most  of  the  involved  joints  presum- 
ably were  affected  for  only  two  or  three  days 
the  condition  of  the  feet  did  not  clear  up  so 
readily  for  the  feet  Avere  affected  for  at  least 
two  months  or  more  (“arch  strain").  Assuming 
the  feet  became  well  about  February  or  March, 
1947,  the  patient,  in  reality,  had  only  a brief 
period  (a  month  or  so)  of  Avell-being  between 
November,  1946  and  May,  1947.  This  gives  the 
impression  that  the  disability  was  somewhat 
chronic. 

Differential  Diagn osis 

The  differential  diagnosis  lies  chiefly  between 
(1)  early,  rather  mild,  “atypical”  rheumatoid 
arthritis  and  (2)  palindromic  rheumatism.  Oth- 
er conditions  might  be  considered  but  can  be  dis- 
missed rather  readily.  Gout  and  gouty  arthritis 
are  rarely  encountered  in  females  and  the  story 
is  not  characteristic  of  that  of  early  gouty  ar- 
thritis. Early  attacks  of  acute  gouty  arthritis 
are  generally  not  polyarticular  (going  from  one 
joint  to  another  after  one  or  tAvo  days  in  each 
joint)  but  are  monarticular,  affecting  one  joint 
for  about  seven  to  twenty  days.  Also  in  early 
gouty  arthritis  the  attacks  usually  are  separated 
by  months  or  longer. 

Sulfonamide  toxicity  or  sensitivity  occasion- 
ally produces  articular  reactions  (pain,  SAvell- 
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ing,  effusion,  fever,  leukocytosis)  but  such  re- 
actions are  usually  prompt,  febrile,  of  short  du- 
ration and  cease  when  use  of  the  sulfonamides 
is  discontinued  (Nandi,  1938).  It  would  appear 
from  the  history  that  not  all  of  this  patient’s 
(afebrile)  articular  reactions  occurred  in  ap- 
proximate relationship  to  the  administration  of 
sulfonamide,  nor  did  they  clear  up  promptly 
when  the  use  of  the  drug  was  discontinued.  If 
further  attacks  occur  when  the  sulfonamides  are 
not  being  used  or  if  they  only  occur  in  close 
connection  with  sulfonamide  therapy  the  mat- 
ter will  he  clarified. 

Palindromic  rheumatism  is  a rare  condition 
first  described  by  Hench  and  Rosenberg  (1941, 
1944).  It  is  an  oft-recurring  disease  of  joints 
and  adjacent  tissues,  characterized  by  multiple 
afebrile  attacks  of  acute  arthritis  and  periarthri- 
tis, sometimes  also  para-arthritis  with  pain, 
swelling,  redness  and  disability  generally  of  only 
one  small  or  large  joint  of  adults  of  either  sex. 
The  attacks  begin  suddenly,  develop  rapidly, 
generally  last  only  a few  hours  or  days,  then 
disappear  completely  but  recur  at  short  or  long 
irregularly  spaced  intervals.  Freedom  from  ar- 
ticular symptoms  between  attacks  lasts  occasion- 
ally only  a few  days  but  generally  a few  Aveeks 
or  months.  Despite  the  transitory  presence  of 
an  acute  or  subacute  inflammatory  polymorpho- 
nuclear exudate  in  articular  tissues  and  cavity 
there  is  little  or  no  constitutional  reaction  or 
abnormality  in  results  of  laboratory  tests,  and 
no  significant  functional,  pathologic  or  roent- 
genographic  evidence  of  residue  is  found  even 
after  years  of  disease  and  scores  of  attacks. 

The  idea  that  such  a condition  represents  al- 
lergic articular  reactions  has  not  been  proved. 
Results  of  treatment  with  adrenalin,  histamine, 
histaminase  and  benadrvl  haAre  been  equivocal. 
Treatment  to  date  is  symptomatic  but  the  prog- 
nosis is  good  as  far  as  the  maintenance  of  artic- 
ular function  is  concerned. 

This  patient’s  condition  bears  superficial  re- 
semblance to  palindromic  rheumatism  hut  does 
not  fit  the  picture  to  my  satisfaction.  With  the 
data  at  hand  I believe  the  most  appropriate  di- 
agnosis at  this  time  is  mild,  early,  somewhat 
atypical  rheumatoid  arthritis.  Such  cases  as  this 
are  not  at  all  uncommon  but  descriptions  thereof 
are  generally  not  found  in  standard  textbooks  or 
monographs  on  rheumatoid  arthritis  which 
usually  describe  first  the  common  (“typical”) 
chronic  form  characterized  by  insidious  onset 


and  chronic  irregular  progression  or  secondly 
the  subacute  febrile  type  (“infective  arthritis” 
of  British  texts)  which  lasts  a feAV  months  and 
then  sometimes  disappears  completely. 

Texts  should  include  description  of  another 
form  of  rheumatoid  arthritis  in  the  early  phases. 
In  this  form  patients  may  experience  transient 
articular  reactions  of  one  or  more  joints  with 
symptoms  affecting  individual  joints  only  a short 
time,  sometimes  a very  few  hours,  days  or  Aveeks. 
Physicians  should  keep  in  mind  this  form  which 
might  be  called  “episodic  rheumatoid  arthritis” 
in  contrast  to  the  better  known  “chronic  rheu- 
matoid arthritis.” 

Although  the  early  distinction  betAveen  such 
episodic  rheumatoid  arthritis  and  palindromic 
rheumatism  is  not  always  easy,  attention  to  the 
differentiating  points  given  in  table  I will  be 
helpful  in  indicating  “which  Avay  the  wind  is 
blowing”  and  which  condition  is  probably  pres- 
ent. In  palindromic  rheumatism  the  attacks, 
even  though  very  recurrent,  are  discrete  and  only 
rarely  run  into  each  other ; the  attacks  rarely  last 
more  than  one  or  two  days  (rarely  a Aveek)  and 
usually  are  separated  by  days,  Aveeks  or  months; 
there  is  charactericallv  no  associated  constitu- 
tional reaction.  In  episodic  rheumatoid  arthritis 
the  attacks  in  a given  joint  are  usually  less  dis- 
crete: they  may  folloAv  each  other  so  closely  as  to 
represent  a chain  of  short  bouts  with  little  or  no 
interval  of  complete  freedom  betAveen  the  con- 
secutive  articular  involvements.  In  other  Avords 
there  is  a picture  of  actual  or  impending  chron- 
icity.  Furthermore,  in  episodic  rheumatoid  ar- 
thritis attacks  may  seem  to  subside  more  or  less 
completely  in  certain  joints  but  in  one  or  two 
joints  they  may  not  actually  clear  up  for  days 
or  weeks  (as  in  the  metatarsals  in  this  case). 

At  the  onset  of  mild  rheumatoid  arthritis  when 
metatarsals  first  are  affected  sufficiently  to  pro- 
duce pain,  tenderness  and  “Aveakness,  ” but  not 
sufficiently  to  produce  significant  “thickening” 
(swelling)  or  roentgenographic  changes,  such 
cases  often  are  erroneously  regarded  as  cases  of 
“painful  flat  feet”  or  “foot  strain.” 

The  presence  of  a mild  constitutional  reaction 
in  this  case  (asthenia,  fatigue,  mild  anemia, 
slight  loss  of  weight)  also  suggests  mild  rheu- 
matoid arthritis  rather  than  palindromic  rheu- 
matism. Although  the  sedimentation  rate  is  ele- 
Arated  in  about  90  per  cent  of  cases  of  rheuma- 
toid arthritis  it  is  not  elevated  in  about  10  per 
cent,  especially  in  cases  in  Avhich  the  condition 
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is  mild.  Therefore,  the  presence  of  a normal  sedi- 
mentation rate  in  this  case  does  not  rule  out 
rheumatoid  arthritis.  If  this  is  a ease  of  rheu- 
matoid arthritis,  it  is  too  early  and  too  mild  to 
have  produced  roentgenographic  changes  as  yet. 

Treatment 

Since  the  patient  is,  for  the  time  being  at  least, 
apparently  quite  free  of  symptoms  and  pre- 
sumably well,  the  matter  of  treatment  at  present 
is  largely  academic.  If  she  has  had  mild  rheu- 
matoid arthritis  it  is  either  “cured,”  inactive  or 
quiescent.  For  the  present,  nature  has  accom- 
plished all  that  a physician  might  have  hoped  to 
do.  On  general  principles  and  perhaps  in  an 
effort  to  insure  prophylactically  the  continua- 
tion of  the  patient’s  “positive  balance”  of 


health,  one  might  survey  foci  of  infection  and 
remove  those  obviously  infected  and  prescribe 
a good  hygienic  program  of  sufficient  rest,  non- 
traumatizing  activity  and  a nutritious  diet.  If 
vaccines  are  ever  indicated  in  rheumatoid  arthri- 
tis they  are  not  in  order  here,  not  when  the 
“immunity-mechanism”  is  obviously  already 
satisfactory,  and  certainly  in  such  a ease  chryso- 
therapy,  the  use  of  gold  salts,  is  not  now  suit- 
able or  necessary. 

The  condition  may  never  recur,  it  might  be 
reactivated  almost  any  time  spontaneously  or 
it  may  be  precipitated  by  an  intercurrent  infec- 
tion. Future  attacks  may  also  be  episodic  and 
followed  by  complete  recovery  again  or  they 
might  usher  in  a phase  of  long  chronicity. 


TABLE  I 

Differences  between  palindromic  rheumatism  and  episodic  rheumatoid  arthritis 


Palindromic 

rheumatism 

Episodic  (subacute,  atypical) 
rheumatoid  arthritis 

Site  of  articular  involvement 

Scattered 

Tends  to  recur  in  favorite  sites 

Attacks  of  para-arthritis 

Frequent 

Absent  or  rare 

Involvement  of  fingerpads 

Occasional 

Never 

Duration  of  attacks 

Generally  not  more 
than  24  to  48  hours 

Frequently  several  days  or  longer; 
occasionally  weeks 

Intervals  between  “attacks” 

Generally  weeks  or 
months 

Often  days  or  few  weeks;  some- 
times practically  none 

Symptoms  between  attacks 

None 

Sometimes  present  but  ignored  or 
discounted;  mild  tenderness, 
stiffness,  slight  enlargement 

Sedimentation  rates  (1  hour, 
Westergren) 

During  attacks 

Generally  normal; 
under  30  mm. 

Often  much  more  than  30  mm.; 
sometimes  normal 

Between  attacks 

Normal 

Often  more  than  30  to  40  mm. 

Constitutional  symptoms 
between  attacks 

None 

Sometimes  present:  anemia,  loss  of 
weight,  fatigue 

Results  of  roentgenographic 
examination 

Negative 

Occasionally  positive  in  a 
currently  “painless  joint” 

Findings  on  articular  biopsy 

Not  characteristic  of 
rheumatoid  arthritis 

Suggestive  or  characteristic  of 
rheumatoid  arthritis 

“CALL  ON  SOME  DOCTORS,  SON  ...” 

The  apple-cheeked  investment  salesman,  fresh- 
ly weaned  from  college,  sets  forth  in  the  world 
with  two  pieces  of  equipment — a brief  case  for 
that  dignified  look,  and  some  sound  advice  from 
his  elders. 

The  old-timers  in  stocks  and  bonds  slap  him 
on  the  back  and  give  him  the  advice  they  had 
when  they  were  young : 

“Go  call  on  some  doctors,  son.” 

It  is  sound  advice.  Doctors,  too  often,  are 
good  prospects  for  blue-sky  investments.  When 
it  comes  to  slick  trading  in  securities,  they 
haven’t  the  time  to  investigate.  They’re  scient- 
ists, analysts  of  human  ailments,  artists  of  the 


operating  room,  travellers  in  the  night,  worriers, 
dreamers,  thinkers  and  curers.  But  not  finan- 
ciers. 

Diagnose  an  illness?  Sure.  But  when  a thou- 
sand dollars  could  be  made  or  lost  on  a one- 
point  in  Giltedge  Preferred,  they  ’re  busy ; a 
child’s  appendix  has  ruptured. 

Buy  the  best  X-ray  machine  at  the  right  price  ? 
Probably.  But  skillfully  manipulate  industrial 
investments  to  put  their  children  through  col- 
lege? Or  to  take  care  of  the  family  when  the 
old  ears  are  not  so  sharply  attuned  to  the  stetho- 
scope, hands  not  so  sure  on  the  scalpel  ? Not  very 
often. 

A doctor  is  a busy  man  and  a hopeful  one — - 


Arizona  Medicine 


July,  1947 


66 

hopeful  that  the  fees  will  take  care  of  the  future. 
True,  some  doctors  are  wealthy,  or  near  it.  To 
most,  wealth  is  just  something  someone  else 
enjoys.  But  many  doctors,  lulled  by  the  crowd- 
ed waiting  rooms  which  went  hand-in-hand  with 
the  war-born  doctor  shortage,  figure  they’ll  be 
pretty  well  set  for  retirement,  the  way  fees  are 
piling  up. 

Yes,  the  doctor  needs  a “bullet-proof”  invest- 
ment, and  the  United  States  has  provided  it  in 
Savings  Bonds.  We  all  know  that,  but  just  to 
make  it  available  isn’t  enough. 

Most  doctors  need  something  more.  In  busi- 
ness matters  they  need  a string  tied  around  a 
finger.  The  Government  is  offering  this  to 
them  in  the  new  Bond-a-Month  Plan.  Your  bank 
ties  the  string,  gives  it  a yank  every  month.  And 
all  the  doctor  has  to  do  is  leave  it  there.  Wilson 
Mizner  said:  “The  gent  who  wakes  up  and  finds 
himself  a success  hasn’t  been  asleep.”  As  to 
planning  his  future,  once  the  doctor  has  invest- 
ed in  Bond-a-Month,  he  can  give  all  his  atten- 
tion to  his  important  work. 

Before  getting  down  to  what  the  Bond-a- 
Month  Plan  can  do  for  the  non-salaried  doctor, 
let’s  take  a look  at  some  of  the  facts  in  the  case 
of  the  average  practitioner.  He’s  busy  more  of 
late  than  ever  before.  His  routine  is  hospital 
calls,  perhaps  an  operation  or  two,  office  hours, 
house  calls,  office  records,  telephoning,  more 
calls  after  dinner.  Every  so  often  a baby  fails 
to  realize  the  doctor  has  a schedule,  or  someone 
breaks  a leg,  or  gets  measles.  Even  the  special- 
ists work  no  9-to-5  day. 

The  U.  S.  Department  of  Commerce  has  made 
studies  of  doctors’  incomes,  based  on  records 
of  a sample  of  the  129,000  men  and  women  in 
private  practice  in  1940.  The  studies  show  that 
the  income  rises  slowly  to  a maximum  in  the 
early  50 ’s  and  then  starts  dropping.  From  35  to 
54  is  the  real  money-making  period. 

At  35,  most  doctors  have  begun  to  pay  off 
their  starting-in-business  debts,  have  built  up  a 

small  neighborhood  practice  and  are  becoming 
known.  Their  practice  grows  with  ability.  By 
the  time  they  are  54,  other  doctors,  young  and 
vigorous,  have  come  in  with  new  methods,  ma- 
chines, theories.  They  make  inroads  into  the 
established  practice  of  the  veteran.  The  older 
man  no  longer  so  willingly  drives  out  into  the 
country  on  sick  calls.  Office  hours  are  shaved 


a little  at  the  start  and  the  end  of  the  day.  There 
are  fewer  operations. 

And  somehow,  without  the  doctor’s  really 
knowing  why,  the  bank  balance  doesn’t  hold  up 
the  way  it  used  to. 

To  come  as  close  as  we  can  to  keeping  the  horse 
in  front  of  the  cart,  let’s  see  what  Bond-a-Month 
will  do  and  then  explain  why  this  is  the  solution 
to  the  doctor’s  problem  of  saving  for  future  se- 
curity. 

Bond-a-Month  opens  systematic  saving  through 
Government  bonds  to  anyone  with  income  and  a 
checking  account  in  a bank.  Until  now  this  was 
available,  only  through  Payroll  Savings.  It  op- 
erates this  way  : 

The  depositor  who  wishes  to  buy  a bond  each 
month  signs  a card  authorizing  the  bank  to  de- 
duct the  purchase  price  from  his  checking  ac- 
count. The  bank  issues  the  bonds  and  delivers 
them  to  the  customer  monthly.  The  periodic 
bank  statement  shows  payment  for  the  bonds. 

And  from  the  first  and  the  only  time  the  doc- 
tor signs  his  authorization  card,  he  has  nothing 
else  to  do  except  open  the  envelopes  the  bank 
sends  him  with  the  bonds  inside. 

What  does  the  doctor  neeed? 

1.  He  needs  some  sort  of  arrangement  for  his 
financial  future  because,  according  to  studies  of 
his  profession,  incomes  of  physicians  are  much 
more  responsive  to  change  in  the  national  in- 
come than  are  the  incomes  in  other  professions. 
If  the  national  income  drops  and  patients  no 
longer  can  afford  to  call  on  the  doctor  so  often 
or  to  pay  him  as  quickly,  a doctor’s  bankbook 
will  feel  the  change. 

2.  In  most  instances,  the  doctor  has  no  social 
security  or  pension  to  fall  back  on.  Thus,  he 
needs  something  to  serve  as  an  old-age  reserve. 

3.  He  needs  simplicity  — an  arrangement 
which  does  not  call  for  continual  checking,  man- 
ipulating, buying  and  selling. 

4.  He  needs  safety.  He  cannot  afford  to  take 

the  risks  which  must  be  protected  by  constant 
market  vigilance,  by  buying  and  selling  strateg- 
ically. 

A savings  bond  plan  should  be  the  foundation 
upon  which  the  doctor  builds  his  security.  There 
is  no  safer  investment  in  the  world  than  Savings 
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Bonds.  There  is  no  riskless  investment  which 
pays  such  a guaranteed  return. 

Consider : 


If  you  invest 
monthly  under  the 
Bond-a-Month 
Plan 
$ 37.50 
75.00 

150.00 

300.00 


In  five  years  In  five  years 
you  will  have  you  will  have 
' $ 2,319.00  ‘ $ 4,998.00 

4.638.00  9,996.00 

9.276.00  19,992.00 

18,552.00  39,984.00 

Here,  for  the  doctor  himself,  are  vitamins  E, 
F and  G,  thoroughly  tested  and  always  com- 
pounded with  interest.  These  “vitamins”  ease 
common  symptoms  of  post-middle  age  such  as 
chronic  worry  and  doubt.  They  are  available  at 
a bank  near  you.  And  with  millions  of  current 
users,  we  can  make  this  unusual  guarantee : one 
and  a third  times  your  money  back  if  you  are 
satisfied. 


METOPON  HYDROCHLORIDE 

(Methyldithydromorphinone  hydrochloride) 

Submitted  for  publication  by  The  National  Research  Council, 
2101  Constitution  Ave.,  Washington,  D.  C. 

In  1929  with  the  funds  provided  by  the  Rocke- 
feller Foundation  the  National  Research  Coun- 
cil, through  its  Committe  on  Drug  Addiction,  un- 
dertook a coordinated  program  to  study  drug  ad- 
diction and  search  for  a non-addicting  analgesic 
comparable  to  morphine.  The  principal  partici- 
pating organizations  were  the  Universities  of 
Virginia  and  Michigan,  the  United  States  Public 
Health  Service,  the  Treasury  Department  ’s  Bu- 
reau of  Narcotics,  and  the  Health  Department  of 
the  State  of  Massachusetts,  which  brought  to- 
gether chemical,  pharmacological  and  clinical 
facilities  for  the  purposes  of  the  study.  Metopon 
is  one  of  the  many  compounds  made  and  studied 
in  this  coordinated  effort. 

Chemically  Metopon  is  a morphine  derivative ; 
pharmacologically  it  is  qualitatively  like  mor- 
phine even  to  the  properties  of  tolerance  and  ad- 
diction liability.  Chemically  Metopon  differs 
from  morphine  in  three  particulars — one  double 
bond  of  the  phenanthrene  nucleus  has  been  re- 
duced by  hydrogenation ; the  alcoholic  hydroxyl 
has  been  replaced  by  oxygen ; and  a new  sub- 
stituent, a methyl  group  has  been  attached  to  the 
phenanthrene  nucleus.  Studies  made  thus  far 
indicate  that  pharmacologically  Metopon  differs 
from  morphine  quantitatively  in  all  of  its  im- 
portant actions — its  analgesic  effectiveness  is  at 
least  double  and  its  duration  of  action  is  about 
equal  to  that  of  morphine ; it  is  nearly  devoid  of 


emetic  action ; tolerance  to  it  appears  to  develop 
more  slowly  and  to  disappear  more  quickly  and 
physical  dependence  builds  up  more  slowly  than 
with  morphine;  therapeutic  analgesic  doses  pro- 
duce little  or  no  respiratory  depression  and 
much  less  mental  dullness  than  does  morphine ; 
and  it  is  relatively  highly  effective  by  oral  ad- 
ministration. 

In  addition  to  animal  experiments  these  dif- 
ferences have  been  established  by  extensive  em- 
ployment of  the  drug  in  two  types  of  patients,- — 
individuals  addicted  to  morphine,  and  others 
(terminal  malignancies)  needing  prolonged  pain 
relief  but  without  previous  opiate  experience.  In 
morphine  addicts,  Metopon  appears  only  par- 
tially to  prevent  the  impending  signs  of  physi- 
cal and  psychical  dependence.  In  terminal  mal- 
ignancy, administered  orally,  it  gives  adequate 
pain  relief,  with  very  little  mental  dulling,  with- 
out nausea  or  vomiting  and  with  slow  develop- 
ment of  tolerance  and  dependence. 

The  high  analgesic  effectiveness  of  oral  doses 
(with  the  elimination  of  the  disadvantage  to  the 
patient  of  hypodermic  injection),  the  absence  of 
nausea  and  vomiting  even  in  patients  who  vomit 
with  morphine  or  other  derivatives,  the  absence 
of  mental  dullness  and  the  slow  development  of 
tolerance  and  dependence  place  Metopon  in  a 
class  by  itself  for  the  treatment  of  the  chronic 
suffering  of  malignancies,  and  it  is  for  that  pur- 
pose exclusively  that  it  is  being  manufactured 
and  marketed. 

Metopon  will  be  available  only  in  capsule  form 
for  oral  administration.  The  capsules  will  be 
put  up  in  bottles  of  100  and  each  capsule  will 
contain  3.0  mgm.  of  Metopon  hydrochloride. 
They  can  be  obtained  by  physicians  only  from 
Sharp  & Dolime  or  Parke,  Davis  & Co.,  on  a reg- 
ular official  Narcotic  Order  Form,  which  must 
be  accompanied  by  a signed  statement  supplying 
information  as  to  the  number  of  patients  to  be 
treated  and  the  diagnosis  of  each.  The  drug  will 
be  distributed  for  no  other  purpose  than  oral  ad- 
ministration for  chronic  pain  relief  in  cancer 
cases. 

The  dose  of  Metopon  hydrochloride  is  6.0  to 

9.0  mgm.  (2  or  3 capsules),  to  be  repeated  only 
on  recurrence  of  pain,  avoiding  regular  by-the- 
clock  administration.  As  with  morphine,  it  is 
most  desirable  to  keep  the  dose  at  the  lowest  level 
compatible  with  adequate  pain  relief.  Therefore, 
administration  should  be  started  with  two  cap- 
sules per  dose,  increasing  to  three  only  if  the  an- 
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algesic  effect  is  insufficient. 

Tolerance  to  any  narcotic  drug  develops  more 
rapidly  with  excessive  dosage  and  under  regular 
by-the-clock  administration.  Also,  as  a rule,  the 
pain  of  cancer  varies  widely  in  intensity  from 
time  to  time.  Pain,  therefore,  should  be  the  only 
guide  to  time  of  administration  and  dosage  level. 
Tolerance  to  Metopon  hydrochloride  develops 
slowly.  It  can  be  delayed  or  interrupted  entirely 
by  withholding  the  drug  occasionally  for  12 
hours  or  for  as  much  of  that  period  as  the  inci- 
dence of  pain  will  permit. 

To  each  physician  will  be  sent  a record  card 
for  each  patient  to  whom  Metopon  hydrochloride 
is  to  be  administered.  He  will  be  requested  to 
fill  out  these  cards  and  return  them  in  the  ad- 
dressed return  envelope.  He  must  furnish  this 
record  of  his  patient  and  his  use  of  Metopon  hy- 
drochloride if  he  wishes  to  repeat  his  order  for 
the  drug.  The  principal  object  of  this  detailed 
report  is  to  check  the  satisfactoriness  of  Metopon 
hydrohcloride  administration  in  general  prac- 
tice. The  physician’s  cooperation  in  making  it 
as  complete  as  possible  is  earnestly  solicited. 

The  limited  use  of  Metopon  hydrochloride  as 
described  above  has  been  recommended  by  the 


Drug  Addiction  Committee  of  the  National  Re- 
search Council  and  the  Committee  with  the  co- 
operation of  the  American  Cancer  Society,  will 
supervise  the  distribution  of  the  drug.  The  Com- 
mittee is  composed  of  Wm.  Charles  White, 
Chairman,  Washington,  D.  C. ; H.  J.  Anslinger, 
Commissioner  of  Narcotics,  United  States  Treas- 
ury Department,  Washington,  I).  C. ; Lyndon  F. 
Small,  National  Institute  of  Health,  Washing- 
ton, D.  C. ; and  Nathan  B.  Eddy,  National  In- 
stitute of  Health,  Washington,  D.  C.  Queries 
and  comments  on  Metopon  may  be  directed  to 
Dr.  Eddy,  who  will  answer  them  for  the  Com- 
mittee. 
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Cditorial £ 

The  Veterans  Administration 

A little  over  a year  ago  Dr.  Paul  R.  Hawley 
ancl  Dr.  Paul  B.  Magnuson  succeeded  in  getting 
the  legislation  through  Congress  which  provided 
for  the  care  of  Veterans.  It  was  heralded  as  a 
great  victory  for  the  private  practice  of  Medi- 
cine, because  it  provided  medical  care  for  the 
Veteran,  by  his  family  physician.  It  was  passed 
during  the  time  that  the  famed  Wagner-Murray- 
Dingell  Bill  was  before  Congress,  and  signed  by 
President  Truman,  who,  a few  months  previous- 
ly, had  strongly  advocated  a program  of  com- 
pulsory health  insurance  for  the  whole  nation. 
Dr.  Hawley  stated  soon  after  he  began  the  ad- 
ministration of  the  bill  that  the  War  Veterans 
of  this  country  would  not  receive  the  best  Medi- 
cal care  available  until  every  last  one  was  being 
treated  by  his  home  town  family  physician. 
Anyone  who  has  heard  General  Hawley  speak 
cannot  but  be  impressed  by  his  sincerity  and  de- 
termination to  make  this  legislation  work.  While 
he  has  spent  his  entire  life  in  the  Army,  both 
his  father  and  grandfather  were  physicians,  and 
no  one  doubts  his  thorough  understanding  of  the 
private  practice  of  Medicine.  After  one  year  of 
effort  his  address  delivered  to  the  Conference 
of  State  Presidents  of  State  Medical  Associa- 
tions, at  the  Atlantic  City  Centennial,  commands 
the  serious  consideration  of  every  physician  in 
the  profession.  He  told  his  listeners  that  a 
“grasping  and  selfish”  10  per  cent  of  their 
number  can  give  the  profession  a bad  reputa- 
tion. 


He  suggested  that  medical  groups  which  at- 
tempt to  charge  the  V.  A.  “all  that  the  traffic 
would  bear”  might  be  in  part  the  cause  of  “the 
clamor  now  in  Congress  for  some  regulation  of 
the  practice  of  medicine.” 

“Had  organized  medicine  devoted  half  as 
much  energy  toward  kicking  out  the  rascals  as 
it  has  to  protecting  them,  there  would  be  no  more 
danger  of  government  control  of  medicine  than 
there  now  is  of  government  control  of  the  clergy. 

“We  have  only  ourselves  to  blame.  The  one 
aspect  which  infuriates  me  most  is  that  the  legal 
profession,  which  needs  housecleaning  even  more 
than  the  medical  profession,  controls  law-mak- 
ing bodies. 

“So  long  as  this  situation  exists,  we  may  ex- 
pect the  government  to  refrain  from  any  control 
of  lawyers.’” 

Dr.  Hawley  said  that  the  “generous”  V.  A. 
schedule  of  medical  fees  has  served  in  some  areas 
to  increase  the  fees  charged  non-veterans. 

‘ ‘ In  one  area,  ’ ’ he  added,  ‘ ‘ our  fee  schedule  is 
being  used  as  a club  to  force  a substantial  in- 
crease in  the  fees  paid  under  the  Workmen’s 
Compensation  Act.  ’ ’ 

Dr.  Hawley  reported  the  Veterans  Administra- 
tion is  paying  private  practitioners  more  than 
$2,500,000  a month  in  fees — about  $32,000,000  a 
year. 

“I  take  a rather  jaundiced  view  of  efforts 
to  jack  up  the  ante,”  he  remarked. 

A majority  of  the  V.  A.  agreements  with  state 
medical  associations  are  working  well,  Hawley 
said,  but  in  some  areas  there  is  still  “a  notice- 
able want  of  cooperation.  ’ ’ 

“Under  threat  of  refusal  to  renew  our  agree- 
ment,” Dr.  Hawley  asserted,  “certain  areas 
have  demanded  that  we  cease  all  outpatient  treat- 
ment in  our  clinics  and  refer  every  such  patient 
to  a fee-basis  practitioner.” 

These  physicians  must  have  forgotten  that  I 
have  also  a responsibility  to  the  American  tax- 
payer, and  that  while  I desire  that  the  bulk  of 
the  effort  in  our  outpatient  clinics  be  directed 
toward  medical  examinations  for  pension  claims, 
I cannot  permit  our  people  to  sit  around  and 
twiddle  their  thumbs  if  there  be  no  cases  to  ex- 
amine at  the  moment. 

Rascals  Are  Few 

“Then  there  is  the  area  in  which  the  repre- 
sentatives of  the  physicians  demanded  that  I 
give  the  veteran  a free  choice  of  physicians  in 
the  conduct  of  examinations  for  pension  claims. 
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“Now  wouldn’t  that  be  something!  There 
are,  I regret  to  say,  enough  rascals  even  in  or- 
ganized medicine  that  a fraudulent  claimant 
would  have  little  difficulty  in  perfecting  his 
claim.  ’ ’ 

Dr.  Hawley  said  the  great  majority  of  the 
medical  profession  has  been  more  than  fair  to 
the  V.  A.,  and  many  of  its  leaders  have  given 
unstintinglv  of  their  time  at  “ridiculously  low 
pay.” 

“But  the  danger  lies,”  he  said,  “in  the  fact 
that  the  10  per  cent  of  grasping  and  selfish  peo- 
ple in  a profession  can  give  it  a bad  reputation 
despite  the  fact  that  90  per  cent  are  honorable, 
upright  and  unselfish  gentlemen.”  Unquote. 

It  is  quite  evident  from  these  remarks  that, 
General  Hawley  is  none  too  happy  about  his  as- 
signment. If  the  Medical  care  of  Veterans  de- 
velops into  the  same  debacle  that  it  did  after 
World  War  I,  organized  Medicine  will  have  to 
assume  its  share  of  the  blame.  The  success  or 
failure  of  the  program  will  depend  entirely  on 
the  degree  of  unselfishness  assumed  by  both 
physician  and  veteran. 

It  is  most  probable,  however,  that  the  economic 
level  at  which  the  country  operates  in  the  next 
few  years  will  enter  into  the  picture.  There  are 
approximately  15  Million  Veterans  in  the  nation. 
Wives  and  husbands  added  to  this  number  con- 
stitute a segment  of  30  million,  enough  to  swing 
any  election.  If  we  should  enter  a severe  de- 
pression, and  this  group  should  decide  that  they 
are  entitled  to  free  medical  care  from  the  gov- 
ernment, the  latter  would  find  itself  in  the  med- 
ical business  in  a big  way  and  we  would  have 
socialized  medicine  thrust  upon  ns  in  one  stroke. 


THE  A.  M.  A.  IN  ATLANTIC  CITY 
The  Centennial  Celebration  of  the  American 
Medical  Association  in  Atlantic  City  lived  up 
to  all  the  advance  billings.  More  than  16,000 
physicians  registered  during  the  meeting.  This 
far  exceeded  all  previous  records.  The  House 
of  Delegates  worked  for  four  days,  mostly 
routine  matters.  Raymond  T.  Rich,  Public  Re- 
lations Council  of  New  York  City,  submitted 
his  resignation  to  the  House  and  it  was  unani- 
mously accepted.  This  culminated  their  squab- 
ble over  the  National  Physicians  Committee.  The 
commercial  exhibits  were  very  elaborate,  and  the 
various  booths  were  constantly  crowded  with  in- 
terested visitors  from  early  morning  until  the 
closing  hours.  There  were  250  scientific  exhibits 


and  400  technical  displays.  A pair  of  goats 
which  survived  the  Bikini  atom  bomb  tests  of 
a year  ago  attracted  much  attention.  Their  clin- 
ical histories  accompanied  them.  They  required 
blood  transfusions  and  penicillin  over  a period 
of  five  months,  and  still  showed  some  effects  of 
radio  activity. 

HEART  DISEASE 

Some  of  the  high  points  in  the  scientific  ses- 
sions are  listed  below.  Most  subjects  were  han- 
dled in  symposiums.  On  heart  disease  it  was 
pointed  out  that  the  new  preparation  digitoxin 
is  by  far  the  most  concentrated  and  purified 
form  of  digitalis  ever  prepared.  It  is  so  quick- 
ly absorbed  that  it  is  equally  effective  either 
by  mouth  or  parenteral lv.  Use  of  quinidine  Avas 
stressed. 

In  the  treatment  of  edema  the  liberal  and  pro- 
longed use  of  the  mercurial  diuritics  was  urged. 
Since  the  xanthiu  preparations  have  been  added 
to  make  salyrgan-theophvllin  and  mercuzanthin, 
there  seems  to  be  no  contraindication  to  the  use 
of  these  drugs.  Little  was  said  of  the  Schemm 
Diet.  Much  was  said  about  the  treatment  of  cor- 
onary occlusion.  At  the  present  time  it  was  be- 
lieved that  heparin  and  dicumerol  are  definitely 
indicated.  The  dosage  of  dicumerol  vras  given  as 
300  mg.  for  initial  dose,  and  then  200  mg.  daily. 
As  for  bad  rest,  the  average  attack  should  have 
about  two  weeks.  If  the  attack  was  mild,  bath- 
room and  chair  privileges  could  be  permitted. 
The  same  treatment  applied  in  pulmonary  em- 
bolism. If  a patient  recovers  from  his  first  post- 
operative pulmonary  thrombosis,  he  has  a 44% 
chance  of  a second  attack  and  an  18%  chance 
of  a fatal  one. 

Sub-acute  bacterial  endocarditis  can  be  cured 
by  massive  doses  of  penicillin  500,000  to  1,000,- 
000  units  daily  over  a period  of  6 months. 
About  3%  of  patients  become  sensitive  to  peni- 
cillin in  aqueous  solution,  and  about  5%  to  oil. 
In  general,  most  organisms  do  not  become  re- 
sistant to  penicillin.  Best  results  in  sub-acute 
bacterial  endocarditis  are  obtained  when  diagno- 
sis is  made  in  first  two  months. 

TUBERCULOSIS 

Streptomycin  has  been  found  effective  against 
the  tubercle  bacillus,  Friedlander,  Pertussis,  In- 
fluenza, tuleremia  and  plague  bacillus.  But  all 
the  interest  is  confined  at  this  time  to  the  re- 
sults in  treating  tuberculosis.  Tuberculous  pneu- 
monia can  be  definitely  cured.  Tuberculous 
meningitis  has  been  arrested.  But  no  case  of  mili- 
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ary  tuberculosis  wiht  meningeal  involvement  has 
survived.  The  dosage  suggested  is  3 grams  daily 
over  a period  of  six  months.  One  per  cent  of 
patients  become  permanently  deaf.  A fairly 
large  number  develop  vertigo  which  is  never  per- 
manent. The  extent  of  these  complications  are 
directly  proportional  to  the  amount  and  length 
of  treatment.  Some  New  York  men  are  reduc- 
ing the  dosage  to  IV2  grams  daily  for  six  weeks 
and  think  they  are  getting  the  same  results  as 
with  the  larger  doses. 

BLOOD  DISEASES 

Nitrogen  mustard  has  been  most  effective  in 
treating  Hodgkins  Disease.  Rutin  has  no  place 
in  blood  dyscrasias,  but  possibly  does  in  blood 
vessel  diseases.  Radioisotopes  were  the  choice  in 
chronic  leukemia.  No  help  in  acute  forms.  Folic 
acid  is  of  value  only  in  macrocytic  anemia,  name- 
ly : pernicious  anemia,  sprue,  pregnancy,  pelle- 
gra,  nutritional  disturbances.  It  relieves  many 
symptoms,  but  has  no  effect  on  cord  symptoms 
in  pernicious  anemia.  It  is  not  necessary  to  add 
folic  acid  when  any  potent  preparation  of  liver 
extract  is  being  administered. 

POLIOMYELITIS 

Statistics  show  now  that  25%  of  cases  of  polio 
occur  after  the  age  of  15  years,  as  compared  to 
5%  in  1905.  The  Minneapolis  group  at  the  Uni- 
versity of  Minnesota  seem  to  be  pioneers  in 
methods  of  improved  treatment.  They  report 
8-10%  of  patients  have  bulbar  complications. 
They  perform  tracheatomy  and  administer  oxy- 
gen. Use  a respirator  when  indicated.  And  use 
an  oximeter  to  determine  when  patient  should  be 
removed  from  respirator.  They  warn  against 
chronic  respirator  cases.  Their  results  are  ex- 
cellent for  complete  cures. 

ENDOCRINOLOGY 

Much  is  being  learned  about  the  relation  be- 
tween pituitary,  thyroid,  and  sex  glands.  Thi- 
ouracil  is  being  replaced  by  newer  drugs.  Radio 
active  iodine  very  effective  in  goitre.  Cures  run 
to  60%.  There  is  no  evidence  that  estrogenic 
treatment  of  the  menopause  has  any  connection 
with  production  of  carcinoma  of  the  breast. 

GASTRO-ENTEROLOGY 

Last  year  the  symposium  on  liver  diseases  at- 
tracted all  the  attention.  This  year  the  sympo- 
siums on  ulcerative  .colitis  and  peptic  ulcer  drew 
all  the  crowds  including  both  internists  and  sur- 
geons. As  always  the  absolute  obscurity  of  the 
etiology  of  both  these  conditions  was  most  con- 
spicuous. And  it  is  more  than  likely  that  when 


the  etiological  factors  are  found  in  these  condi- 
tions that  they  will  become  as  uninteresting  as 
diphtheria  or  small  pox  are  today.  The  paren- 
teral alimentation  and  therapy  in  ulcerative 
colitis  was  interesting.  And  the  surgical  treat- 
ment by  colostomy  and  resection  of  the  colon 
were  the  most  practical  and  promising  proce- 
dures. 

PEPTIC  ULCERS 

Peptic  Ulcer,  as  it  frequently  does,  grabbed 
the  spot  light.  The  University  of  Chicago  group 
still  believe  that  transpleural  vagotomy  is  the 
procedure  of  choice.  The  one  fact  that  vagot- 
omy proves  is  that  it  produces  marked  hypo- 
acidity, or  even  achlohydria.  This  eliminates 
that  group  of  investigators  who  have  always  in- 
sisted that  free  hydrochloric  acid  had  no  connec- 
tion with  the  occurrence  of  peptic  ulcer.  But 
vagotomy  interferes  with  motility  of  the  stomach 
in  a large  number  of  cases.  To  circumvent  these 
complications  the  Mayo  Group  are  doing  abdom- 
inal vagotomies  and  gastro-enterestomies.  But 
it  is  admitted  that  abdominal  vagotomy  fails  to 
get  all  the  fibers  of  the  vagus.  Other  surgeons 
are  doing  gastrectomies  and  vagotomies.  The 
ultimate  ffect  of  vagotomy  on  gastro-intestinal 
motility  after  a period  of  years  is  still  the  sub- 
ject of  much  speculation.  It  would  seem  off 
hand  that  we  will  encounter  about  the  same  per- 
centage of  surgical  failures  after  vagotomy,  as 
we  did  in  years  gone  by  when  simpler  surgical 
procedures  as  gastroenterostomy,  were  being 
performed. 

Leahy  displayed  his  usual  individualism  by 
advocating  gastrectomy  in  every  case  of  gastric 
ulcer  as  one  way  of  attacking  the  problem  of 
carcinoma  of  the  stomach.  His  own  gastroen- 
terologists did  not  agree  with  him. 

FINALE 

An  interesting  feature  of  the  convention  Avas 
the  raffle  of  a Cadillac  Club  Coupe  by  the  White 
Laboratories.  The  car  was  on  display  in  a con- 
spicuous part  of  the  commercial  exhibit  section. 
Tickets  were  free  to  any  Doctor  of  Medicine. 
Over  12,000  doctors  registered  and  received  num- 
bers. The  lucky  physican  Avas  Dr.  C.  H.  Max- 
Avell  of  Albany,  N.  Y.  A dozen  or  more  prom- 
inent physicians  from  foreign  countries  were 
guests  of  the  association  and  most  of  them  took 
part  in  the  scientific  discussions. 

Dr.  R.  L.  Sensenieli  of  South  Bend,  Indiana 
was  named  President-elect.  The  meeting  in  1948 
will  be  held  in  Chicago. 
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STATEMENT  OF 

ASSOCIATED  MEDICAL  CARE  PLANS 

Before  the  Committee  on  Labor  and  Public 
Welfare , United  States  Senate 
Hearings  on  S.  545  National  Health  Bill 
Submitted  by 

L.  Howard  Schriver,  M.  D.,  president 
Associated  Medical  Care  Plans 
535  N.  Dearborn  St.,  Chicago  10,  Illinois 

My  name  is  L.  Howard  Schriver,  M.  I).  I am 
a physician  in  the  practice  of  medicine  in  Cin- 
cinnati, Ohio.  I am  the  president  of  Associated 
Medical  Care  Plans,  president  of  Ohio  Nedical 
Indemnity,  Inc.,  which  was  one  of  the  charter 
members  of  Associated  Medical  Care  Plans,  and 
am  a past  president  of  the  Ohio  State  Medical 
Association. 

The  opinion  of  the  American  Medical  Associa- 
tion, with  respect  to  S545,  has  been  presented 
to  this  committee  previously  to  R.  L.  Sensenich, 
M.  D„  chairman  of  the  Board  of  Trustees.  In 
that  statement,  Dr.  Sensenich  indicated  that 
S545  “more  nearly  approximates  a legislative 
background  for  the  development  of  a health  pro- 
gram for  the  American  people  without  destroy- 
ing or  restricting  the  objectives  set  forth  in  the 
broad  National  Health  Program  of  the  American 
Medical  Association.’” 

Further  evidence  of  the  interest  which  the 
American  Medical  Association  has  taken  in  the 
development  of  prepayment  medical  care  plans 
on  a voluntary  basis  is  seen  in  the  establishment 
of  the  Council  on  Medical  Service  in  1943,  whose 
chairman,  Edward  J.  McCormick,  M.  D.,  has  also 
appeared  before  this  committee.  Dr.  McCormick 
has  presented  information  which  indicates  the 
rapid  spread  of  voluntary  prepayment  medical 
care  plans  during  recent  years,  a fact  also  re- 
ferred to  in  the  testimony  of  J.  Douglas  Column, 
representing  the  Blue  Cross  Commission. 

Facts  such  as  those  submitted  by  the  Blue 
Cross  Commission  are  self-evident  proof  of  our 
contention  that  voluntary  plans,  medical  as  well 
as  hospital,  are  capable  of  providing  a solution 
to  a portion  of  the  problem  of  more  adequate  dis- 
tribution of  health  care. 

We  find  ourselves  in  perfect  agreement  with 
the  opinions  already  voiced  by  the  above  men- 
tioned witnesses,  representing  the  American 
Medical  Association,  the  AMA  Council  on  Med- 
ical Service,  and  the  Blue  Cross  Commission. 

Our  purpose  in  appearing  before  this  commit- 


tee today  is  to  relate  the  development  of  Associ- 
ated Medical  Care  Plans,  and  the  role  we  expect 
this  organization  will  play  in  the  the  further 
strengthening  of  non-profit  prepayment  medical 
care  plans.  This  information  is  provided  in 
view  of  reference  made  in  S545,  Part  B,  to  the 
authorization  of  funds  to  provide  for  the  fur- 
nishing of  medical  care  through  the  ultimate 
medium  of  voluntary  medical  funds,  operated 
not  for  profit. 

Background  oj  Associated  Medical  Care  Plans 

Shortly  after  the  issuance  of  its  National 
Health  Program  in  December,  1945,  in  which  the 
American  Medical  Association  specifically  en- 
dorsed the  establishment  of  voluntary  prepay- 
ment medical  care  plans,  the  Board  of  Trustees 
and  the  Council  on  Medical  Service  agreed  upon 
the  necessity  for  creating  a strong  national  or- 
ganization of  such  plans. 

Previously  there  had  existed  an  informal 
Council  of  Medical  Care  Plans  of  America,  func- 
tioning during  the  years  1943-45.  Invitations 
were  extended  to  the  leaders  of  this  group  to 
meet  with  representatives  of  each  medical  care 
plan,  the  Council  on  Medical  Service,  and  offi- 
cials of  the  American  Medical  Association  to 
draft  plans  for  a national  association. 

Associated  Medical  Care  Plans  was  organized 
in  February,  1946,  and  incorporated  one  month 
later  as  a non-profit  corporation  in  Illinois.  Al- 
though a separate  corporation,  AMCP  carries 
the  wholehearted  endorsement  of  the  American 
Medical  Association,  and  functions  cooperatively 
with  the  Council  on  Medical  Service  in  seeking 
to  achieve  the  objectives  set  forth  in  the  National 
Health  Program. 

AMCP  As  An  Organization 

Briefly,  Associated  Medical  Care  Plans  is  a 
voluntary  association  of  non-profit  prepayment 
medical  care  plans,  a counterpart  to  the  Blue 
Cross  Commission,  established  for  the  purpose 
of  coordinating  nationally  the  effort  of  each  of 
its  individual  member  plans. 

At  the  present  time  there  are  thirty-nine  plans 
affiliated  with  AMCP,  the  remainder  of  which 
have,  or  will  be  submitting  applications  during 
the  next  ninety  days,  to  be  acted  upon  by  the 
Commission  at  its  next  meeting  in  September. 
By  September,  1947,  AMCP  expects  to  reach  its 
full  organizational  strength  so  that  it  can  fully 
represent  the  national  interests  of  all  non-profit 
plans. 
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AMCP's  affairs  are  governed  by  a thirteen- 
man  Commission,  eelcted  at  an  annual  meeting  of 
member  plans,  ten  of  whom  are  selected  from 
persons  directly  associated  with  member  plans 
and  three  of  whom  are  nominated  by  the  AMA 
Council  on  Medical  Service.  Liaison  with  the 
American  Medical  Association  is  thus  assured, 
with  majority  control  remaining  in  the  medical 
care  plans  themselves. 

Purpose  of  AMCP 

In  broad  terms,  the  purpose  of  AMCP  is  to 
stimulate  and  assist  the  development  of  volun- 
tary, non-profit,  prepayment  medical  care  plans 
throughout  the  United  States  and  Canada. 

For  plans  which  are  now  organizing,  this 
means  the  furnishing  of  technical  data,  con- 
sultant services,  and  general  assistance  to  com- 
mittees responsible  for  mapping  out  a workable 
plan. 

The  source  of  this  information,  in  turn,  is 
gathered  from  the  older,  established  plans,  per- 
mitting the  new  organizations  a sense  of  confi- 
dence and  assuring  them  that  costly  errors  will 
be  reduced  to  a minimum. 

Reference  has  already  been  made  to  AMCP  as 
a counterpart  of  the  Blue  Cross  Commission,  a 
fact  which  is  illustrated  by  a similarity  of  pur- 
pose common  to  both  organizations.  This  simi- 
larity is  further  evidenced  by  the  recent  estab- 
lishment of  joint  committees  to  correlate  the 
activities  of  AMCP  with  the  Blue  Cross  Com- 
mission. 

Functions  of  AMCP 

Criticism  has  been  levelled  at  voluntary  medi- 
cal care  plans  to  the  effect  that  they  were  inade- 
quate, their  enrollment  was  insignificant,  bene- 
fits too  limited,  costs  of  operation  excessive,  and 
scope  of  operations  too  self-limiting. 

Nobody  who  has  been  associated  intimately 
with  these  plans  would  presume  to  make  a whole- 
sale denial  of  these  charges,  even  though  they 
are  subject  to  many  qualifying  observations. 

The  admission  of  weaknesses  on  the  one  hand, 
coupled  with  justifiable  confidence  in  the  prog- 
ress made  thus  far,  are  sufficient  to  explain  the 
need  for  AMCP  and  the  functions  it  is  designed 
to  perform. 

Enrollment  in  terms  of  many  millions  of  per- 
sons is  a perfectly  normal  goal  for  voluntary 
medical  care  plans.  AMCP  can,  and  will,  con- 
tribute toward  this  end  in  many  ways.  By  means 
of  nation  wide  studies,  conferences,  and  inter- 
exchange  of  enrollment  techniques  among  plans, 


the  experience  of  each  plan  will  soon  become  the 
common  experience  of  all  plans.  Whereas  enroll- 
ment during  the  early  years  of  plan  development 
was  pretty  well  limited  to  employee  groups  in 
urban  areas,  new  methods  for  enrollment  of  the 
non-group  subscriber  are  being  developed  rapid- 
ly. As  quickly  as  each  new  method  is  tried  and 
proved  by  one  plan,  the  detailed  experience  is 
made  available  to  all  plans,  systematizing  what 
was  once  a dissemination  of  information  via  the 
grapevine. 

Prepared  enrollment  aids,  literature,  adver- 
tising copy,  posters,  and  the  many  tools  which 
are  used  by  enrollment  staffs  will  be  handled  in 
the  same  manner,  not  so  much  because  of  a desire 
for  uniformity  or  standardization  but  to  enable 
each  plan  to  gain  access  to  the  best  and  most  effi- 
cient material  available  for  enrollment  purposes. 

Public  Relations  personnel  are  employed  by 
every  plan,  developing  acceptance  in  the  mind 
of  the  public  for  the  purchase  of  prepaid  medi- 
cal care.  Many  of  the  most  effective  mediums 
and  outlets  for  public  relations  activity  are  na- 
tional in  scope,  beyond  the  reach  of  an  indivi- 
dual plan.  AMCP  will  undertake  to  bridge  that 
gap,  functioning  in  behalf  of  all  plans  in  pre- 
senting the  voluntary  plan  to  the  American 
people. 

Actuarial  studies  are  the  backbone  of  any  pre- 
payment plan  which  hopes  to  operate  successful- 
ly over  an  indefinite  period  of  time.  Reliable 
tables  of  such  information  have  been  slow  in  de- 
veloping, largely  because  no  agency  has  been  in 
a position  to  carry  on  the  continuous  studies 
which  are  necessary  to  the  development  of  such 
data.  AMCP  is  equipped  with  the  facilities,  both 
physical  and  personnel  to  do  this  job  effectively. 
Through  the  assistance  of  member  plans,  who 
will  soon  begin  submitting  their  actuarial  ex- 
perience regularly  to  AMCP,  these  statistics  will 
be  accumulated,  analyzed,  and  circulated  among 
the  plans. 

Administrative  efficiency  is  constantly  being 
sought  after  by  directors  and  managers  of  plans 
throughout  the  country.  Operating  on  the  theory 
that  "several  heads  are  better  than  one,”  the 
facilities  of  AMCP  will  be  directed  toward  a 
pooling  of  administrative  experience  in  order 
that  overhead  expenses  everywhere  can  be  main- 
tained at  an  efficient  minimum. 

Reciprocity , in  its  many  applications,  can  be 
achieved  only  through  such  an  association  as 
AMCP,  and  through  which  proposals  are  draft- 
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ed  and  accepted  by  member  plans  for  the  free 
inter-exchange  of  membership  privileges  with 
a minimum  of  red  tape. 

Transfer  of  memberships  has  been  possible  on 
a limited  scale  heretofore,  which  will  now  be 
expanded  to  the  ultimate  limits.  Contract  bene- 
fits will  become  available  on  a reciprocal  basis 
throughout  the  nation,  thereby  vastly  increasing 
the  value  of  membership  to  the  subscriber  ivhose 
habits  of  travel  make  such  arrangements  man- 
datory. 

Physician  relations,  involving  the  voluntary 
cooperation  of  the  individual  physician  with  the 
operation  of  his  plan,  have  been  the  subject  of 
much  comment.  It  is  our  feeling  that  much  of 
this  comment  is  unwarranted  and  based  upon  ex- 
ceptions rather  than  average  experience.  AMCP 
is  in  a position  to  draw  upon  the  combined  facili- 
ties of  the  American  Medical  Association,  the 
member  plans,  and  medical  societies  sponsoring 
those  plans,  to  perfect  a program  of  physician 
relations  which  will  assure  the  widest  possible 
cooperation  from  physicians  everywhere.  Doc- 
tors, as  individuals,  will  cooperate  most  effec- 
tively on  a voluntary  basis,  we  believe,  when 
information  is  presented  to  them  logically,  fair- 
ly, and  with  a proper  understanding  of  the  pri- 
vate practice  of  medicine.  Such  cooperation 
connot  be  pulled  out  of  a hat,  nor  achieved  by 
compulsory  orders.  Cooperation  is  earned  by 
the  merit  of  the  program  involved.  AMCP  pur- 
ports to  assist  its  member  plans  in  earning  that 
kind  of  cooperation. 

Signif  icance  of  AMCP 

The  mere  fact  that  Associated  Medical  Care 
Plans  is  represented  here  this  morning,  speaking 
in  behalf  of  the  organized,  voluntary,  non-profit 
plans,  has  some  significance  in  itself.  This  is 
the  first  time  that  these  plans  have  been  thus 
represented.  We  believe  that  this  brief  presenta- 
tion signifies  a “coming  of  age”  for  the  entire 
movement. 

S545  contemplates  the  appropriation  of  fed- 
eral funds  for  the  subsidizing  of  medical  care 
for  the  medically  indigent,  with  provision  for 
the  spending  of  these  funds  through  established 
plans  such  as  are  represented  by  AMCP.  We 
believe  that  the  existence  of  AMCP  is  pertinent 
to  the  questions  before  this  committee. 

We  believe  that  AMCP  is  significant  at  this 
moment  because  it  lends  encouragement  to  our 
hope  that  voluntary,  non-profit  plans  would  be 
capable  of  assuming  the  responsibilities  involved 


in  a proposal  such  as  S545. 

As  the  president  of  AMCP,  and  a doctor  of 
medicine,  the  members  of  this  committee  may 
have  my  personal  assurance  that  our  member 
plans  would  welcome  the  opportunity  to  extend 
their  services  through  the  assistance  of  the  gov- 
ernment of  the  United  States. 


<. 'Book  (Review* 

A HISTORY  OF  THE  AMERICAN  MEDICAL  ASSOCIATION, 
1847  - 1947:  By  Morris  Fishbein,  M.  D , with  the  Biographies 

of  the  Presidents  of  the  Association  by  Walter  L.  Bierring, 
M.  D , and  with  Histories  of  the  Publications.  Councils,  Bu- 
reaus. and  Other  Official  Bodies.  1226  pages.  Philadelphia  and 
London:  W B.  Saunders  Company.  1947..  Price  $10.00. 

Numerous  reasons  are  cited  why  the  American 
Medical  Association  is  one  of  the  greatest  organ- 
izations in  the  world.  Anyone  who  has  any  pride 
in  being  one  of  its  members  will  do  well  to  read 
this  historical  work.  Those  who  are  not  particu- 
larly interested  in  the  evolution  of  their  society 
will  find  many  hours  of  pleasant  pastime  read- 
ing in  the  numerous  biographies  of  the  100  past 
presidents,  and  all  the  other  names  which  are 
common  household  words  to  the  student  of  Med- 
icine. In  addition  this  book  will  serve  as  a perma- 
nent encyclopedia  in  years  to  come  concerning 
everybody  who  had  a hand  in  molding  the  society 
into  which  it  is  today,  as  well  as  all  the  events 
which  occurred  during  its  hundred  years  of  de- 
velopment. Arizonans  should  feel  particularly 
complimented  in  as  much  as  the  section  on  The 
Woman's  Auxiliary  of  the  A.M.A.  is  edited  by  its 
National  President,  Mrs.  Jesse  D.  Hamer,  of 
Phoenix.  p j jyj 


SOUTHWEST  MEDICAL  ASSOCIATION 
WILL  MEET  IN  PHOENIX 
NOVEMBER  6-7-8 


CORRECTION 

In  the  May  issue  of  Arizona  Medicine  the 
following  names  were  inadvertently  omitted 
from  the  MEMBERSHIP  ROSTER  FOR 
1947: 

Brown,  Earl  H. 

130  S.  Scott 
Tucson 

Gaskins,  Duke  R. 

15  E.  Monroe 
Phoenix 

Hausmann,  R.  K. 

110  S.  Scott 
Tucson 
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Clinical  Pathological 
Conference* 

■ ■ ■ l|(5V 

The  patient  is  a 48-year-old  white,  single  male, 
whose  occupation  is  that  of  a janitor.  He  was 
admitted  to  the  hospital  with  the  chief  complaint 
of  epigastric  and  right  upper  quadrant  pain,  for 
the  past  three  weeks,  and  jaundice  for  the  past 
eight  days. 

Present  Illness:  The  patient  was  apparently 
well  until  three  weeks  before  admission.  At  that 
time  he  developed  a mild  discomfort  after  meals 
characterized  by  a sense  of  fullness  in  the  epi- 
gastrium and  a feeling  that  the  food  would  not 
move  from  the  stomach.  This  seemed  to  be  re- 
lieved after  two  to  three  hours  with  the  use  of 
alkalies.  These  symptoms  became  progressively 
worse  until  nine  days  before  admission,  some 
two  hours  after  his  evening  meal,  at  which  time 
the  patient  developed  a sudden  pain  in  the  right 
upper  quadrant  which  is  described  as  severe, 
and  cramping  with  variable  radiation  to  the  left 
upper  quadrant,  the  epigastrium,  and  to  the 
back.  Shoulder  radiation  is  denied.  This  lasted 
for  only  a few  seconds  and  receded,  leaving  a 
dull  ache,  and  in  thirty  minutes,  the  patient  had 
emesis  of  greenish  liquid.  The  patient  was  left 
with  a constant  right  upper  quadrant  pain,  suf- 
ficient to  make  it  difficult  for  him  to  sleep. 
Eight  days  before  admission  the  patient  noted 
that  his  urine  was  becoming  dark  yellow  in 
color,  and  that  his  stools  were  turning  light  in 
color.  On  the  following  day,  the  patient  noticed 
that  his  skin  was  turning  yellow  and  he  went  to 
his  LMD  who  diagnosed  “yellow  jaundice”  and 
advised  hospitalization.  He  returned  to  his  home 
and  after  one  week  with  no  improvement  he  en- 
tered St.  Monica’s  Hospital. 

Past  History:  Usually  smokes  one  package  of 
cigarettes  per  day,  and  consumes  about  three 
beers  and  a “shot”  of  whiskey  daily.  No  sur- 
gery or  accidental  injuries. 

Family  History:  Mother  died  age  50 — cause 
unknown. 

Father  died  age  52 — TBc  and  Silicosis. 

Two  siblings  died  o'f  TBc  and  Silicosis. 

No  history  of  carcinoma,  diabetes,  epilepsy  or 
any  familial  diseases. 

FOOTNOTE:  This  case  was  selected  from  the  Department  of 
Pathology,  St.  Monica’s  Hospital,  Phoenix. 


History  of  Systems: 

(1)  Cardiovascular : Negative 

(2)  Respiratory : Negative. 

(3)  Central  Nervous  System:  Negative. 

(4)  Gastro-intestinal : Negative  except  with 
reference  to  the  present  illness. 

(5)  Genito-urinary : Patient  had  acute  G.C. 
infection  ten  years  ago,  with  no  appar- 
ent sequelae.  Denies  Lues  by  name  and 
symptom. 

Physical  Examination:  T — 98°  P — 64  R — 16 
BP— 115/75 

The  patient  is  a well  developed,  fairly  well 
nourished,  white  male,  deeply  jaundiced,  in  no 
apparent  distress. 

Head:  No  gross  deformities.  There  is  a soft 
fatty  mass  3x4  cms.  over  left  occiput 

Eyes:  Pupils  are  round,  regular,  and  equal, 
and  react  well  to  light  and  accommodation. 
EOM  are  well  performed,  and  the  sclerae  are 
very  yellow.  Eye  ground  not  remarkable. 

Ears:  Canals  and  drums  are  clear. 

Nose:  No  discharge,  septal  deviation.  Breath- 
ing space  adequate. 

Mouth:  Teeth  are  dirty  and  carious  with  mul- 
tiple extractions.  Pharynx  and  tonsils  are  clear. 

Neck:  No  tenderness  or  stiffness.  Trachea  is 
in  midline  with  no  tug  and  thyroid  is  not  pal- 
pable. There  is  a small  cartilaginous-like  mass 
beneath  the  clavicular  insertion  of  the  right 
sternocleidomastoid  muscle. 

Chest:  Expansion  equal  with  no  lag. 

Lungs:  Clear  to  auscultation  and  percussion. 

Heart:  Not  enlarged  to  percussion.  Rhythm 
is  regular  and  rate  is  of  moderate  bradycardia. 
Sounds  are  of  good  quality  and  no  murmurs  can 
be  heard. 

Abdomen:  There  is  a mass  in  the  right  upper 
quadrant  which  extends  for  four  finger  breadths 
below  the  right  costal  margin  (this  is  interpreted 
as  liver).  The  mass  is  very  slightly  tender,  and 
is  questionable  nodular.  There  were  no  other 
palpable  masses  or  areas  of  tenderness.  The  ab- 
domen is  flat  and  bowel  sounds  are  described  as 
normal.  Spleen  and  kidneys  are  not  palpable. 

Rectal:  No  masses,  tenderness,  or  blood.  Pros- 
tate interpreted  as  not  being  enlarged. 

Extremities : Red  scaling  lesions  over  fingers 
and  hand,  otherwise  not  remarkable. 

Reflexes:  Physiologically  present  and  equal 
bilaterally.  Babinski  negative. 

Skin  and  Mucous  Membranes:  Deeply  jaun- 
diced. 
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Laboratory  Data:  Blood  count:  4,500,000 

RBC.  7,800  WBC;  2 E’s,  71  Segs,  25  lymphs, 
and  2 Monos.  Urinalysis:  (2nd  Hospital  day) 
Dark  amber  color,  Specific  Gravity  1.006 ; Albu- 
men, negative ; Sugar,  negative ; WBC,  occa- 
sional; RBC  negative;  Bile  strongly  positive; 
urobilinogen,  positive,  1 :20.  (3rd  hospital  day)  : 
Bile  strongly  positive  1 :2,  urobilinogen  weakly 
positive  1 :12.  (13tli  hospital  day)  : Bile,  4 plus; 
urobilinogen,  negative.  Hematocrit : 42%.  Sedi- 
mentation Rate:  28  mm.  per  hour,  corrected.  Ser- 
ology: Kahn  negative.  Icteric  Index:  (2nd  hos- 
pital day);  60;  (6th  hospital  day):  200;  (9th 
hospital  day  : 120,  (15th  hospital  day)  : 140. 
Feces:  (3rd  hospital  day)  : Free  bile  negative,  oc- 
cult blood  negative,  no  parasites,  ova  or  cysts 
wer  observed.  (9th  hospital  day)  : Free  bile  neg- 
ative ; (13th  hospital  day):  Free  bile  negative. 
Total  Proteins:  7 6ms.  with  A.G.  ratio  of  1.0 
6:1  (Albumin  3.6  Gms.  and  Glob.  3.4  Gms.) 
C ephalin-flocculation  test:  No  flocculation  after 
24  hours  and  48  hours.  Prothrombin  time:  19 
seconds  with  control  of  16  seconds.  84%  activ- 
ity. Clotting  time:  3 minutes.  Bleeding  time:  1 
minute,  45  seconds.  X-ray:  Flat  plate  of  ab- 
domen essentially  negative. 

Course  in  Hospital:  Patient  got  along  very 
well  in  the  hospital,  and  had  only  occasional  com- 
plaint of  mild  pain  in  epigastrium.  Was  placed 
on  fat  free  diet  and  appetite  was  fair  with  only 
one  bout  of  nausea,  emesis,  and  pain  in  the  right 
upper  quadrant.  (15th  hospital  day).  It  was 
felt  that  the  liver  was  becoming  progressively 
larger  until  on  the  17th  day,  it  was  described  as 
being  7 finger  breadths  below  the  right  costal 
margin.  The  temperature  remained  normal 
throughout  and  there  was  a constant  bradycar- 
dia ranging  between  60  and  70.  The  patient 
showed  no  improvement  on  medical  management, 
and  was  taken  to  surgery  on  the  17th  hospital 
day. 

DR.  KENT  THAYER: 

A diagnosis  of  obstructive  jaundice  is  made 
on  this  patient  because  of  a negative  cephalin 
flocculation  test  or  a lack  of  flocculation  after 
24  to  48  hours.  In  an  hepatocellular  jaundice 
this  is  almost  always  positive,  as  is  also  true  in 
cirrhosis  of  the  liver.  Also  this  patient  showed 
no  bile  in  his  stools,  which  seemed  to  be  per- 
sistent. Another  laboratory  test  that  speaks  for 
obstructive  jaundice  is  a decreasing  urine  uro- 
bilinogen until  it  remains  absent  and  tends  to 
remain  this  way.  This  part  of  the  discussion  will 


be  entirely  on  obstructive  jaundice.  Whatever 
our  clinical  impression  of  the  cause  of  this  ob- 
struction may  be,  the  treatment  is  surgical  not 
only  to  definitely  localize  the  area  involved  but, 
if  possible,  to  relieve  this  obstruction. 

There  are  a considerable  number  of  causes  of 
obstructive  jaundice.  One  of  the  most  common 
ones  is  plugging  of  one  of  the  bile  ducts  as  due 
to  stones.  Cholecystitis  with  stones  certainly 
must  be  considered  with  probably  a stone  in  the 
cystic  duct  that  has  blocked  the  common  duct 
by  edema.  The  symptoms  can  certainly  fit  in 
fairly  well.  However,  there  is  one  thing  against 
that  and  that  is  the  persistent  jaundice.  Usually 
in  a stone,  whether  it  is  in  the  cystic  duct  with 
obstruction  or  a common  duct  stone,  it  does  not 
cause  a persistent  jaundice  but  a variable  one. 
The  icteric  index  usually  does  not  go  much  over 
100  and  may  vary  considerably.  Urobilinogen 
may  be  found  in  the  urine  if  it  is  tested  frequent- 
ly off  and  on.  This  patient  was  never  found  to 
have  urobilinogen  in  his  urine  after  the  second 
test.  However,  the  icteric  index  did  fluctuate 
somewhat,  having  gone  up  to  200,  then  dropped 
to  120  and  then  back  to  140.  In  common  duct 
stones,  there  is  usually  the  history  of  rather  se- 
vere biliary  colic,  but  there  may  also  be  a silent 
stone.  The  jaundice  in  this  also  is  usually  fluc- 
tuating and  usually  does  not  last  for  more  than  a 
week  at  one  time.  There  is  quite  often  associated 
chills  and  fever.  Cholangitis  may  also  cause  this 
type  of  thing.  However,  there  is  usually  more 
systemic  effects  with  fever  and  signs  of  infec- 
tion which  this  patient  did  not  show.  Parasites 
may  be  ruled  out  possibly  by  the  failure  to  find 
them  in  the  stools. 

Tumors  of  the  bile  ducts  may  be  either  benign 
or  malignant.  The  benign  tumors  are  rather 
rare  and  they  are  usually  found  accidentally. 
However,  when  they  do  cause  symptoms,  they 
are  very  much  like  typical  biliary  coli :.  If  ob- 
struction occurs,  it  would  tend  to  remain  rath- 
er constant.  Because  of  the  rarity  of  this  con- 
dition, we  will  not  consider  it  further.  Primary 
carcinoma  of  the  gall  bladder  causes  jaundice 
rather  late  and  is  usually  due  to  metastases  in 
surrounding  lymph  nodes  rather  than  to  pri- 
mary lesion.  There  is  usually  quite  a marked 
loss  of  weight  and  gastro-intestinal  symptoms 
are  over  some  period  of  time  before  the  patient 
comes  in.  Primary  malignant  tumors  of  the 
bile  ducts  are  most  commonly  in  the  common  bile 
duct.  In  these  usually  the  first  sign  is  jaundice. 
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With  every  elevation 
in  the  pollen  count, 
the  asthmatic  patient 
suffers  a 

comparable  increase 
in  the  severity 
of  symptoms. 

In  the  dyspnea 
of  allergic  asthma, 
Aminophyllin 
has  been  found 
to  provide 
efficient  relief. 


AMINOPHYLLIN 

Searle  Aminophyllin  contains 
5 at  least  80%  of  anhydrous  theophylline. 

' «tOICAl  *■>  G.  D.  Searle  & Co.,  Chicago  80,  Illinois 


SEARLE 


RESEARCH 
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OF  MEDICINE 
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There  may  be  no  pain  at  first.  This  jaundice 
is  persistent  and  not  intermittent.  The  pain, 
when  it  does  occur,  is  often  minimal  until  late 
in  the  course  of  the  disease.  Then  it  is  usually 
in  the  epigastric  region  and  hepatic  area.  At 
times  it  may  become  quite  severe  and  of  the 
biliary  colic  type.  However,  by  the  time  the  pain 
occurs,  the  patient  has  usually  lost  considerable 
weight.  These  patients  quite  often  run  a con- 
tinual fever,  and  about  half  of  them  develop 
some  ascites.  Another  cause  of  obstructive  jaun- 
dice is  strictures.  These  may  be  due  to  scarring 
from  previous  surgery,  which  this  patient  evi- 
dently did  not  have,  or  malformation,  or  due  to 
neoplasms,  either  primary  or  secondary,  of  the 
lymphatic  ducts.  Another  very  common  cause  of 
obstructive  jaundice  is  pressure  from  the  out- 
side, such  as  from  inflammatory  masses  in  the 
liver  oi'  just  outside  the  liver,  abscesses  tuber- 
cles, or  Hodgkins’  Disease,  enlarged  glands,  peri- 
toneal adhesions  due  to  some  previous  inflam- 
matory disease,  or  previous  surgery.  Neoplasms 
in  surrounding  structures  may  block  the  biliary 
ducts,  either  through  direct  extension  or  through 
metastatic  nodes  that  occur  around  the  biliary 
ducts,  particularly  from  carcinoma  of  the  stom- 


ach, Hodgkins’  Disease,  the  lymphomas,  carci- 
noma of  the  head  of  the  pancreas,  or  any  part 
of  the  pancreas  with  extension  to  that  area  and 
quite  often  causes  jaundice. 

The  statement  that  painless,  causeless  jaundice 
being  the  usual  sign  for  carcinoma  of  the  head  of 
the  pancreas  is  not  necessarily  true,  for  these 
patients  frequently  have  a burning,  constant 
pain  in  the  epigastrium  which  may  radiate  to 
the  right  and  through  to  the  back  for  some  time 
before  the  jaundice  begins.  It  may  be  very  mild 
at  the  onset  and  gradually  increase  in  intensity. 
The  jaundice  occurs  at  the  time  the  biliary  tract 
is  encroached  upon.  Frequently  these  patients 
show  some  signs  of  pancreatic  dysfunction  such 
as  hyperglycemia  and  glycosuria  and  the  chang- 
es in  the  glucose  tolerance  curves.  This  patient, 
evidently,  had  no  evidence  of  glycosuria. 

Going  back  to  our  patient,  we  will  try  to  make 
one  of  these  fit  into  this  case.  The  patient 
became  ill  only  three  weeks  before  admission.  At 
this  time  began  with  only  a mild  epigastric  dis- 
comfort which  gradually  increased  in  severity 
until  he  had  rather  sharp  pains.  At  times  the 
pain  was  enough  to  keep  him  awake  at  night. 
Jaundice  began  two  weeks  later  and  became  pro- 
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William  C.  Matthias  37  South  Stone  Avenue 
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gressively  worse.  No  mention  is  made  of  his 
weight  at  the  time  of  admission  compared  to  his 
previous  Aveight.  However,  with  the  progres- 
sive jaundice  and  evidently  a complete  obstruc- 
tion Avhich  persisted  and  the  absence  of  fever 
and  chills,  one  would  tend  to  believe  that  a stone 
would  not  he  the  cause  of  it.  The  absence  of  pre- 
vious surgery  seems  to  rule  out  any  stricture 
from  a traumatic  origin  and  also  the  lack  of 
previous  history  of  abdominal  discomfort  would 
tend  to  rule  out  any  inflammatory  changes  that 
may  be  obstructing  the  bile  ducts.  This  leaves 
neoplastic  growths.  The  majority  of  these  occur 
in  men  a little  older  than  this  patient.  However, 
they  can  occur  at  this  age.  Hodgkins’  Disease 
cannot  be  diagnosed  at  this  time  because  of  lack 
of  evidence  of  other  glands.  With  the  history  of 
pain  in  the  epigastrium  referred  to  the  left,  to 
the  right,  and  to  the  hack  with  a progressive  and 
constant  jaundice,  my  first  diagnosis  is  carci- 
noma of  the  pancreas.  The  second  would  be  pri- 
mary carcinoma  of  the  bile  ducts. 


DR.  WILLIAM  IT.  CLEVELAND : 

Pre-operative  Surgical  Diagnosis:  Obstructive 
Jaundice — probably  extrahepatic. 

Operation:  1-10-47 

An  upper  right  rectus  muscle  splitting  inci- 
sion was  made  under  gas-curare  anesthesia. 
Hard  nodules  could  be  felt  below  the  peritoneum 
when  the  rectus  muscle  fibers  were  separated. 
After  opening  the  peritoneum  the  liver  was  seen 
filled  with  whitish  nodules  firm  in  consistency. 
Omental  and  peritoneal  surfaces  everywhere 
were  studded  with  shotty  nodules.  The  gall 
bladder  Avas  so  greatly  distended  that  a serosal 
tear  could  be  observed  on  its  dome.  The  pan- 
creas felt  normal  to  palliation.  A dissection  of 
the  region  of  the  common  duct  resulted  in  such 
brisk  bleeding  that  visualization  of  it  Avas  aban- 
doned, after  palpation  of  the  hepatico-duodenal 
ligament  through  the  foramen  of  Winslow  failed 
to  reveal  any  tumor.  The  distended  gall  bladder 
was  emptied  by  trocar,  and  multiple  stones  re- 
moved, one  of  which  11/2x23/4  cm.  in  diameter 
was  impacted  in  the  cystic  duct.  Bile  appeared 
on  removel  of  the  cystic  duct  stone,  and  a pal- 
liative cholecystogastrostomy  was  performed  in 
an  effort  to  aid  in  relief  of  jaundice,  even  though 
no  obstruction  beloAv  the  cystic-common  duct 
junction  had  been  demonstrated.  This  Avas  done 
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with  two  rows  of  chromic  catgut  posteriorly  and 
anteriorly. 

A biopsy  was  taken  from  one  of  the  whitish 
liver  nodules  and  Gel  foam  and  thrombin  used 
to  control  bleeding.  After  placing  one  Penrose 
drain  in  Morrison’s  pouch,  the  abdomen  was 
closed  in  layers. 

Operation:  Biopsy  of  liver,  cholecystolitho- 
tomy,  cholecyst ogastrostomy. 

Post-Operative  Diagnosis : Carcinoma  of  the 
liver,  omentum,  and  peritoneum.  Subacute  chol- 
ecystitis with  cholelithiasis,  and  hydrops  of  the 
gallbladder  due  to  stone  impacted  in  the  cystic 
duct. 

Microscopic  pathologic  study  of  liver  biopsy: 
Specimen  IV2  x 1 % ems. 

The  normal  liver  architecture  is  replaced  by 
infiltrating  islands  of  atypical  epithelial  cells, 
arranged  in  tubular,  or  duct-like  structures. 
There  is  considerable  variation  in  size,  shape  and 
staining  capacity  of  the  cells.  Mitotic  figures 
are  frequently  encountered.  The  lumen  of  many 
of  the  duct-like  spaces  contain  a basophilic  mu- 
cinous material.  Small  focal  areas  of  degenera- 
tion of  the  malignant  cells  are  found.  In  some 
areas  the  peri-portal  fields  present  a prolifera- 


tion of  fibrous  tissue,  and  ducts  lined  by  atypi- 
cal epithelial  cells  presenting  anaplastic  char- 
acteristics. In  some  areas  small  tumor  emboli 
are  found  within  blood  vascular  channels.  The 
peri-portal  fields  are  infiltrated  with  lympho- 
cytes, plasma  cells  and  an  occasional  poly.  The 
histological  appearance  is  that  of  a primary  car- 
cinoma of  the  liver  of  duct  cell  origin,  present- 
ing marked  anaplasia,  and  indicating  a very 
malignant  growing  neoplasm. 

Pathological  Diagnosis:  Biliary  duct  car- 

cinoma of  the  liver.  ( M . Rosenthal,  M.D.) 

Clinical  Course: 

Patient  was  allowed  up  the  day  following  sur- 
gery, and  following  resolution  of  a productive 
cough,  had  a normal  temperature  after  the 
fourth  day.  Same  color  of  brownish  nature  was 
noted  in  the  stools  for  eight  days,  following 
which  stools  were  acholic.  The  Penrose  drain 
was  removed  on  the  tenth  day  and  the  wound 
was  healed  without  further  drainage  on  the  sev- 
enteenth post-operative  day.  The  patient  was  up 
and  around,  taking  a high  carbohydrate  soft 
diet  poorly  and  requiring  increasing  amounts 
of  narcotics  for  pain,  heath  occurred  one  month 
following  surgical  exploration. 
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NEWS  NOTES 


Office  of  the  Surgeon  General 

SALIENT  POINTS  IN  REPORT  OF  ATOMIC 
BOMB  CASUALTY  COMMISSION 

A number  of  interesting  facts  relating  to  the 
Japanese  who  survived  at  Hiroshima  and  Naga- 
saki were  disclosed  in  the  report  of  the  Atomic 
Bomb  Casualty  Commission  released  by  the  War 
Department  at  a recent  press  conference  held 
in  the  Office  of  the  Surgeon  General. 

Brigadier  General  Raymond  M.  Bliss,  Deputy 
Surgeon  General,  and  Colonel  \V.  S.  Stone, 
Chairman,  Army  Medical  Research  and  Develop- 
ment Board,  presided  at  the  conference.  Drs. 
Austin  M.  Brues  and  Paul  S.  Henshaw,  who  di- 
rected the  Commission’s  survey,  as  well  as  other 
atomic  scientists,  were  present. 

The  report  carries  no  spectacular  data  or 
stories  on  freakism  or  physical  anomalies  among 
babies  born  to  persons  who  were  exposed  to  the 
bomb.  It  does  not  deal  in  the  sensational.  Based 
upon  a study  which  was  relatively  short — about 
six  weeks — the  report  simply  gives  a direct,  un- 
pretentious picture  of  work  which  is  under  way 
to  evaluate  the  results  upon  human  beings  of  a 
massive  dosage  of  radiation,  in  combination  with 
the  heat  and  concussion  generated  by  nuclear 
fission. 

The  commission,  whose  task  is  completed  with 
presentation  of  the  report,  was  composed  of  two 
civilian  physicians,  two  Army  medical  officers 
and  one  Navy  medical  officer.  They  are  Drs. 
Austin  M.  Brues  and  Paul  S.  Henshaw,  Lieuts. 
Melvin  A.  Block  and  James  V.  Neel  (MC)  U.  S. 
Army,  and  Lieut,  (j.  g.)  Frederick  W.  Ullrich 
(MC)  USNR.  Dr.  Brues,  who  is  an  outstanding 
authority  on  biology  of  radio-active  material,  is 
the  Associate  Professor  of  Medicine  at  the  Uni- 
versity of  Chicago  and  Director  of  Biology  Divi- 
sion, Argonne  National  Laboratory,  Chicago, 
Illinois. 

Dr.  Henshaw,  who  is  a noted  authority  in 
radiobiology,  is  now  with  the  Clinton  Labora- 
tories, Oak  Ridge,  Tennessee. 

Lieutenant  Ullrich  is  doing  research  in  radio- 
biology  at  the  Naval  Medical  Research  Institute 
at  Bethesda,  Maryland. 

Captain  Block,  medical  officer,  U.  S.  Army, 
has  been  associated  with  the  study  of  radiation 
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plan  from  the  onset  and  Lieutenant  Neel,  a med- 
ical authority  in  the  field  of  Genetics  & Bio- 
metry, has  been  recently  added  to  the  project. 
They  are  at  present  in  Japan  as  the  remaining 
members  of  the  team. 

Their  investigation,  launched  in  Japan  late  in 
November  of  last  year  and  concluded  early  in 
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January  was  made  possible  through  collabora- 
tion of  the  National  Research  Council,  War  De- 
partment, Navy  Department,  U.  S.  Public  Health 
Service  and  the  American  Cancer  Society. 

Following  are  some  highlights  of  the  commis- 
sion’s report,  which  was  reviewed  and  cleared  by 
the  Atomic  Energy  Commission  prior  to  issu- 
ance : 

“Members  of  the  commission  have  been  im- 
pressed during  their  observations  of  atomic  bomb 
survivors  by  the  fact  that  many  of  the  burns 
have  healed  with  accumulations  of  large  amounts 
of  elevated  sear  tissue,  the  so-called  keloids,” 
said  the  report. 

‘ ‘ The  striking  feature  noted  is  the  large  num- 
ber of  burns  that  have  healed  with  excessive 
quantities  of  scar  tissue,  having  a relatively  flat 
surface  elevated  above  that  of  surrounding  skin. 
Margins  of  these  lesions  are  sharply  defined. 
The  area  involved  varies  very  much,  some  being 
as  small  as  one  centimeter  in  diameter  while  oth- 
ers may  involve  most  of  the  face  or  the  back.  The 
maximum  growth  of  such  tissue  evidently  was 
reached  about  eight  to  ten  months  following  the 
injury.  . . These  are  the  so-called  keloids.” 

‘ ‘ The  assay  of  possible  genetic  effects  is  much 
more  readily  performed  in  plant  and  animal 
material  than  in  man  with,  however,  the  im- 
portant qualification  that  in  man  and,  to  a lesser 
extent,  plant  material,  it  is  often  impossible  to 
be  certain  of  position  at  the  time  of  the  bomb- 
ing,” says  the  report.  “The  Japanese  efforts  to 
utilize  animal  material  have  been  completely  nul- 
lified by  the  chaotic  conditions  and  poor  food 
situation.  ’ ’ 

Experiments  with  Drosophila  fruit  flies  also 
had  to  be  abandoned  for  lack  of  facilities  and 
adequate  testor  stocks.  With  respect  to  plant 
material  studies,  the  Japanese  made  certain  ob- 
servations purporting  to  show  that  vegetables 
grown  in  Nagasaki  from  seed  from  plants  that 
were  well  beyond  the  known  radius  of  bomb  ef- 
fects tended  to  assume  unusual  forms  when 
grown  near  the  ground  center  of  the  explosion. 
Dr.  Takeo  Furuno,  noted  horticulturist,  main- 
tained two  experimental  garden  plots,  one  150 
meters  and  the  other  500  meters  from  the  hypo- 
center.  Abnormal  vegetative  forms  of  Brassica 
chinensis,  Lappa  edulis,  Cucurbita  moschata, 
Solanum  melongena  and  other  species  were  re- 
ported to  be  far  more  frequent  in  the  plot  near- 
est the  hypocenter,  attributable  to  some  effect 
of  the  atomic  bombing  on  the  soil. 
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“These  two  plots  were  inspected,”  says  the 
Brues-Henshaw  report,  “and  specimens  of  the 
vegetables  examined.  It  was  the  opinion  that 
soil  differences  complicate  the  picture  to  an  ex- 
tent where  it  is  impossible  to  reach  conclusions.” 

During  the  months  of  October  and  November, 
1945,  a study  was  conducted  on  124  male  inhab- 
itants of  Hiroshima.  Examinations  disclosed 
that,  in  43  cases,  the  number  of  spermatocytes  in 
the  ejaculated  sperm  was  less  than  5,000  per 
cubic  millimeter,  or  “absolutely  sterile,”  in  the 
words  of  Prof.  Tsuzuki.  Ten  other  cases  were 
“relatively  sterile”  and  the  remaining  71  were 
normal. 

“A  reformation  of  the  spermatocytes  occurs 
in  one  month,  so  the  recovery  of  damage  to 
spermatocyte  formation  will  be  delayed  more 
than  that  of  the  damage  of  white  blood  cells.  The 
shorter  the  distance,  the  more  severe  was  the 
damage.  The  damaging  influence  on  the  number 
of  spermatocytes  was  observed  in  the  area  within 
a radius  of  three  kilometers  (about  two  miles) 
from  the  ground  center.  Within  a radius  of  2.5 
kilometers  there  appeared  some  sterile  cases. 
Within  a radius  of  1.5  kilometers  one-half  of  the 
cases  showed  sterility.” 


Women  who  were  in  an  early  stage  of  preg- 
nancy “have  taken  a normal  course  since  the 
bombing,”  said  Dr.  Tsuzuki. 

“It  is  already  experimentally  proved  both  in 
botany  and  zoology  that  there  is  a possibility  of 
producing  a malformation  of  descendants  when 
the  sexual  cells  are  affected  in  some  degree  by 
radioactive  energy.  The  question,  if  this  fact  is 
applicable  to  the  human  beings  or  not,  will  he 
made  clear  by  further  observations. 

“We  have  already  clear  evidence  that  the 
human  sexual  cells  are  also  affected  by  the 
atomic  bomb  injuries.  There  is  a possibility  of 
malformation  of  the  descendants,  if  the  sexual 
cells  should  he  affected  selectively,  without  any 
severe  damage  to  the  other  organs  or  tissues. 
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“In  the  survey  of  spermatocytes,  it  was  no- 
ticed that  they  decreased  not  only  in  their  num- 
ber but  they  showed  also  some  structural  ab- 
normalities. This  problem  must  he,  therefore, 
taken  up  and  carefully  followed  further.  ’ ’ 

Heretofore,  conflicting  figures  have  been  pre- 
sented on  the  number  and  character  of  casual- 
ties at  Hiroshima  and  Nagasaki.  Dr.  Tsuzki 
quotes  the  Hiroshima  prefecture  as  estimating, 
19  days  after  the  explosion,  the  dead  at  46,185 ; 
the  missing  at  17,429 ; the  severely  injured  at 
19,691;  slightly  injured,  44,979,  and  other  suf- 
ferers at  235,656.  Six  months  after  the  catastro- 
phe, the  toll  of  dead  and  missing  stood  at  92,133, 
excluding  the  military  dead.  The  total  number 
of  Hiroshima  dead  may  be  set  at  100,000,  ac- 
cording to  the  Japanese  professor.  The  Nagasaki 
prefecture  set  that  city’s  toll  at  23,753  dead, 
1,924  missing,  23,345  wounded  and  89,025  other 
sufferers. 

‘ ‘ Comparing  the  death  rates  of  males  and  fe- 
males, we  find  they  are  almost  equal  outside  a 
radius  of  1.5  kilometers  from  the  ground  center, 
but  the  rate  of  females  within  a radius  of  1 kilo- 
meter seems  to  be  lower  than  that  of  males.  While 
we  were  staying  at  Hiroshima,  we  often  heard 


that  under  the  same  conditions,  men  died  more 
quickly,  women  were  more  resistant.  We  could 
not  believe  such  a story  at  that  time. 

“But  the  statistics  showed  a result  that  in 
the  central  area,  the  female  mortality  seemed  to 
be  a little  lower  than  the  male.  The  reason  for 
this  fact  is,  of  course,  unknown.  The  central 
area,  within  a radius  of  1 kilometer,  was  the 
place  in  which  a tremendous  number  of  neutrons 
reacted.  We  may  be  alloAved  to  imagine  that  a 
difference  of  distribution  of  the  atomic  energies 
would  cause  the  difference  in  the  death  rates 
between  males  and  females.” 

The  Atomic  Bomb  Casualty  Commission  re- 
port says : 

“The  commission’s  view  that  much  valuable 
information  can  be  obtained  from  a long-term 
study  of  atomic  bomb  casualties  has  been 
strengthened.  . . . From  previous  irradiation 
experiences  with  both  animals  and  human  be- 
ings, there  is  good  reason  to  believe  that  repro- 
ductive disturbances,  malignancies  of  one  form 
or  another,  shortened  life  span,  altered  genetic 
pattern,  etc.,  will  in  time  appear  in  greater  or 
lesser  degrees. 

“The  problem  is  one  of  detecting  the  changes 
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and  recording  the  events  as  they  occur.  It  is  the 
view  of  the  commission,  furthermore,  that  with 
the  possible  exception  of  genetic  recessives 
(physical  monstrosities  which  might  not  crop 
out  for  several  generations),  the  various  chang- 
es can  be  successfully  detected  and  recorded. 
This  presupposes,  of  course,  the  proper  coopera- 
tion with  the  Japanese  and  a reasonable  expendi- 
ture of  funds.” 


TOP  government  SECRET  REVEALED 
—“SILENT  DEATH”  CAN  NOW 
BE  STOPPED 

Thousands  of  people  die  either  directly  or  in- 
directly of  carbon  monoxide  poisoning  each  year. 
By  the  use  of  a secret  gadget  developed  and 
manufactured  during  the  war,  by  the  National 
Bureau  of  Standards,  many  lives  can  be  saved. 
The  N.B.S.  Carbon  Monoxide  Indicator  is  used 
for  “the  rapid  determination  of  infinitesimal” 
amounts  of  carbon  monoxide  in  the  air.  It  is  the 
most  sensitive  instrument  of  its  kind  known  to 
science.  The  detector  is  about  the  size  of  a pen- 
cil and  was  used  extensively  during  the  war  to 
detect  and  closely  estimate  less  than  one  part  of 
carbon  monoxide  per  500  million  parts  of  air, 
which  allows  a big  safety  factor  because  it  takes 
about  one  part  of  carbon  monoxide  in  10,000 
parts  of  air  to  affect  the  human  system.  Field 
use  requires  only  a small,  inexpensive  apparatus 
without  maintenance  problems,  and  involves  pro- 
cedures so  simple  that  untrained  personnel  can 
obtain  reliable  results. 

The  detector  consists  of  a small  glass  tube 
sealed  at  both  ends  and  a rubber  bulb  all  packed 
into  a small  kit  that  fits  into  the  pocket.  When 
the  presence  of  monoxide  is  suspected,  the  kit 
can  be  opened,  the  tip  broken  off  a small  tube 
and  one  end  inserted  in  the  bulb  to  draw  air 
samples  through  the  chemicals  in  the  tube. 

If  carbon  monoxide  is  present  the  yellow  chem- 
icals will  turn  green  in  thirty  seconds.  The 
darker  the  shade  of  green,  the  higher  the  mon- 
oxide concentration.  A matching  color  chart 
tells  how  high  the  concentration  is. 

This  new  gadget  will  no  doubt  be  used  ex- 
tensively in  the  cockpits  and  cabins  of  airplanes, 
and  in  cabins  of  gasoline  propelled  boats,  in 
busses  and  cabs  of  motor  transports,  in  automo- 
bile repair  shops,  refineries,  mines,  homes,  pri- 
vate automobiles  or  wherever  carbon  monoxide 
fumes  might  be  expected.  The  United  States 
Safety  Service  Co.,  1215  McGee  St.,  Kansas  City, 


Mo.,  has  been  licensed  by  the  government  to 
manufacture  the  gels  and  instrument  and  will 
be  in  production  on  the  item  within  the  next  few 
months. 

(For  certification,  contact  National  Bureau 
of  Standards,  U.  S.  Dept,  of  Commerce,  Wash- 
ington 25,  D.  C.) 


CASH  SICKNESS  BENEFITS  FOR 
RAILROAD  WORKERS 
Excerpt  from  Organization  Section,  Page  295, 
Journal  of  American  Medical  Association, 
May  17,  1947 

A cash  sickness  benefit  system  for  railroad 
workers  will  begin  operating  throughout  the  na- 
tion on  July  1.  These  benefits  were  added  under 
the  1946  amendments  to  the  Railroad  Unemploy- 
ment Insurance  Act  and  provide  partial  com- 
pensation for  wage  loss  due  to  disability  on  the 
same  basis  as  that  due  to  unemployment.  The 
system  will  be  administered  by  the  Railroad  Re- 
tirement Board,  which  administers  the  Railroad 
Unemployment  Insurance  Act. 

All  disabilities  which  prevent  railroad  em- 
ployees from  working,  regardless  of  how  or  wdiere 

MOUNTAIN  SPRING 
Jj&h  WATER... 

vU T FIRST  IN 

uf  ° PURITY 

J/A/\  • FRESHNESS 

6/  \V]  • TASTE 

Do  you  have  patients  whose  ailments  pro- 
hibit them  from  drinking  tap  water? 
You  can  recommend  fresh,  naturally  pure 
Mountain  Spring  Water  with  complete 
safety!  Here  is  a crystal-clear,  thirst- 
quenching water  that  has  been  approved 
by  city  and  state  health  authorities  for 
its  high  standard  of  purity  for  more  than 
20  years.  A chemical  analysis  will  be 
mailed  without  obligation  upon  request. 

PURE-TEST  MINERAL-FREE  WATER 
ALSO  AVAILABLE 

MOUNTAIN  SPRING  WATER  CO. 

1806  W.  Spruce  Phone  3-4323 

(3  Blocks  South  of  6 Points) 

Serving  Phoenix  and  the  Valley  for  over  25  years 
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they  occur,  are  covered  under  the  program.  In 
the  first  year  of  operations,  about  300,000  of  the 
2,075,000  railroad  workers  qualified  are  expect- 
ed to  receive  benefits,  and  the  total  amount  of 
benefits  is  expected  to  reach  $36,000,000. 

A physician's  statement  of  sickness  will  be  re- 
quired before  claims  can  be  paid.  It  is  believed 
that  the  program  will  require  about  650,000  med- 
ical examinations  a year.  Employees  are  free  to 
choose  their  own  doctors,  and  any  physician  to 
whom  an  employee  goes  for  examination  or  treat- 
ment may  supply  the  information  required  as 
initial  proof  of  an  employee’s  claim. 

The  forms  on  which  medical  information  will 
be  requested  from  a physician  are  the  “State- 
ment of  Sickness  ’ ’ and  the  ‘ ‘ Supplemental  Doc- 
tor ’s  Statement.  ’ ’ The  first  mentioned  form  is  in- 
tended primarily  to  obtain  information  at  the 
beginning  of  each  illness,  and  the  second  is  in- 
tended to  obtain  additional  information  only 
when  such  information  is  needed  later  on  in  the 
same  illness.  The  statements  are  designed  to  fur- 
nish, as  simply  and  as  conveniently  as  possible 
for  the  physician,  the  minimum  information 
required  for  Board  purposes. 

The  “Statement  of  Sickness”  on  which  the 
medical  evidence  is  to  be  furnished  must  be 
mailed  to  the  appropriate  office  of  the  Railroad 
Retirement  Board  within  seven  days  after  the 
first  day  claimed  as  a day  of  sickness,  or  the 
employee  may  lose  part  of  his  benefits.  Claims 
for  succeeding  fourteen  day  periods  may  be  al- 
lowed for  a predetermined  period  as  indicated 
by  the  medical  evidence  on  the  doctor’s  initial 
statement,  but  in  continuing  illnesses  supple- 
mental information  about  the  patient’s  illness 
may  also  be  requested  from  the  physician. 

Claims  will  be  filed  and  adjudicated  in  the 
regional  offices  of  the  Railroad  Retirement 
Board.  These  offices  are  located  in  Atlanta,  New 
York,  Cleveland,  Chicago,  Dallas,  Kansas  City, 
Minneapolis,  Denver  and  San  Francisco  and 
serve  the  adjoining  territories.  Each  will  have 
a physician  who  will  act  as  a medical  consultant. 
Additional  information  about  the  program  may 
be  obtained  from  any  of  the  aforementioned 
offices. 


ARIZONA  SOCIETY  OF  PSYCHIATRY 
At  a meeting  in  Tucson  on  May  7,  1947  Ari- 
zona physicians  practicing  psychiatry  and  neu- 
rology met  and  formed  an  organization  which  we 


have  called  The  Arizona  Society  of  Psychiatry 
and  Neurology.  Dr.  Otto  L.  Bendheim  of  Phoenix 
was  elected  president  and  Dr.  Lindsay  E.  Beaton 
was  elected  secretary.  Dr.  Zdenka  Ilurianek 
was  elected  scientific  program  chairman  for 
Phoenix  and  Dr.  Charles  M.  Sarlin  scientific 
program  chairman  for  Tucson. 

Quarterly  meetings  are  planned  for  the  future 
and  a scientific  program  has  been  projected.  It 
is  our  hope,  of  course,  that  this  society  will  be 
a nucleus  for  those  interested  in  neurology,  psy- 
chiatry, and  psychosomatic  medicine  in  the 
state  and  that  it  may  contribute  to  the  progress 
of  Arizona  medicine  in  general.  All  communica- 
tions should  be  addressed  to  the  secretary  at 
1650  N.  Campbell  Ave.,  Tucson. 


TWENTIETH  ANNIVERSARY  YEAR  OF 
HAROFE  HAIVRI 
The  Hebrew  Medical  Journal 
The  attention  of  the  medical  profession  is  di- 
rected to  the  appearance  of  the  Spring  issue  of 
HAROFE  HAIVRI  (The  Hebrew  Medical  Jour- 
nal), a semi-annual  bilingual  publication  edited 
by  Dr.  Moses  Einhorn.  This  issue,  Volume  1, 
1947,  inaugurates  the  20th  anniversary  year, 
and  in  his  editorial  Dr.  Einhorn  discusses  in  de- 
tail the  aims  and  growth  of  the  Journal  through 
the  years. 

In  the  medical  section,  the  following  subjects 
are  offered : “The  Clinical  Use  of  Streptomycin” 
by  Emanuel  Eppelbaum,  M.  I).,  “Anticoagulant 
Therapy  in  the  Treatment  of  Thrombosis”  by 
Shepard  Shapiro, . M.  D.,  “Narcoanalysis  and 
Narcosynthesis”  by  Leon  Reznikoff,  M.  D.  The 
section  on  Palestine  and  Health  contains  an  en- 
lightening statistical  survey  on  the  health  of  the 
young  generation  of  Palestine,  by  Dr.  A.  Mund- 
lak ; also,  Dr.  M.  Buchman  writes  at  length  on 
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the  historical  and  archaeological  aspects  of  the 
Hot  Springs  of  Tiberias. 

Under  the  heading  of  Historical  Medicine,  Dr. 
Z.  Mnntner  presents  a treatise  in  which  he  dis- 
cusses the  classial  pronouncements  on  medical 
et hies  by  Asaph  the  physician,  who  lived  in  the 
9th  century.  In  the  section  on  Personalia  Dr. 
Emanuel  D.  Friedman  writes  a memorial  tribute 
to  the  memory  of  the  late  Dr.  Isidore  W.  Held, 
discussing  him  as  a physician,  Jew,  and  as  an 
American. 

The  original  articles  are  summarized  in  Eng- 
lish to  make  them  available  to  those  who  are 
unable  to  read  Hebrew.  For  further  information, 
communicate  with  the  editorial  office  of  THE 
HEBREW  MEDICAL  JOURNAL,  983  Park 
Avenue,  New  York  28,  N.  Y. 


Board  of  Medical  Registration  and  Examination 
of  Indiana  — K of  P Building 
Indianapolis  4,  Indiana 
IMPORTANT  NOTICE 
Chapter  254  of  the  1947  Acts  of  the  General 
Assembly  of  Indiana,  requires ; That,  every  per- 
son who  now  holds,  or  may  hereafter  hold,  a 
valid  and  unrevoked  certificate  for  a license  to 
practice  the  Healing  Art  in  any  form  or  manner, 
granted  by  the  Board  of  Medical  Registration 
and  Examination  of  Indiana,  shall  be  required 
to  register  with  said  Board,  during  the  month 
of  July  and  not  later  than  the  last  day  of  Aug- 
ust, immediately  following  the  effective  date  of 
this  Act,  which  registration  shall  be  for  the 
period  ending  June  30,  1948,  and  shall,  annually 
thereafter,  on  or  before  August  31st  of  each 
year,  be  required  to  register  with  said  Board. 
Each  applicant  for  registration  shall  remit  with 
his  application  the  sum  of  Five  ($5)  Dollars  as 
the  annual  registration  fee  if  he  resides  within 
the  boundaries  of  the  State  of  Indiana  ; and  if 
residing  outside  the  boundaries  of  the  State  of 
Indiana,  shall  remit  the  sum  of  Ten  ($10)  Dol- 
lars as  the  annual  registration  fee;  Provided, 
that  no  registration  or  fee  for  registration  shall 
be  required  of  any  holder  of  a certificate  on  or 
before  the  month  of  July  of  the  year  following 
the  year  within  which  such  certificate  was  is- 
sued. Failure  to  comply  with  provisions  of  this 
Act  shall  operate  automatically  to  cancel  his/her 
certificate,  and  any  license  issued  thereunder, 
and  continued  practice  after  cancellation  of  the 
certificate  and  license  issued  thereunder  shall 


be  considered  as  practicing  without  license.  A 
certificate  cancelled  for  failure  to  register  may 
be  reinstated  by  said  Board  upon  submission  of 
the  applicant’s  last  registration  certificate  to- 
gether with  current  and  delinquent  fees,  and  a 
penalty  in  the  sum  of  Ten  ($10)  Dollars. 

Fee  Must  Accompany  Application  to  This 
Board  Not  Later  Than  August  31st. 


The  International  College  of  Surgeons,  United 
States  Chapter,  will  hold  its  Twelfth  Annual 
Assembly  and  Convention  in  Chicago,  Septem- 
ber 28  to  October  4,  1947. 

The  program  will  include  operative  and  non- 
operative clinics,  demonstrations,  symposia, 
forums,  medical  motion  pictures,  exhibits  and 
the  formal  dedication  of  the  new  library  and 
permanent  home  of  the  United  States  Chapter. 
All  meetings  will  be  held  in  the  Palmer  House 
and  the  Stevens  Hotel. 

The  Cook  County  Hospital  of  Chicago  has  re- 
served Friday,  October  3 for  operative  clinics, 
round  table  discussions  and  demonstrations  for 
the  attending  Fellows  of  the  College.  Twenty 
other  hospitals  of  Chicago  will  be  hosts  at  surgi- 
cal clinics  and  demonstrations  on  October  4. 

General  Chairman  of  the  meeting  is  Raymond 
W.  Nealy,  M.  1).,  Chicago;  and  Co-chairmen  are 
Karl  Meyer,  M.  D.,  and  Max  Thorek,  M.  D.,  of 
Chicago. 

Louis  J.  Gariepy,  M.  D.  of  Detroit,  Secretary 
of  the  U.  S.  Chapter,  announced  that  the  annual 
meeting  of  the  House  of  Delegates  and  election 
of  officers  would  be  held  on  September  28  and 
29.  Presiding  will  be  President  Herbert  Acuff, 
M.  I).  of  Knoxville,  Tennessee. 

Copy  of  the  program  and  detailed  information 
may  be  obtained  by  writing  Max  Thorek,  M.  D., 
Co-chairman,  1516  Lake  Shore  Drive,  Chicago. 
Illinois. 


St.  Monica's  Hospital 

and 

Health  Center 

1200  S.  5th  Ave.  Phoenix,  Arizona 

• 

Now  Accepting  Tubercular  Patients 
in  Its  Contagious  Wing 
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ARIZONA  STATE  MEDICAL  ASSOCIATION 

Organized  1892 

423  HEARD  BUILDING,  PHOENIX,  ARIZONA 


OFFICERS  AND  COUNCIL 


15  E.  Monroe,  Phoenix 

Harold  W Kohl 

..  President  Elect 

1811  E.  Speedway,  Tucson 

1811  E.  Speedway,  Tucson 

15  E.  Monroe,  Phoenix 

n E.  Yount  . _ 

Prescott 

15  E.  Monroe,  Phoenix 

15  E.  Monroe,  Phoenix 

Ray 

15  E.  Monroe,  Phoenix 
District  Councilors 

15  E.  Monroe,  Phoenix 

Cottonwood 

Hal  W.  Rice 

Southern  District 

Bisbee 

Councilors  at  Large 

George  O.  Bassett 

Prescott 

_ Tucson 

Dan  L.  Mahoney 

Tucson 

COMMITTEES 
STANDING  COMMITTEES 

INDUSTRIAL  RELATIONS:  Dr.  James  Lytton-Smith,  Phoenix; 

Dr.  Robert  E.  Hastings,  Tucson;  Dr.  Ira  E.  Harris.  Miami; 
Dr.  Harry  T.  Southworth,  Prescott;  Dr.  Charles  W.  Suit,  Jr., 
Phoenix. 

SCIENTIFIC  ASSEMBLY:  Dr.  Harold  W.  Kohl,  Tucson;  Dr.  O. 
W.  Thoeny,  Phoenix;  Dr.  H.  T.  Southworth.  Prescott;  Dr. 
Robert  E.  Hastings.  Tucson. 


MEDICAL  ECONOMICS:  Dr.  Robert  S.  Flinn,  Phoenix;  Dr. 

Meade  Clyne.  Tucson;  Dr.  Joseph  M.  Greer,  Phoenix. 
MEDICAL  DEFENSE:  Dr.  D.  F.  Harbridge,  Phoenix;  Dr.  A.  C. 

Carlson,  Cottonwood;  Dr.  O.  E.  Utzinger.  Ray. 

EDITING  & PUBLISHING:  Dr.  Jesse  D.  Hamer,  Phoenix; 

Dr.  Walter  Brazie.  Kingman;  Dr.  R.  Lee  Foster.  Phoenix. 
PUBLIC  POLICY  & LEGISLATION:  Dr.  Jesse  D.  Hamer,  Phoe- 

nix; Dr.  Walter  Brazie,  Kingman;  Dr.  H.  G.  Cogswell, 
Tucson. 

HISTORY  & OBITUARIES:  Dr.  Hal  W.  Rice,  Historian,  Bisbee; 
Dr.  Frank  J.  Milloy.  Phoenix;  Dr.  Harold  W.  Kohl,  Tucson. 

PROFESSIONAL  BOARD 

Dr.  Hugh  C.  Thompson,  Tucson;  Dr.  B.  S.  Heywood,  Holbrook; 
Dr  E.  A.  Born,  Prescott:  Dr.  C.  B.  Warrenburg,  Phoenix; 
Dr.  E.  Payne  Palmer,  Phoenix;  Dr.  Geo.  L.  Dixon,  Tucson; 
Dr.  B.  L.  Snyder,  Phoenix. 

HEALTH  ACTIVITIES  BOARD 

Dr.  M.  W,  Merrill,  Phoenix;  Dr.  Robert  M.  Matts,  Yuma; 
Dr.  D.  E.  Nelson,  Safford;  Dr.  John  D.  Hamer,  Tiger;  Dr.  Paul 
W.  McCracken,  Phoenix;  Dr.  ,H.  H.  Brainard,  Tucson;  Dr. 
Broda  O.  Barnes,  Kingman. 
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This  label  is  your  guarantee  of  accurate 
prescription  compounding 


FREE  DELIVERY  PHONE  4-2606 

2303  No.  7th  St.  Phoenix,  Arizona 


FRED  G.  HOLMES.  M.  D. 

VICTOR  RANDOLPH.  M.  D. 
HOWELL  RANDOLPH,  M.  D 

Limited  to 

Diseases  of  the  Chest 
Heart  and  Allergy 

1005  Professional  Bldg.  Phoenix 

LUDWIG  LINDBERG,  M.  D. 

Cancer  and  Allied  Diseases 
Therapeutic  Radiology 

23  East  Ochoa  St.  Tucson,  Arizona 

EDWARD  L.  JACHOWSKI  PHONE  4-7049 

OWNER  a MANAGER 

PHOENX  LIMB  SHOP 

SPECIALISTS  IN  ARTIFICIAL  LIMBS 
LADY  ATTENDANT 
1016  East  McDowell 
PHOENIX,  ARIZONA 

SERVICE  MANUFACTURE  REPAIR 

THE  CLINICAL  LABORATORY 

428  North  Central  Phoenix,  Arizona 
Telephone  4-7326 

Diagnostic  X-Ray  Clinical  Pathology 

EDWARD  G.  BREGMAN,  M.D. 

GENEVIEVE  A.  ARNESON,  B.S. 

HELEN  E.  BALMER,  B.S.,  A.S.,  C.P. 

E.  A.  GATTERDAM,  M.  D. 

Allergy 

910  Professional  Bldg.  Phoenix 

Phone  Wheel  Chairs,  Crutches 

4-4621  For  Sale  or  Rent 

Aunger’s  Arizona  Brace  Shop 

Manufacturers  Artificial  Limbs,  Braces.  Trusses 
Individual  Attention  Given  to  Doctors  Prescriptions 
Camp  Surgical  Belts 
CLYDE  A.  AUNGER,  Manager 
145  E.  Van  Buren  Phoenix,  Arizona 

LINCOLN  MEMORIAL  HOSPITAL 

Specializing  in  the  Treatment  of  Alcoholism 
Medical  Staff  Referred  cases  only 

NILE  M.  ROBSON,  Supt.  Casa  Grande,  Arizona 
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We  are  distributors  for  all  these  ethical  drug  firms 


Abbott 

Ayerst 

Becton  Dickinson 

Breon 

Ciba 

Frederick  Stearns 


Lederle 

Parke-Davis 

Roche  Organon 

Sandoz 

Schering 

Searle 


Sharp  & Dohme 

Squibb 

Upjohn 

Winthrop 

Wyeth 


10th  St.  & McDowell 
1536  West  Van  Buren 

Casa  Grande  - Florence 


OTHER  STORES 
Globe  - Miami 


3rd  Ave.  & Rooseve't 
1 6th  St.  & Thomas  Road 

Superior  - Wickenburg 


HAREISHCLM 

A Rest  Home  for  the  Care  of  Acute , Chronic 
or  Convalescent  Patients 


Under  Medical  Supervision  Medical  Staff  Open 

No  Communicable  Diseases  Accepted 
Alcoholics  Admitted  On  Duty  24  Hours 


367  North  Twenty-first  Avenue 
Phone  3-4751  PHOENIX 
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Some  things  you  wot 

about  Epilepsy 

The  educational  message  on  Epilepsy,  shown  below,  will  appear  in  full  color 
in  LIFE  and  other  national  magazines  . . . reaching  an  audience  of  more  than 
22  million  people.  This  is  No.  205  in  the  “See  Your  Doctor”  series,  published 
by  Parke-Davis  in  behalf  of  the  medical  profession. 
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NEW  and  ETHICAL 

A MODERN  PRESCRIPTION  PHARMACY 

The  McDowell  Pharmacy,  located  at  Seventh  Street  and  East  McDowell  Road, 
carrying  a complete  stock  of  Drugs,  Chemicals  and  Bios,  consisting  of  the  best 
trade  names,  such  as  Abbott's,  Breon,  Eli  Lilly,  Parke  Davis,  Sharp  & Dohme,  Up- 
john, Wyeth,  Merck  & Co.  and  others. 

Your  H will  be  filled  as  ordered  with  a fresh  stock,  and  by  the  best  Registered 
Pharmacist. 

Yes,  we  have  Streptomycin. 

Phones  3-4332  and  2-3137 

McDowell  pharmacy 

Seventh  Street  and  East  McDowell  0.  T.  "RED"  FOUNTAIN,  Owner 


LAS  ENCINAS 

PASADENA,  CALIFORNIA 

Internal  Medicine 
Including  Nervous  Diseases 


Write  for  illustrated  booklet 

Stephen  Smith,  M.D.,  F A. C.P.  Charles  W.  Thompson,  M.D.,  F A. C P 

MEDICAL  DIRECTORS 

LAS  ENCINAS,  PASADENA,  CALIF. 
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EL  SERENO 
LODGE 

Spacious,  Quiet 
Suburban 

★ 


SPECIALIZING  IN  THE  TREATMENT  OF  ALCOHOLISM 

Other  Cases  Accepted 

MEDICAL  STAFF  OPEN  R.  N.  IN  CHARGE 

EL  SERENO  LODGE 

PHOENIX 

11th  Ave.  and  West  Broadway  Telephone  4-6757 


jNew  cAU-Pla£tic 

ARTIFICIAL  EYE 

In  keeping  with  the  latest  developments  in  artificial  oular  prosthesis,  Phoenix  Optical  Dispensers  is 
pleased  to  announce  its  service  for  fitting  the  new  Monoplex  All-Plastic  Eye. 

The  Monoplex  Eye  is  the  result  of  years  of  intensive  research  and  experiment  by  ocular  scientists 
in  the  laboratories  of  the  world's  largest  suppliers  to  the  opthalmic  professions.  The  Monoplex  Eye  is  far 
superior  to  the  old,  outmoded  types  of  glass  eyes.  It  has  a natural  life-like  appearance  which  resembles 

the  normal  eye.  It  is  comfortable  will  not  roughen  or  irritate  the  eye  socket.  The  Monoplex  Eye 

is  safe,  unaffected  by  sudden  atmospheric  or  body  temperature  changes  will  not  collapse.  It  is 

durable  and  will  not  break  when  dropped.  Its  lightness  of  weight  adds  to  wearing  comfort  and  permits 
an  unusual  degree  of  mobility. 

The  Monoplex  Eye  is  now  available  to  all  Eye  Doctors  in  the  State  of  Arizona.  They  can  be  fitted 
to  your  patient  at  a very  reasonable  price.  Trained  consultants  will  provide  professional  advice  and  ap- 
pointments may  be  arranged  at  your  convenience. 


PHOENIX  OPTICAL  DISPENSERS 

16  E.  Monroe 
Phone  4-7806 
Phoenix 
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lOO  TABLETS 

WA 
VITAMIN  P 

Mount  Verr 

ASCORBIC 

ACID 

(VITAMIN  C) 

50  MG. 


CONCENTRATED 
OLEO  VITAMIN 

A-D  DROPS 


CON  FI  DENCE 


The  hallmark  of  Walker  manu- 
facture is  its  uncompromising 
emphasis  on  quality.  Rigid  con- 
trols at  every  stage  of  produc- 
tion, from  raw  materials  to  the 
finished  products,  insure  their 
dependability.  Physicians  know 
that  Walker  vitamin  products  can 
be  prescribed  with  confidence. 


I U S P UNITS  400%  400\  400% 

IU.SpTnTtS  I 250%  500%  600% 

m longue  Of  mi«  with  fruit  |uices  or  food 


lOO  TABLETS 


RIBOFLAVI 

TOO  TABLETS  j 

THIAMINE 

5 MG. 

HYDROCHLORIDE 

(VITAMIN  B > 

50  MG. 
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You 


Can  Speak  with  Conviction 


When  You  Choose 


"Dorseij 


Constantly  aware  of  the  responsibility  to  your  patient,  your  profession  and 
yourself,  you  and  every  careful  physician  will  think  twice- -or  a dozen  times-- 
before  prescribing  the  products  of  a given  pharmaceutical  manufacturer. 

When  you  do  name  a manufacturer,  you  speak  with  conviction. 


Many  doctors  are  prescribing  Dorsey  pharmaceuticals  routinely,  confidently. 

Their  confidence  is  justified  because  Dorsey  products  are  made  according 
to  rigidly  standardized  procedures  ...  in  fully  equipped  modern  labora- 
tories . . . under  the  supervision  of  capable  chemists  and  technicians. 

Whenever  a Dorsey  product  will  serve  your  purpose,  you  can  prescribe 
with  conviction:  "Dorsey." 


THE  SMITH-DORSEY  COMPANY 

LINCOLN,  NEBRASKA 


Branches  at  Dallas  and  Los  Angeles 

MANUFACTURERS  OF 


PURIFIED  SOLUTION  OF  LIVER-DORSEY 
SOLUTION  OF  ESTROGENIC  SUBSTANCES-DORSEY 


July , 1.947 
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...  to  keep  always  in 
mind  our  original  purpose 
—to  produce  milk  that 
meets,  first  of  all,  the 
health  needs  of  tiny  chil- 
dren. By  so  doing,  to  offer 
to  people  of  all  ages  milk 
that  fulfills  these  highest 
standards  of  wholesome- 
ness, richness  and  purity, 

“To  maintain  Borden 
leadership  in  scientific 
and  sanitary  requirements, 
to  deliver  this  vital  food 
to  you  when  you  need  it, 
regardless  of  difficulties. 
Finally,  to  bring  Borden’s 
to  you  at  a price  that  will 
enable  millions  to  enjoy 
milk  that  can  be  depended 
upon  . . . always.” 


1858-1947 


FINE  DAIRY  PRODUCTS 
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KOROMEX  JELLY 


• Fastest  Spermicidal  Time 

measurable  under  Brown  and  Gamble  technique 


• Proper  Viscosity 

for  cervical  occlusion 


• Stable  Over  Long  Period  of  Time 


pH  consistent  with  that  of  the  normal  vagina 


• and  in  addition 

time-tested  clinical  record 


ACTIVE  INGREDIENTS:  Boric  acid  2.0%,  oxyquinolin  benzoate 
0.02%  and  phenylmercuric  acetate  0.02%  in  a base  of  glycerin, 
gum  tragacanth,  gum  acacia,  perfume  and  de-ionized  water. 


HOLLAND-RANTOS  COMPANY,  INC.,  551  FIFTH  AVENUE,  NEW  YORK  17,  N.  Y. 
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is  vertical  fluoroscope  is,  more  often  than  not,  the 
Lfirst  piece  of  X-ray  equipment  in  which  the  physician  invests. 
The  right  decision  here  is  important;  in  selecting  one  bearing  the 
Picker  mark,  he  follows  in  the  footsteps  of  many  whose  initial 
judgment  has  been  gratifyingly  rewarded  by  long  years  of  dependable  service. 

For  the  Picker  Vertical  Fluoroscope,  like  all  other  Picker  x-ray  apparatus,  is  built  to  the  highest 
standards,  although  its  cost  is  no  strain  on  even  the  modest  budget. 

Let  your  local  Picker  representative  tell  you  about  the  many 


advantages  this  new  model  offers. 

built  like  a fine  watch.. .to  give 
years  of  dependable  service 


Completely  enclosed 
One-piece  welded  design 
Shockproof;  rayproof 
Effortless  screen  movement 


Wide  travel  range 


Eye  level  controls 
Orthodiagraph  — optional 
Built-in  room  light 


PICKER  X-RAY  CORPORATION 

300  FOURTH  AVE.  • NEW  YORK  10,  N.  Y. 
WAITE  M'F'G  DIVISION  • CLEVELAND,  OHIO 


SINCE  1879  PIONEERS  IN  THE  MANUFACTURE  OF  ELECTRO-MEDICAL  APPARATUS 

BLAIR  SURGICAL  SUPPLY 

24-28  East  Broadway,  Tucson,  Arizona  20  East  Monroe,  Phoenix,  Arizona 
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ADDRESS  CORRESPONDENCE 
GARDEN  GROVE  SANITARIUM 
GARDEN  GROVE;  CALIFORNIA 


Garden  Grove  Sanitarium 
is-  noted  for  its  Hospitality. 
The  superb  accommodations 
combined  with  complete  medical 
and  diagnostic  service  make  the 
sanitarium  one  of  choice  to  the  discriminating. 

Internal  Medicine 
Nervous  Disorders 
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5 Thrombin  Topica 


Capillary  hemorrhage,  defying  control  by  hemostat  and  ligature, 
speedily  yields  to  THROMBIN  TOPICAL.  Seconds  after  local 
application,  the  operative  field  can  be  cleared  of  capillary  bleeding. 

THROMBIN  TOPICAL  affords  prompt,  on-the-spot  clotting  action.  It 
ane  of  a long  line  of  Parke-Davis  preparations  whose  service  to  the 
profession  created  a dependable  symbol  of  therapeutic  significance  — 

VIEDICAMENTA  VERA. 


rHROMBIN  TOPICAL  (Bovine  Origin)  is 
ivailable  in  5,000-unit  ampoules,  each  packed  with  a 
? cc.  ampoule  of  sterile,  isotonic  saline  diluent. 


3A RI! E,  DAVIS  & COMPANY  • DETROIT  32,  MICHIGAN 
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WHENEVER  THE  NUTRITIONAL  STATE 
MUST  BE  IMPROVED 


The  food  drink  made  by  mixing  Oval- 
tine  with  milk  finds  frequent  applica- 
tion whenever  underpar  nutrition  is 
encountered.  It  is  equally  valuable 
whether  the  need  for  dietary  supple- 
mentation arises  from  the  ravages  of 
acute  infectious  disease,  from  dietary 
limitations  made  necessary  by  surgery, 
or  from  faulty  food  selection  over  a 
prolonged  period. 

This  nutritional  supplement  is  deli- 
cious in  taste,  readily  digested,  and 


thoroughly  bland.  It  may  be  taken 
either  hot  or  cold,  as  the  patient  de- 
sires, and  is  appealing  to  both  children 
and  adults.  It  supplies  a wealth  of  vir- 
tually all  essential  nutrients  including 
ascorbic  acid  and  B complex  and  other 
vitamins.  Its  proteins  are  biologically 
complete,  a feature  of  importance  in 
the  correction  of  debility  states.  Three 
glassfuls  of  this  delicious  food  drink 
daily  round  out  even  an  average  diet  to 
full  nutritional  adequacy. 


THE  WANDER  COMPANY,  360  N.  MICHIGAN  AVE.,  CHICAGO  1,  ILL. 


Three  servings  daily  of  Ovaltine,  each  made  of 
Yi  oz.  of  Ovaltine  and  8 oz.  of  whole  milk,*  provide: 


CALORIES 669 

PROTEIN 32.1  Gm. 

FAT 31  5 Gm. 

CARBOHYDRATE 64.8  Gm. 

CALCIUM 1.12  Gm. 

PHOSPHORUS 0.94  Gm. 

IRON  12.0  mg. 

*Based  on  average  reported  values  for  milk 


VITAMIN  A 3000  I.U. 

VITAMIN  Bi 1.16  mg. 

RIBOFLAVIN 2.00  mg. 

NIACIN 6.8  mg. 

VITAMIN  C 30.0  mg 

VITAMIN  D 417  I.U. 

COPPER 0.50  mg. 
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EYE  straw 


. . . . resulting  from  reflected  images,  reduced  by 
"LESTRA-LITE"  ....  the  scientific  process  of  coat- 
ing ophthalmic  lenses  ....  Eliminates  up  to  75%  of 
surface  reflection  ....  Perfected  during  the  last  war 
. . . . Recommended  by  many  leading  oculists. 


DISTRICT  OFFICES 


Westlake 
Beverly  Hills 
Westwood  Village 
Inglewood 
Huntington  Park 


Long  Beach 
Santa  Barbara 
Phoenix,  Arizona 
Santa  Ana 
San  Diego 


TICAL  CO. 


21  WEST  MONROE  STREET  PHOENIX,  ARIZONA 


PHONE  43230 


GYN ERGEN . . . ergotamine  tartrate 

For  the  Effective  Treatment  of 

MIGRAINE 


DOSAGE : 0.5  cc.  intramuscularly  as  early  as  possible. 

In  resistant  cases  the  dosage  may  be  increased  to  1 cc. 

In  mild  attacks  2 to  6 tablets  preferably  sublingually — 
often  prove  effective. 

LITERATURE  ON  REQUEST 

SANDOZ  CHEMICAL  WORKS,  INC  NEW  YORK 

Pharmaceutical  Division 

West  Coast  Office  — 450  Sutter  Street  San  Francisco  8,  California 
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At  meal  time  his  renowned  judgment  deserts  him. 
Eating  only  the  food  he  likes,  a choice  of  notably 
limited  range,  he  thrice  daily  produces  a burlesque 
on  proper  nutrition.  Inevitably,  this  perennial  first- 
nighter  makes  his  entrance  into  some  physician’s  recep- 
tion room — the  victim  of  a self-made,  borderline  vita- 
min deficiency.  In  the  same  cast,  you  will  find  other 
familiar  types.  Included  in  it  are  the  ignorant  and  in- 
different, people  "too  busy”  to  eat  properly,  those  on 
self-imposed  and  badly  balanced  reducing  diets,  exces- 
sive smokers,  food  faddists  and  alcoholics,  to  name  a 
few.  First  thought  in  such  cases  is  dietary  reform,  of 


course.  Along  with  that,  a dependable  vitamin  supple- 
ment may  well  he  in  order.  When  you  prescribe  an 
Abbott  vitamin  product,  you  are  assured  that  the 
patient  will  receive  the  full  vitamin  potencies  intended. 
Your  pharmacy  carries  a complete  line  of  Abbott  vita- 
min products  in  a variety  of  dosage  forms  and  pack- 
age sizes,  and  will  be  pleased  to  fill  your  prescriptions. 
Abbott  Laboratories,  North  Chicago,  Illinois. 

SPECIFY 

Abbott  Vitamin  Products 


radiographic  vs.  surgical 

Exploration 


When  confusing  abdominal  symptoms  and  signs  create  a 
diagnostic  tangle  or  do  not  yield  properly  to  medical 
management,  radiographic  exploration  of  the  gallbladder 
with  PRIODAX  will  often  reduce  the  need  for  surgical 
exploration . PRIODAX  cholecystography  almost  never 
fails  to  reveal  disease  of  the  gallbladder  if  it  exists, 
or  to  produce  unequivocally  clear  silhouettes  if  the 
organ  is  normal. 


(oumiiON  i j 


PRIODAX 

(brand  of  iodoalph ionic  acid) 

PRIODAX  is  rarely  eliminated  prematurely  from  the 
gastrointestinal  tract.  The  opacities  produced  by  it  are 
homogeneous,  sharp  and  unstratified.  Moreover,  clear 

visualization  will  not  be  obscured  by  contrast  substance 
in  the  colon  when  PRIODAX  is  used.  PRIODAX,  there- 
fore, provides  maximum  dependable  concentration  of  the 
most  desirable  type  for  reliable  interpretation. 

PRIODAX  Tablets,  beta-(4-hydroxy-3,5-diiodophenyl) -alpha-phenyl- 
propionic  acid,  available  as  six  0.5  Gm.  tablets  in  individual  cellophane 
envelopes.  Boxes  of  I,  5,  25  and  100  envelopes. 

Trade-Mark  PRIODAX-Reg.  U.  S.  Pat.  Off. 


CORPORATION  • BLOOMFIELD,  N.  J. 


In  Canada,  Schering  Corporation  Limited,  Montreal 
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When  life  is  measured  in  days 

Not  years,  nor  months,  but  days  measure  the  life  of  a new-born  infant. 
And  during  the  first  30  days  when  infant  mortality  is  at  its  highest, 
every  effort  must  be  made  to  minimize  the  hazards  to  life.  At  this  crit- 
ical time,  the  right  start  on  the  right  feeding  can  be  of  vital  importance. 

'Dexin'  has  proved  an  excellent  "first  carbohydrate."  Because  of  its  high 
dextrin  content,  it  (1)  resists  fermentation  by  the  usual  intestinal  or- 
ganisms; (2)  tends  to  hold  gas  formation,  distention  and  diarrhea  to  a 
minimum,  and  (3)  promotes  the  formation  of  soft,  flocculent,  easily 
digested  curds. 

Readily  prepared  in  hot  or  cold  milk,  'Dexin'  brand  High  Dextrin  Carbo- 
hydrate is  palatable  but  not  too  sweet.  'Dexin'  does  make  a difference. 


‘Dexin’ 


HIGH  DEXTRIN  CARBOHYDRATE 


IRANI 


Composition — Dextnns  75%  • Maltose  24%  • Mineral  Ash  0.25%  • Moisture 
0.75%  • Available  carbohydrate  99%  • 115  calories  per  ounce  • 6 level  packed 
tablespoonfuls  equal  1 ounce  • Containers  of  twelve  ounces  and  three  pounds  • 
Accepted  by  the  Council  on  Foods  and  Nutrition,  American  Medical  Association. 

‘Dexin’  Reg.  Trademark 


Literature  on  request 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  9 & 11  East  41st  St.,  New  York  17,  N.  Y. 


Vol.  4,  No.  5 
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for  the  menopausal  woman 


THERAPEUTIC  DIVIDENDS 


vasomotor  symptoms 


amniotin  dividend  77/ erapcutic  follow-through : A heightened  sense  of  well-being, 

increased  strength  and  vigor,  and  general  relief  are  inherent  in 
Amniotin  therapy  — therapy  beyond  the  relief  of  vasomotor 
symptoms. 

amniotin  dividend  Safeguarded  by  nature:  Amniotin  therapy  does  not  interfere  with 

physiologic  safeguards  regulating  estrogen  metabolism.  Side 
effects  such  as  dizziness,  fatigue,  nausea  and  vomiting  are  infre- 
quent with  Amniotin  therapy. 

amniotin  dividend  At  nature's  pace:  Amniotin  is  administered  in  essentially  the 

same  manner  as  the  ovary  itself  elaborates  estrogens  — in  rela- 
tively small  amounts  at  a relatively  constant  rate. 

amniotin  dividend » Three  convenient  jorms:  Therapy  with  Amniotin  is  flexible, 

easily  adapted  to  individual  therapeusis.  Its  oral  and  intramuscu- 
lar forms  are  in  potencies  readily  adjusted  to  the  pace  of  estro- 
genic activity  established  by  the  ovary  itself.  Amniotin  is  also 
available  in  capsule-suppositories  for  in tra vaginal  administration. 


TRADEMARK 


COMPLEX  NATURAL  MIXED  ESTROGENS 

Squibb 

manufacturing  chemists  to  the  medical  PROFESSION  SINCE  1858 


beyond  the  relief  of 
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AN  ACTIVE  MIDDLE  AGE 


A “PLUS” 


The  "plus"  is  the  gratifying  "sense  of  well-being"  so  many  menopausal  patients 
experience  following  "Premarin"  therapy.  It  is  the  intangible  factor  which, 
added  to  relief  of  distressing  symptoms,  enables  the  middle-aged  woman  to 
resume  her  normal  routine  of  useful  and  enjoyable  activities. 


"Premarin"  provides  naturally  occurring,  conjugated  estrogens  for  effective  ther- 
apy by  the  oral  route.  Untoward  side  effects  are  rarely  noted  with  "Premarin.” 


"Premarin"  is  now  available  as  follows: 


Tablets  of  2.5  mg in  bottles  of  20  and  100 

Tablets  of  1.25  mg in  bottles  of  20,  100  and  1000 

Tablets  of  0.625  mg in  bottles  of  100  and  1000 


Liquid  containing  0.625  mg.  per  4 cc.  (one  teaspoonful) ...  in  bottles  of  120  cc. 


While  sodium  estrone  sulfate  is  the  principal  estrogen  in  "Premarin/'  other 
equine  estrogens  . . . estradiol,  equilin,  equilenin,  hippulin  . . . are  also  present 
as  water-soluble  sulfates.  The  water  solubility  of  conjugated  estrogens 
(equine)  permits  rapid  absorption  from  the  gastrointestinal  tract. 


CONJUGATED  ESTROGENS 
(equine) 


“ Premarin” 


AYERST,  McKENNA  & HARRISON  Limited 


22  EAST  40th  STREET,  NEW  YORK  16,  N.Y. 


Vol.  4,  No.  5 
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TEwet. 


According  to  a recent  Nationwide  survey. 

More  Doctors 


Yes,  experience  is  the  best  teacher  in  smoking  too ! 


IT  was  their  experience  during  the  wartime 
shortage  of  cigarettes  which  taught  people 
the  big  differences  in  cigarette  quality.  People 
smoked  many  different  brands  then — whatever 
brand  was  available.  And  so  many  more  smok- 
ers came  to  prefer  Camels  as  a result  of  that 
experience  that  now  more  people  are  smoking 
Camels  than  ever  before.  However,  no  matter 
how  great  the  demand,  we  don't  tamper  with 
Camel  quality.  Only  choice  tobaccos,  properly 
aged,  and  blended  in  the  time-honored  Camel 
way,  are  used  in  Camels. 


t * 


R.  J.  Reynolds  Tobacco  Company.  Winston-Salem.  N.  C. 


smoke  Camels 

t/ian  any  other  cigarette 
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The  potency  and  efficiency  of  the  new  colorless,  antimalarial  specific,  Aralen 
diphosphate  (SN-7618),  has  greatly  simplified  treatment  and  suppression  of 
malaria.  The  dosage  scheme  is  very  simple:  For  adults,  4 tablets  initially; 

2 tablets  after  six  to  eight  hours  and  2 tablets  on  each  of  two  consecutive 
days  (totaling  10  tablets  in  three  days).  This  eradicates  infection 
due  to  Plasmodium  falciparum  and  terminates  the  acute  attack  of 
Plasmodium  vivax  infection. 

Aralen  diphosphate  has  been  thoroughly  investigated  under  the 
auspices  of  the  National  Research  Council. 

Available  in  tablets  of  0.25  Gm.,  tubes  of  10  and 
bottles  of  100  tablets. 

Write  for  Informative  Booklet. 

ARALEN  d/phospha te 

Brand  of  chloroquine  diphosphate 


Vol.  4,  No.  !'> 
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Secretion  of  Bile 


Deamination  of 
Amino  Acids 


\ 

\ 

Storing  the 
Hematinic  Principle 


Desaturation  of 


Fatty  Acids 


Formation  of 
Plasma  Phospholipids 


Destruction  of 
Excess  Estrogens 


Destruction  of 


Erythrocytes 


Hemoglobin 

Synthesis 


Regulation  of 
Blood  Sugar  Level 


Formation  of 
Fibrinogen  and  Other 
Plasma  Proteins 


Detoxifying  Action 


The  complex  nature  of  the  manifold  functions  of  the  liver  is  reflected 
in  the  diagram  shown  above.  To  maintain  its  functions  in  an  efficient 
manner,  the  liver  must  be  adequately  protected  against  toxic  in- 
fluences. Parenchymatous  damage  with  ensuing  decreased  functional 
capacity  can  lead  to  severe  metabolic  derangements. 

Protein  deficiency  is  an  important  factor  in  precipitating  im- 
paired liver  function.  Hence  an  adequate  intake  of  biologically 
complete  protein,  ordinarily  in  the  form  of  protein  foods,  is  indis- 
pensable as  a safeguard  of  liver  competency. 

Among  man’s  protein  foods,  meat  ranks  high  not  only  because 
of  its  generous  content  of  protein,  but  also  because  its  protein  is 
complete,  capable  of  satisfying  all  protein  requirements.  Further- 
more, all  meat  is  96  to  98  per  cent  digestible. 

The  Seal  of  Acceptance  denotes  that  the  nutri- 
tional statements  made  in  this  advertisement 
are  acceptable  to  the  Council  on  Foods  and 
Nutrition  of  the  American  Medical  Association. 


AMERICAN  MEAT  INSTITUTE 


MAIN  OFFICE,  CHICAGO  . . . MEMBERS  THROUGHOUT  THE  UNITED  STATES 
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for  use  in  control  of  Overweight- 
Benzedrine  Sulfate  has  been  accepted 

by  the  Council  on  Pharmacy  and  Chemistry 
of  the  American  Medical  Association 


benzedrine 

sulfate 


According  to  Freed  (J.  A.  M.  A.,  Feb.  8,  1947), 
^Benzedrine  Sulfate  ...  is  of  inestimable  value 
in  controlling  the  desire  for  food 
and  in  reducing  t he  level  of  satiability 
to  a more  normal  one.  This  drug  is  commonly 
administered  in  dosages  of  5 mg.  three  times 
a day,  thirty  to  sixty  minutes  before  each  meal. 
Occasionally  patients  will  require  10  mg. 
at  one  or  more  times  during  the  day,  depending 
on  their  response  to  the  drug.” 

The  use  of  Benzedrine  Sulfate  alone  ordinarily 
should  achieve  the  desired  appetite  reduction. 
Combinations  of  amphetamine  and  thyroid  serve 
no  useful  purpose  and  may  even  be  dangerous. 

In  this  connection,  a recent  report  of  the  Council 
(Drugs  for  Obesity,  J.  A.  M.  A.,  June  7,  1947) 
says:  "The  fallacy  and  dangers  of 
overstimulating  the  body  with  thyroid  and  of 
using  laxatives  to  aid  in  reduction  are 
well  known  to  t he  medical  profession.” 

Smith,  Kline  & French  Laboratories,  Philadelphia 


( racemic  amphetamine  sulfate,  S.K.F .) 


One  of  the  fundamental  drugs  in  medicine 


Vol.  4,  No.  5 
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"What  are  the 

MAGIC  WORDS?” 


No  magic  words,  no  magic  wand  can  improve  a cigarette. 
Something  more  tangible  is  needed. 

Philip  Morris  superiority  is  due  to  a different  method 
of  manufacture,  which  produces  a cigarette  proved * definitely 
less  irritating  to  the  smoker’s  nose  and  throat. 

Perhaps  you  prefer  to  make  your  own  test.  Many  doctors 
do.  There  is  no  better  way  to  prove  to  your  own  satisfac- 
tion the  superiority  of  PHILIP  MORRIS. 

* Laryngoscope,  Feb.  1935,  Vol.  XLV,  No.  2,  149-154 
Laryngoscope,  Jan.  1937,  Vol.  XLVII,  No.  1,  38-60 


Philip  morris 

Philip  morris  & co.,  Ltd.,  Inc. 
i-i9  Fifth  avenue,  N.  y. 


TO  PHYSICIANS  WHO  SMOKE  A PIPE:  We  suggest  an  unusually  fine  new  blend— COUNTRY  DOCTOR 
PIPE  MIXTURE.  Made  by  the  same  process  as  used  in  the  manufacture  of  Philip  Morris  Cigarettes. 
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DO 

YOU 

KNOW 

WHAT 

THESE 

SYMBOLS 

STAND 

FOR? 


REXALL  FOR  RELIABILITY 


For  centuries  the  owl  has  symbolized  great 
knowledge  and  superior  wisdom.  "Wise  as  an 
owl"  was  a quip  of  Caesar's  time.  The  canny 
bird  was  sacred  to  Minerva,  Roman  goddess  of 
learning  and  of  science.  The  natural  assumption 
was  that  the  owl  acquired  wisdom  from  his 
patroness. 

For  many  years,  the  familiar  Rexall  symbol 
has  denoted  excellent  standards  of  pharma- 
ceutical science.  From  coast  to  coast  more  than 
10,000  selected,  independent  pharmacies  dis- 
play this  sign.  It  assures  you  that  fine, 
laboratory-tested  Rexall  drug  products  and 
skilled  pharmacists  are  at  your  service. 

REXALL  DRUG  COMPANY 

LOS  ANGELES,  CALIFORNIA 

PHARMACEUTICAL  CHEMISTS  FOR  MORE  THAN  44  YEARS 
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'7  believe  1 have  not  had  one  whole 

day , or  rather  night , ' without  my  stomach 

having  been  greatly  disordered.'’’’ 


During  the  most  productive  years  of  his  life, 
Charles  Darwin  was  a victim  of  peptic  ulcer.1 
His  might  be  called  the  average  case  of  peptic 
ulcer.  Had  modern  medical  understanding  of 
ulcer  treatment  been  available  to  him,  his 
life  could  have  been  far  more  comfortable — 
and  even  more  productive! 

Proper  use  of  an  alumina  gel  antacid  and 
an  occasional  sedative  would  doubtless 
have  carried  him  through  his  most  active 
years  without  suffering. 

IRehfuss,  M.  E.,  The  Ulcer  Life , Clinics  3:480-493  (Oct.)  1944 


PHOSPHALJEL,  Aluminum  Phosphate  Gel, 
Wyeth,  is  unexcelled  in  the  treatment  of 
"average”  ulcer  cases  as  well  as  in  stubborn 
or  complicated  ones.  It  provides  quick  relief 
from  pain  . . . lays  a protective  coating  over 
the  inflamed  mucosa  . . . safely  buffers  gas- 
tric acidity  with  no  danger  of  alkalosis  or 
"acid  rebound.”  Phosphaljel  permits  a lib- 
eral bland  diet— patients  are  more  contented 
during  treatment,  gain  strength  and  weight 
more  quickly. 


PHOSPHALJEL® 


WYETH  INCORPORATED 


PHILADELPHIA  3,  PA. 
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ANGINA  PECTORIS 

and  other 
Manifestations  of 

CORONARY 

INSUFFICIENCY 


The  following  episodes  may  be  prevented 
by  appropriately  regulated  administra- 
tion of  a vasodilator  having  a sustained 
effect: 

FOR  THE  PERSON 

• ivho  is  compelled  to  stop  and  rest 
when  climbing  a flight  of  stairs. 

Qu'ho  suffers  “indigestion”  and 
“gas”  on  exertion,  or  after  a heavy 
meal. 

• 10/10  is  stricken  with  precordial 
pain  on  unusual  exertion  or  emo- 
tion, or  when  exposed  to  cold. 

The  vasodilatation  produced  by  Ery- 
throl  Tetranitrate  Merck  begins  15  to 
20  minutes  after  administration,  and 
lasts  from  3 to  4 hours. 


It  is  generally  agreed  that  the  acute  attach  of  anginal  pain  is  most  readily  relieved  by  the  prompt  removal 
of  the  provocative  factor,  and  by  the  use  of  nitrites.  For  prophylactic  purposes— to  control  anticipated 
paroxysms— the  delayed  but  prolonged  action  of  erytlirol  tetranitrate  is  effective.  Erythrol  tetranitrate, 
because  of  its  sloiver  and  more  prolonged  action,  is  also  considered  preferable  for  the  purpose  of  preventing 
nocturnal  attacks. 


% ottnci ’/ 


..  rnuurn  in  r. 


^yfcce/i/efl 


MERCK  & CO.,  Inc.  RAHWAY,  NEW  JERSEY 


ERYTHROL  TETRANITRATE 


MERCK 

(ERYTHRITYL  TETRANITRATE) 


I'ol.  4 , No.  5 
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Body  Mechanics  of  Pregnancy 


• STUDIES  FROM  LIFE  MODELS  DURING  PREGNANCY  • 


Illustration  by  Charlotte  S.  Holt 


4 LUNAR  MONTHS 


7 LUNAR  MONTHS 


10  LUNAR  MONTHS 


£7  he  postural  changes  during  pregnancy  are  due 
to  the  compensatory  backward  shift  of  the  center  of 
gravity  caused  by  forward  pull  of  the  load  of  the 
pregnant  uterus. 

Note  the  retracted  shoulders,  carriage  of  head 
(pride  of  pregnancy),  and  the  accentuation  of  the  natu- 
ral lumbar  lordosis  which  relieves  abnormal  tension  on 
back  and  leg  muscles. 

Camp  Supports  aid  in  reducing  this  forward  trac- 
tion and  assist  the  mother  in  maintaining  better  balance. 


c>yyvp 


S.  H.  CAMP  & COMPANY 

W orld’ s Largest  Manufacturers  of  ScientificSupports 

Jackson,  Michigan  • Offices  in  Chicago  • New 
\ ork  • Windsor,  Ontario  • London,  England 
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sensitive 


MULL-SOY  is  a liquid  hypoallergenic  food  prepared  from  water, 
soy  flour,  soy  oil,  dextrose,  sucrose,  calcium  phosphate,  calcium 
carbonate,  salt  and  soy  lecithin,  homogenized  and  sterilized. 
Available  in  15'/a  fl  oz.  cans  at  drug  stores  everywhere. 


when  milk 

becomes  "forbidden  food" 


• When  children  (infants  and 
adults,  too)  are  unable  to  tolerate 
the  animal  proteins  in  cow's 
milk,  MULL  SOY— the  emulsified  soy 
concentrate  — is  the  replacement 
of  choice.  It  is  highly  palatable,  and 
easily  digestible,  without  the 
offending  proteins  of  animal  origin. 

• MULL  SOY  is  a biologically 
complete  vegetable  source  of  all 
essential  amino  acids.  In  standard 
1:1  dilution,  it  also  provides 
the  other  important  nutritional 
factors  of  fat,  carbohydrate  and 
minerals  in  quantities  that  closely 
approximate  those  of  cow’s  milk. 

• To  prepare  MULL  SOY,  simply 
dilute  with  equal  parts  of  water. 

BORDEN'S  PRESCRIPTION  PRODUCTS  DIVISION 

350  MADISON  AVENUE,  NEW  YORK  17,  N.  Y 

In  Canada  write  The  Borden  Company,  Limited,  Spadina  Crescent,  Toronto 

mull-soy 
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HAY  FEVER 

Simplified  Treatment . . . Oral 

The  convenience  of  Oral  Therapy  may  be  preferred  in  some  cases  where  pollen  desensi- 
tization is  desired.  The  administration  of  proper  allergenic  extracts  by  mouth  under  medical 
supervision  has  not  proven  so  satisfactory  as  hypodermic,  but  is  effective  in  approximately  sixty 
per  cent  of  the  cases. 

The  oral  treatment  may  be  selected  for  children,  highly  sensitive  patients,  individuals 
who  have  difficulty  in  visiting  the  doctor  regularly,  and  those  with  an  abnormal  fear  of 
the  needle. 

3-vial,  three  dilution  Oral  Treatment  Set,  individualized 

to  your  patients'  sensitivities  ....  $10.00 

An  allergy  service  based  on  close  acquaintance  and  experience  with  the  botany  of  the  area 

of  your  practice. 

cAlleryy,  (Research  j(abora  torie£,  3nc, 

Phoenix,  Arizona  U.  S.  Biological  License  No.  151 
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No  Diathermy  Like  It 

Only  the  L-F  SW-227  Gives  You  Both 

1.  Every  Short  Wave  Application 

2.  Absolute  Frequency  Stability 


OPERATES  ON  F.  C.  C.  ALLOCATED 
FREQUENCY 

The  exclusive  L-F  WAVEMASTER  frequency  con- 
trol maintains  operation  at  the  frequency  allocated 
by  the  Federal  Communications  Commission. 


EVERY  KNOWN  METHOD 
OF  APPLICATION  IS  AVAILABLE 
WITH  THE  L-F  SW-227 

Hinged  Treatment  Drum 
Air  Spaced  Plates 

Condensor  Pads 

Inductance  Cable 

Orificial  Electrodes 

The  Hinged  Treatment  Drum  alone  is  adjustable  to 
fit  the  contour  of  any  part  of  the  body  to  be  treated. 
PLUS — Protect-A-Tube  safeguard  . . . single-tube 
design,  for  remarkable  economy  . . . Voltage  Com- 
pensator . . . Metering  Device  . . . Adjustable,  Coun- 
terbalanced Arm  . . . and  other  features.  Write  for 
L.-F.  Catalog  1-847. 


Distributed  bp 


PHYSICIANS  AND  HOSPITALS  SUPPLY  CO.,  Inc. 
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BERYLLIUM  GRANULOMATOSIS, 

Uias  Miliary  Sarcoid,  Salem  Sarcoid,  Miliary  Sarcoidosis,  Chronic 
Beryllium  Poisoning,  or  Delayed  Chemical  Pneumonitis 

A [Description  and  Report 
by  JACKMAN  PYRE  and 
W.  H.  OATWAY,  JR. 

Tucson , Arizona 


INTRODUCTION 

"pHE  first  major  reports  of  industrial  hazards 
and  diseases  were  made  about  forty  years 
go.  It  was  soon  realized  that  the  field  would 
lecome  a large  one,  and  that  unusual  causes 
nd  lesions  would  be  discovered.  Some  would  be 
he  result  of  a better  knowledge  of  conditions  al- 
eady  existing,  but  others  would  be  due  to  new 
(laterials  and  processes. 

Beryllium  is  one  of  the  metals  which  has  come 
nto  an  amazingly  frequent  use.  Dozens  of  pro- 
esses  and  alloys  require  it.  It  must  be  handled 
iy  workmen.  It  is  apparently  capable  of  pro- 
hicing,  in  some  people,  a granulomatous  sarcoid 
lisease,  chiefly  of  the  lungs,  and  perhaps  in  as- 
ociation  with  a bacterium. 

The  pathogenesis  of  the  disease  is  uncertain, 
ind  it  has  not  yet  been  possible  to  reproduce  the 
yndrome  of  experimental  means.  The  agent  is 
ipparently  able  to  produce  a reversible  acute 
hemical  pneumonitis  if  the  exposure  is  massive, 
>r  a new,  distinct,  more  common,  chronic  granu- 
omatosis  if  the  exposure  is  less. 

The  first  cases  of  this  sarcoid  occurred  and 
vere  recognized  as  recently  as  1943.  Most  of 
hem  were  from  a single  industry  in  Massachus- 
etts. Other  cases  in  other  industries  have  been 
iound  since  then.  The  first  report  of  the  condi- 
ion  appeared  in  an  industrial  journal  in  Sep- 
ember,  1946.  Investigative  work  has  been  under 
vay  for  the  past  year  and  a half. 

An  immediate  description  of  the  condition  for 
‘Arizona  Medicine”  seems  worthwhile,  since 
inown  cases  move  about,  unrecognized  cases  may 


appear  anywhere,  the  use  of  beryllium  has  con- 
tinued to  increase,  and  information  on  the  sub- 
ject is  not  readily  available. 

A case  with  characteristic  history  and  findings 
is  reported  herewith.  It  includes  a vascular  in- 
volvement which  may  be  new.  The  completeness 
of  the  report  and  of  the  data  on  the  disease  is 
due  to  the  perfect  cooperation  of  several  Massa- 
chusetts industrial  physicians,  and  of  those  do- 
ing the  experimental  work  at  Saranac  Lake. 
They  must  be  commended  for  their  alertness  in 
the  almost  immediate  recognition  and  analysis  of 
a new  hazard  and  syndrome.  The  attitude  of  the 
involved  industries  and  the  insurance  companies 
has  also  been  of  the  highest  order. 

REPORT  OF  A CASE 

The  patient,  a white  male,  aged  34  years,  pre- 
sented himself  for  treatment  shortly  after  his  ar- 
rival in  Tucson  in  August,  1946.  A coincidental 
request  for  supervision  of  his  care  was  received 
a few  days  later  from  his  former  physician  in 
Saranac  Lake,  N.  Y.  His  chief  complaints  were 
cough,  headache,  loss  of  weight,  and  shortness 
of  breath. 

His  illness  began  in  the  fall  of  1945  with  recur- 
rent severe  headaches,  soon  followed  by  other 
symptoms.  He  consulted  several  physicians  in 
Massachusetts  and  eventually  the  presence  of  “a 
rare  condition  about  which  little  was  known" 
was  suspected.  The  patient  was  sent  to  see  the 
late  Dr.  Leroy  Gardner  of  the  Saranac  Labora- 
tory, and  was  hospitalized  at  Trudeau  Sana- 
torium for  a month  in  May,  1946  for  a detailed 
examination.  (Since  then  a small  unit  has  been 
set  up  at  Trudeau  by  grants  from  the  U.  S.  Navy, 
U.  S.  Public  Health  Service  and  several  industrial 
groups  for  the  housing  and  study  of  other  such 
cases.  Dr.  Klemperer  of  Harvard  is  in  charge  of 
biological  research  and  Dr.  Geor.ge  Wright  of  the 
physiological  investigation. ) 

He  then  came  to  Arizona,  in  spite  of  objections 
that  his  condition  might  not  be  understood  and 
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that  it  was  still  '‘not  stabilized.”  We  were  able  to 
immediately  obtain  information  on  bis  case  and 
its  origin  through  the  cooperation  of  all  physi- 
cians previously  concerned,  as  well  as  consider- 
able latitude  on  expenses  from  the  insurance 
company,. 

The  details  of  his  history  and  progress  are  in- 
teresting and  characteristic: 

1.  Family  History  — The  patient  was  born 
April  11,  1913.  His  parents,  three  brothers,  and 
a sister  are  all  living  and  well.  There  is  no  fam- 
ily history  of  tuberculosis  or  diabetes. 

2.  Past  Medical  History — His  tonsils  and  ade- 
noids were  removed  when  he  was  three  (3)  years 
of  age.  He  had  measles,  whooping  cough,  diph- 
theria, influenza  and  pneumonia  before  the  age 
of  six  (6)  years.  At  the  age  of  14  years  he  had 
an  attack  of  ‘‘intestinal  jaundice;”  at  the  age  of 
19  years  he  sustained  a gun-shot  wound  in  the 
left  shoulder.  He  was  otherwise  well  until  Jan- 
uary 1941  when  he  had  a “flare-up  of  high  blood 
pressure.”  He  weighed  185-200  lbs.  from  1935-1945. 

X-ray  films  of  the  chest  were  taken  in  1941  and 
1944  by  the  company  for  which  he  worked,  and 
reported  to  be  “perfect.”  (This  is  confirmed  by 
the  company  physician.) 

3.  Social  History. — He  was  an  athlete  in  high 
school.  He  was  married  in  1933  and  the  wife  and 
one  child  are  normal  and  well.  Their  lungs  have 
been  normal  by  x-ray  films  and  recent  fluoro- 
scopy. His  habits  have  been  regular,  alcoholic 
intake  slight,  and  he  has  smoked  15  cigarettes 
per  day.  There  is  no  history  of  venereal  disease. 

4.  Occupational  History — The  patient  worked 
as  a waiter,  usher,  taxi-cab  driver,  bakery  sales- 
man, theater  manager,  and  instructor  in  a driv- 
ing-school between  1929  and  1940.  He  never  had 
worked  in  a “dusty”  occupation,  nor  in  one  using 
silica. 

In  September  1940  he  began  work  for  a com- 
pany which  manufactured  electrical  equipment. 
For  several  months  his  job  was  the  coating  of 
fluorescent  tubes,  using  a liquid  containing  a 
powder  which  he  says  was  composed  of  “beryl- 
lium oxide  and  zinc  oxide.”  After  the  solution 
had  dried  on  the  tubes,  there  was  always  a resi- 
due on  his  hands  and  clothes  from  spillage.  In 
March,  1941  he  spent  six  weeks  in  the  “solution 
room”  mixing  liquids  and  powder  into  the  solu- 
tion which  he  had  used  in  the  “coating-room.” 
This  was  also  a “sloppy  job”  with  spillage  on  the 
clothes  and  body. 

In  April,  1941  he  took  a position  with  another 
electric  company  where  he  assembled  motors.  In 
February,  1944  he  went  to  the  company  appren- 
tice school,  taking  a “machine  course,”  for  nine 
months.  When  the  course  was  completed  he  be- 
gan work  for  the  company  as  a tool-and-method 
planner  in  the  Wage  Rate  and  Planning  Depart- 
ment. He  continued  there  until  his  illness  began 
in  the  fall  of  1945. 

5.  History  of  Present  Illness — The  first  symp- 
tom was  headache.  It  was  severe,  mostly  occipi- 
tal, and  recurrent.  It  began  in  August,  1945.  Ex- 
amination of  his  eyes  and  a prescription  for  glass- 
es was  of  no  help. 

He  then  noted  loss  of  weight  and  appetite, 
shortness  of  breath,  cough,  nervousness  and  in- 
somnia. He  went  to  a doctor  who  took  a brief 
history,  did  no  examination,  said  that  the  condi- 
tion would  straighten  itself  out.  and  gave  him 
some  pills.  The  pills  were  of  no  help. 

The  headache  became  more  severe,  so  he  went 
to  another  physician  in  a nearby  town,  with  the 
same  results — “no  examination,  more  pills,  an- 
other visit,  more  pills,  no  results.” 

In  April,  1946  another  doctor  took  x-ray  films 


of  his  head.  “Calcium  deposits”  were  seen  and] 
said  not  to  be  unusual,  but  the  doctor  suggested  j 
a complete  examination  by  a general  practition- 
er. By  then  his  symptoms  included  fatigue,  at- 
tacks of  palpitation  of  the  heart,  slight  expectora- 
tion, development  of  papules  on  the  dorsum  of 
the  hands,  and  a further  weight  loss  to  a total  of 
30  pounds.  The  office  examination  did  not  sat- 
isfy the  physician,  who  sent  him  to  the  hospital 
for  a more  complete  study. 

He  entered  the  hospital  on  April  11,  1946  for! 
routine  laboratory  tests,  a tuberculin  skin-test,  a I 
spinal  puncture,  neurological  consultation,  and  a 
chest  x-ray.  On  seeing  the  film  the  physician  im- 
mediately recognized  the  possible  presence  of  a I 
“chemical  pneumonitis,”  with  the  presumptive  i 
diagnosis  of  “beryllium  poisoning,”  following  “ex- 
posure to  fluorescent  powder.”  The  patient  was , 
told  of  his  condition,  and  that  there  was  only  one 
person  who  had  much  knowledge  of  the  rare  dis- 1 
ease — a Dr.  Gardner. 

On  .May  3,  1946  he  was  admitted  to  Trudeau 
Sanatorium,  where  special  studies  were  made  un- 
der the  direction  of  Dr.  Leroy  Gardner,  Director 
of  the  Saranac  Laboratory  of  the  Trudeau  Foun- 
dation. Examination  there  included  most  of  the 
history  as  given,  and  other  details  which  they 
have  supplied  from  their  records — 

“On  physical  examination  he  showed  evidence 
of  weight  loss.  There  was  a slight  cyanosis  of 
the  lips,  fingers,  and  hands.  The  heart  was  nor- 
mal except  for  widening  of  dullness  at  the  apex. 
The  inguinal  nodes  were  palpable.  There  were 
superficial  varicosities  of  the  legs.  Dusky  pur- 
plish papules,  1 to  3 mm.  in  size,  were  present  on 
the  dorsum  of  the  hands  and  fingers.  Fine  rales 
were  heard  at  both  apices. 

X-ray  films  of  the  chest  showed  a bilateral,  fi- 
brotic,  nodular  infiltration,  diffuse  but  more 
marked  in  the  upper  two  thirds,  and  with  a slight 
bilateral  hilar  accentuation.  Lateral  films  added 
no  information.  Comparison  with  films  taken  in 
April,  and  of  the  admission  and  discharge  films, 
showed  no  change.  Planigrams  indicated  an  en- 
largement of  the  hilar  nodes.  X-ray  examination 
of  the  bones  of  the  hands,  feet,  skull,  and  intes- 
tinal tract  showed  no  evidence  of  pathology. 

The  white  blood  count  and  sedimentation  rate 
were  normal  but  the  RBC  was  7,420,000,  the  Hb. 
was  138%  (20.01  gms),  the  color  index  0.93,  vol- 
ume index  0.94,  saturation  index  0.93,  and  the 
hematocrit  66.5%.  The  blood  serum  proteins  were 
normal  with  an  A/G  ratio  of  1.9;  NPN,  calcium, 
and  phosphorus  were  normal;  but  the  serum  al- 
kaline phosphate  was  22.38  and  21.8  King-Arm- 
strong  units  (compared  with  a normal  range 
4-12).  The  urine  was  normal,  as  was  an  electro- 
cardiogram. , 

The  patient  failed  to  react  to  10  mgs.  of  Old 
Tuberculin  by  intracutaneous  test.  Sputum  con- 
centrates were  negative  by  smear  and  culture  for 
tubercle  bacilli. 

A biopsy  of  one  of  the  papular  lesions  on  the 
hand  showed  typical  granulomata,  and  was  con- 
sidered diagnostic. 

The  respiratory  physiology  was  studied  by  Dr. 
George  Wright  but  it  is  not  of  value  for  this 
report.” 

During  the  month  at  Trudeau  Sanatorium  he 
had  six  severe  headaches,  and  an  attack  of  pal- 
pitation lasting  half  an  hour.  He  was  discharged 
with  a slightly  improved  weight  (157  lbs.).  The 
impression,  without  considering  his  industrial 
history,  was  “probable  Boeck’s  Sarcoid.” 

Progress — The  patient  went  home,  continued  to 
rest,  and  then  made  plans  to  go  to  Arizona, 
since  he  had  been  warned  of  the  hazard  from 
respiratory  infections.  He  was  seen  shortly  after 
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his  arrival  in  Tucson  on  July  26,  1946,  about  a 
year  after  his  first  symptoms  and  three  months 
after  the  discovery  of  his  lung  lesions. 

His  general  condition  was  perhaps  slightly 
worse  than  at  the  time  of  his  Trudeau  examina- 
tion. He  had  lost  another  25  pounds,  and  his 
headaches  often  lasted  10  to  14  hours.  Dyspnea 
was  severe  after  any  exertion.  Periods  of  palpita- 
tion occurred  during  which  the  pulse  abruptly 
doubled,  and  which  lasted  2 to  20  minutes. 

The  only  new  signs  on  examination  were  a 
post-nasal  discharge;  slight  enlargement  of  the 
cervical  and  axillary  nodes;  a BP  of  130/80;  mild 
tenderness  in  the  liver  area;  and  more  rales  at 
the  R.  apex.  The  RBC  and  Hb  were  slightly 
above  normal;  the  total  WBC  slightly  below  nor- 
mal. An  x-ray  film  of  the  lungs  showed  no 
change  when  compared  with  previous  films. 

He  was  advised  to  rest,  and  a series  of  trials 
>vere  begun  to  find  a suitable  sedative  for  his 
cough  and  an  analgesic  for  his  headaches.  The 
cough  has  increased  and  subsided  for  no  ap- 
parent reason,  and  no  therapy  has  been  regular- 
ly effective,  including  the  use  of  codeine,  terpin 
hydrate,  steam,  oxygen,  penicillin  aerosol,  amino- 
phylin,  and  ephedrine-phenobarbital  combina- 
tions. The  headache  can  be  relieved  by  demerol, 
but  this  has  recurrently  produced  a borderline 
addiction. 

During  the  past  ten  months  in  Tucson  the  pa- 
tient has  been  hospitalized  six  times  for  a total 
of  42  days.  Only  the  outstanding  features  will 
be  mentioned: 

August  9.  A rapid  irregular  heart  beat  was  di- 
agnosed as  auricular  fibrillation.  There  were 
crackling  rales  in  both  lung  fields,  the  liver  was 
enlarged  to  2 cm.  below  the  R.  costal  margin,  and 
the  patient  was  severely  dyspneic  and  nauseated. 
At  about  the  time  of  arrival  at  the  hospital  the 
attack  ceased  and  an  EGG  showed  only  a sinus 
tachycardia  and  a left  ventricular  preponder- 
ance. As  observed  in  the  next  few  days,  the  tem- 
perature was  normal,  the  pulse  averaged  100/40 
minute,  and  the  respirations  30-40  minute;  BP 
— 130/90;  blood  serology  and  culture  were  nega- 
tive; and  there  was  only  a mild  polycythemia. 
He  was  discharged  as  improved  in  five  days. 

September  6 — After  a trip  to  town  he  developed 
pain  in  the  precordial  area  and  an  increased 
cough.  On  examination  there  were  coarse  rales 
in  the  left  chest  and  a friction  rub  anteriorly. 
He  had  some  pruritic  urticarial  welts  on  the 
hands  and  feet.  Fluoroscopy  and,  later,  an  x-ray 
film  showed  a 4 cm.  area  of  opacity  in  the  middle 
third  of  the  left  lung.  The  fever  was  101  degrees 
and  he  was  hospitalized  for  administration  of 
penicillin  (40,000  units  every  three  (3)  hours). 
The  temperature  became  normal  in  24  hours  and 
remained  so.  The  BP  was  145/110  and  the  urine 
showed  a faint  trace  of  albumin  and  a few  casts. 
The  RBC,  WBC,  general  adenopathy,  etc.,  were 
as  usual.  The  pneumonia  cleared  rapidly  by  x-ray 
film. 

October  31.  The  patient  was  hospitalized  be- 
cause of  the  severity  of  headaches,  emeses,  a 
sharp  rise  of  BP  to  180/120,  and  the  need  for  a 
spinal  tap.  The  temperature  was  normal;  fundi 
showed  dilated  veins  and  there  were  rales  at  both 
lung  bases.  The  RBC  and  WBC  were  normal  but 
the  urine  contained  6-10  RBC/HPF.  The  blood 
NPN  was  44.5  mgm.  and  41.5  mgm.  (N.  25-35). 
The  spinal  fluid  pressure  was  250  mm.  of  water; 
protein  and  chlorides,  normal;  glucose  80  mgm.; 
and  the  colloidal  gold  and  culture  were  negative. 
The  headache  was  relieved.  A second  urine  ob- 
tained before  discharge  was  normal,  and  the  BP 
had  dropped  to  140/100.  The  episode  seemed  to 
be  a vascular  spasm,  with  associated  increase  of 


intra-cranial  pressure  and  a renal  dysfunction. 

December  23.  He  was  hospitalized  because  of 
pain  in  the  right  chest  and  an  increased  cough. 
(He  had  had  a total  of  three  episodes  of  acute 
pneumonitis  during  the  fall.)  An  x-ray  film 
showed  no  change.  The  TPR,  physical  signs, 
RBC,  WBC  and  EKG  showed  no  change  from  the 
previous  abnormalities.  The  NPN  was  35  mgm., 
the  urine  showed  a few  RBC  and  a trace  of  al- 
bumin. The  sputum  showed  no  acid-fast  bacilli 
or  diphtheroids,  but  contained  gram  positive  bac- 
illi and  diplococci.  He  was  given  penicillin,  im- 
proved, and  was  discharged  in  17  days. 

February  11.  He  was  sent  to  the  hospital  for 
a cough  which  was  severe  enough  to  resist  nar- 
cotics. He  had  had  occasional  headaches,  some- 
times with  hypertension.  Physical  and  labora- 
tory examinations  were  as  usual,  except  for  15-20 
WBC/LPF  in  a urine  specimen.  The  pyuria 
cleared  after  intravenous  glucose;  his  cough  de- 
creased, and  he  was  released. 

April  5.  Hospitalized  for  nursing  care  because 
of  an  abscess  in  the  left  buttock — the  result  of  in- 
jections of  penicillin  given  at  home.  There  was 
no  fever  or  leucocytosis  after  the  abscess  was  in- 
cised, and  the  other  laboratory  studies  were  as 
usual.  There  were  crepitant  rales  throughout 
both  lung  fields  and  the  x-ray  film  showed  a 
suggestion  of  “increased  congestion”  in  the  upper 
right  lung.  He  was  discharged  with  a healed  ab- 
scess and  decreased  cough. 

April  21.  The  patient  was  hospitalized  because 
use  of  demerol  as  cough  control  had  gotten  out 
of  hand.  He  was  discharged  cured  of  the  habit 
on  May  16,  1947  but  shortly  thereafter  secured 
24  grains  of  codeine  which  he  took  over  a 24 
hour  period.  He  was  admitted  semi-comatose  on 
May  21  and  rapidly  recovered  from  effects  of  this 
narcotic.  At  this  time  routine  laboratory  studies 
were  done.  The  results  were:  x-ray  chest,  no 
change:  NPN  42.3;  Protein  6.7  with  3.8  albumin 
and  2.9  globulin;  urine,  a few  granulated  casts; 
EKG  in  normal  limits.  A concentrated  morning 
urine  was  sent  to  the  laboratory  for  quantitative 
study  for  beryllium  by  polarographic  and  quanti- 
tative chemical  studies  using  quinalezerine,  cu- 
curmine  and  uranium  acetate  techniques.  None 
of  these  tests  indicated  a demonstrable  quantity 
of  beryllium.  On  May  26  he  was  given  a 10 
day  course  of  injections  of  10%  BAL  in  peanut  oil 
to  a total  of  45  c.c.  on  a schedule  recommended 
“for  serious  toxic  reactions  resulting  from  arsen- 
otherapy”  by  Doctor  Harry  Eagle.  Urine  was 
analized  for  beryllium  one  week  after  beginning 
treatment  and  two  weeks  after.  He  had  the  usual 
ioxic  manifestations  from  BAL — nausea,  pruri- 
tis  inside  the  mouth  and  slight  dizziness.  No  im- 
provement was  noticed  in  his  general  condition. 
His  dyspnea  and  cough  were  if  anything,  more 
pronounced  after  treatment.  This  was  attributed 
by  him  to  the  extreme  Arizona  heat  and  on  July 
7,  1947  he  returned  to  the  East  with  the  inten- 
tion of  placing  himself  back  under  the  care  of 
those  working  on  beryllium  poisoning  in  that 
locality. 

COMMENT 

During  the  past  ten  months  the  patient  has 
changed  only  slightly.  The  x-ray  findings  are 
similar  to  those  of  a year  ago.  The  rales  are 
now  heard  more  extensively.  The  skin  papules 
have  shown  transient  slight  remissions  and  re- 
currences, hut  are  about  the  same  as  when  first 
seen.  They  are  pinkish  tan  papules,  chiefly  on 
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the  sides  and  extensor  surfaces  of  the  fingers 
and  elbows.  He  lias  developed  an  intermittent 
hypertension  which  at  times  lias  been  associated 
with  headaches,  the  finding  of  blood  and  urine 
changes  of  renal  dysfunction,  and  an  elevated 
spinal  fluid  pressure.  The  slight  general  hyper- 
trophy of  lymph  nodes  persists.  The  paroxys- 
mal cardiac  irregularity  (type  not  proved)  has 
accentuated  a passive  congestion  of  the  liver. 
The  evidences  of  emphysema  and  hypoxemia  are 
the  same,  with  heart  strain  beginning  to  show. 
A pitting  edema  of  the  ankles  has  occurred  in 
late  May,  1947.  There  has  been  no  evidence  of 
an  infectiousness.  He  has  become  more  irrit- 
able, emotional  and  despondent.  A most  recent 
symptom  has  been  a single  hemat emesis  of  about 
a pint,  occurring  after  the  intake  of  several 
drinks  of  whiskey. 

An  analysis  of  the  signs  and  symptoms  of  this 
patient  indicates  that  the  following  organs  and 
tissues  are  known  to  be  involved: 

(1)  The  lungs — by  a generalized,  nodular,  fi- 
brous, truncal  infiltration;  a secondary 
emphysema. 

(2)  The  lymph  nodes — by  a hilar,  axillary, 
cervical  and  slight  general  enlargement. 

(3)  The  skin — by  granulomata  (proved  by  bi- 
opsy). 

(4)  The  cardio-vascular  system — it  is  not 
certain  whether  the  involvement  is  due 
to  beryllium,  to  a coincidental  vascular 
spasm,  to  infiltration,  or  to  a combina- 
tion of  causes.  The  hypertension  began 
during  his  exposure  to  t he  chemicals  and 
the  headaches  and  cardiac  irregularities 
began  with  the  onset  of  the  sarcoidosis. 
Renal  signs  and  evidence  of  mild  cardiac 
insufficiency  have  developed  in  the  past 
year.  The  presence  of  compensatory  em- 
physema is  a complicating  and  additive 
factor. 

The  hematemesis  could  be  due  to  the 
hypertension,  back  pressure  from  the 
right  side  of  the  heart,  local  gastric  chang- 
es, or  venous  engorgement  from  hepatic 
lesions. 

One  can  say  that  the  condition  is  typi- 
cal of  the  disease  as  it  has  been  described. 
The  x-ray  findings  are  typical;  the  no- 
dal and  skin  changes  are  typical  and  di- 
agnostic ; and  the  progress  has  been  typi- 
cal,— an  adequate  exposure,  a late  onset, 
unchanging  lesions  in  the  films,  a ten- 


dency to  secondary  respiratory  infections, 
heart  strain,  etc.  The  normal  x-ray  films 
in  1944,  the  negative  tuberculin  tests,  and 
the  negative  bacteriological  findings  also 
conform  to  the  pattern. 

It  must  be  said  that  without  an  occu- 
pational history  the  picture  could  be  that 
of  Boeck’s  sarcoid  and  its  various  syno- 
nyms, even  to  the  lack  of  a tuberculin  re- 
action, though  the  cardio-vascular  ele- 
ments are  unusual. 

DISCUSSION  OF  BERYLLIUM 
GRANULOMATOSIS 

It  has  been  possible  to  obtain  a satisfactory 
outline  of  the  chronic  “beryllium”  effect,  al- 
though this  information  did  not  become  avail- 
able until  the  fall  of  1946.  The  sources  consist 
of  the  two  reports  which  are  now  available  and 
the  communications  from  the  three  physicians 
who  have  seen  a majority  of  the  cases.  Much  of 
the  information  is  definite  and  regular  but 
caution  and  skepticism  have  been  stressed  where 
they  seem  indicated. 

Beryllium  was  first  mentioned  as  a possible 
hazard  in  several  European  reports  (Weber, 
1933,  Germany;  Fabroni,  1935,  Italy,  who  used 
the  term  “berylliosis”;  Gelman,  1936,  Russia; 
Berkovits  and  Izrael,  1940,  Germany;  Meyer, 
1942,  Germany).  The  metal  was  used  very  little 
in  the  United  States  until  the  war  years.  In  1943 
Van  Ordstrand,  et  ah,  in  Ohio,  noted  that  it  could 
produce  an  acute  chemical  pneumonitis.  The 
condition  resulted  from  an  overwhelming  ex- 
posure to  beryllium  dust  or  fumes  and  occurred 
in  two  metallurgical  plants  which  made  beryl- 
lium oxide  and  other  beryllium  compounds.  The 
pneumonitis  was  occasionally  quickly  fatal  but 
usually  cleared  completely  in  a few  days  or 
weeks.  During  the  following  year,  several  re- 
ports were  published  on  acute  conditions  result- 
ing from  contact  with  beryllium.  In  1945  Van 
Ordstrand  and  co-workers  summarized  the  acute 
illnesses  (skin,  eyes,  nose,  throat,  and  lungs)  due 
to  “beryllium  poisoning”  from  the  metal  and 
several  of  its  compounds.  About  one  hundred  and 
fifty  cases  of  the  acute  lesions  with  pulmonary 
edema  and  reversability  have  been  reported  in 
various  industries. 

The  chronic  effect,  with  which  we  are  con- 
cerned, is  “beryllium  granulomatosis”  or  “sar- 
coid.” It  is  a new  industrial  disease  and  it  ap- 
pears to  be  “peculiar  to  industries  utilizing  ber- 
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yllium.  ” Various  names  have  been  applied  to 
the  disease.  Its  similarity  to  a sarcoid  led  to  the 
use  of  that  term;  its  characteristic  miliary -type 
of  lesion  allowed  that  word  to  be  used ; its  con- 
trast with  the  acute  chemical  pneumonitis  sug- 
gested the  use  of  “delayed”  to  Hardy  et  al.; 
the  need  for  a distinct,  descriptive  name  caused 
Gardner  to  combine  the  etiology  and  pathology 
into  “beryllium  granulomatosis,”  which  may  be 
the  best  name. 

Beryllium — The  industries  which  use  some 
form  of  beryllium  are  surprisngly  numerous  and 
variegated.  They  include  those  which  make  cer- 
tain alloys  of  copper,  aluminum,  magnesium, 
nickel,  iron,  and  silver ; fluorescent  lamps,  in 
which  beryllium  is  a phosphor;  radio  tubes;  elec- 
tronic tubes ; incandescent  lamps ; neon-sign  tub- 
ing; x-ray-tube  windows;  electric  heating  ele- 
ments; phosphorescent  luminous  indicators;  re- 
fractories (crucibles)  ; vitreous  enamels ; gas 
mantles;  textile  fibres;  and,  by  inference,  atomic 
energy.  The  only  type  of  brass-casting  which  is 
hazardous  is  that  in  which  beryllium  is  used. 

Though  beryllium  has  been  incriminated  in  all 
cases  of  the  disease,  its  most  dangerous  form  has 
not  been  identified.  Beryllium  silicate  has  been 
suspected  as  the  causative  agent,  but  zinc  beryl- 
lium silicate  and  beryllium  oxide  compounds 
have  been  the  ones  used  in  some  hazardous  pro- 
cesses. Fumes,  powders  and  liquid  solutions 
have  all  been  the  medium  of  contact  in  different 
industries,  but  a dusty  environment  (atmo- 
spheric contamination)  is  not  correlated  with  sus- 
ceptibility to  the  chronic  disease. 

Industrial  History — The  first  knowledge  that 
an  industrial  hazard  could  produce  sarcoid  came 
from  cases  among  the  employees  of  a company 
which  ..makes  fluorescent  lamps.  The  first  case 
was  that  of  a woman  who  became  ill  in  Decem- 
ber, 1942.  Her  symptoms  were  loss  of  weight  and 
dyspnea.  An  x-ray  of  the  lungs  showed  a dif- 
fuse nodular  lesion,  unlike  tuberculosis.  She  had 
no  fever  and  there  were  no  tubercle  bacilli  in 
the  sputum.  She  died  of  what  was  called  “edema 
of  the  larynx.”  An  autopsy  showed  a “miliary 
sarcoidosis”  of  the  lungs,  with  microscopic  foci 
in  the  liver,  spleen,  and  lymph  nodes.  It  was 
similar  to  the  sarcoid  of  Boeck,  and  no  special 
significance  was  attached  to  the  case. 

In  the  recent  twelve  months,  however,  ten 
more  employees  of  the  same  plant  became  ill 
with  the  same  symptoms  and  x-ray  findings. 


Eventually,  a total  of  thirty-one  cases  were  found 
among  the  six  hundred  employees.  All  had  the 
same  pattern  of  disease;  all  had  worked  on  vari- 
ous floors  of  the  same  building;  all  had  a single 
common  factor  in  their  work — an  exposure  to 
fluorescent  powder  during  a period  of  a few 
months  in  1940-41.  Those  developing  the  disease 
were  not  necessarily  subject  to  the  greatest  ex- 
posure; some  handled  the  powder  and  some  did 
not.  No  reason  has  been  found  for  the  selective 
occurrence  in  thirty-one  out  of  six  hundred  em- 
ployees. The  plant  was  considered  “clean.” 

The  fluorescent  powder  was  composed  of  zinc 
beryllium  silicate,  magnesium  tungstate,  and 
zinc  silicate.  Contact  could  have  been  with  the 
powder,  or  a solution  of  the  powder. 

Four  cases- of  an  acnte  chemical  pneumonitis 
(similar  to  the  cases  which  Van  Ordstrand  and 
Hughes  described  as  due  to  beryllium  oxide) 
were  found  in  the  plant  which  manufactured  the 
fluorescent  powder.  There  was  obvious  exposure 
to  dusts  in  this  plant. 

Evidence  of  the  occurrence  of  the  chronic 
granulomatous  clinical  picture  in  employees  of 
other  plants  and  industries  has  been  accumulat- 
ing. Two  cases  occurred  in  another  fluorescent 
lamp  factory ; several  occurred  in  metallurgical 
plants;  a few  in  beryllium  casting  shops;  some 
in  the  radio-tube  industry ; and  several  among 
neon-sign  tube  benders.  Four  deaths  resulted 
from  a similar  chronic  disease  of  workers  in  a 
brass-casting  shop  where  alloys  of  beryllium  cop- 
per were  made.  The  true  incidence  and  distribu- 
tion of  cases  in  industry  is  still  unknown,  since 
a case-finding  search  is  not  yet  general.  The 
Saranac  Laboratory  has  a record  of  one  hundred 
cases  of  sarcoid  and  possible  sarcoid,  from  indus- 
tries with  a potential  beryllium  hazard  ; sixty 
are  considered  to  be  genuine  examples.  They 
have  personally  examined  thirty-three  of  the 
chronic  cases,  and  have  examined  material  from 
twelve  autopsies. 

Pathology-^- In  general,  there  are  two  differ- 
ent pulmonary  reactions  to  beryllium: 

1.  An  acute  pulmonary  reaction,  following- 
massive  exposure  to  dust  or  fumes  of  beryllium 
processing.  The  outcome  is  sometimes  fatal  in 
a few  days,  but  usually  clears  in  a few  days  or 
weeks.  It  is  like  a pneumonia  without  infection. 

2.  A chronic  reaction,  beginning  three  or  four 
years  after  exposure,  producing  a granulomato- 
sis and  having  a high  mortality.  The  duration 
is  from  six  months  to  four  years  and  the  prog- 
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ress  is  marked  by  cachexia,  limited  lung  func- 
tion, and  heart  failure. 

Although  the  period  of  study  and  the  number 
of  reports  have  been  limited,  it  is  believed  that 
the  results  of  beryllium  exposure  differ  slightly 
in  pathology — 

1 . from  the  same  exposure, 

2.  in  various  industries, 

3.  from  other  pneumoconioses, 

4.  from  Boeck’s  sarcoid. 

The  data  on  pathology  have  been  obtained, 
chiefly  by  Dr.  Gardner,  from  sixteen  fatal  cases. 
Four  were  acute,  but  twelve  were  of  the  chronic 
variety  (six  from  the  fluorescent-lamp  plants, 
five  from  beryllium  copper  manufacture,  and 
one  from  the  radio-tube  processing). 

The  gross  lung  lesion  in  the  chronic  disease 
is  usually  a tiny  “granuloma.”  Microscopically 
it  consists  of  a granulomatous  reaction  in  the 
alveolar  walls,  producing  a compact  prolifera- 
tion of  cells.  A central  degeneration  is  often 
present.  It  is  the  same  general  type  of  lesion  as 
a tubercle.  It  is  surrounded  by  some  degree  of 
emphysema. 

The  hilar  lymph  nodes,  other  lymph  nodes, 
liver,  and  spleen  often  contain  microscopic  le- 
sions of  the  same  type.  The  skin  lesions  are 
shott-y  papules  composed  of  granulomatous  tis- 
sue. 

Chemical  analysis  of  lung  tissues  has  shown — 

1.  low  ash  values — 1 to  3%  (the  pneumoconi- 
oses 3 to  34%). 

2.  low  silica  content — a maximum  of  4.36% 
( normal  silica  content — 7.29 % ) . 

3.  no  abnormal  amounts  of  other  metals. 

4.  too  little  beryllium  to  be  detected  by  chemi- 
cal methods,  although  one  case,  showed 
0.54%.  Spectroscopic  analysis  shows  0.1  to 
5.0  micrograms  per  6 to  7 gins,  of  dried 
lung. 

Bacteriology  — Bacterial  studies  have  shown 
the  occasional  presence  of  only  one  type  of  or- 
ganism. All  examinations  for  cocci,  other  bacilli, 
fungi,  and  tubercle  bacilli  have  been  negative 
both  in  vivo  and  at  post  mortem. 

The  occasional  organism  is  a partially  acid- 
fact  diphtheroid  bacillus  which  has  been  found 
in  the  sputum  of  a number  of  cases,  and  recov- 
ered in  small  numbers  from  the  lesions  of  several 
cases  at  post  mortem.  The  bacillus  is  quite  small, 
varies  in  morphology,  and  varies  markedly  in 
staining  characteristics, — it  is  sometimes  resist- 
ant to  decolorization  by  acid  and  alcohol ; it 


sometimes  contains  only  acid-fast  granules;  and 
it  sometimes  is  completely  decolorized.  It  re- 
quires about  two  weeks  to  develope  in  culture, 
and  grows  best  on  glucose  blood  broth  and  glu- 
cose blood  agar. 

The  organism  is  characteristic  of  these  cases, 
and  has  not  been  found  in  control  material.  (It 
is  remembered  that  small  numbers  of  acid-fast 
bacilli  have  been  found  in  the  lesions  of  Boeck's 
sarcoid,  and  that  such  lesions  rarely  caseate.) 

Experimental — The  organism  has  not  been 
found  to  be  pathogenic  for  animals.  It  has  not 
been  possible  to  produce  the  disease  in  dogs, 
rabbits,  guinea-pigs,  white  rats,  or  white  mice 
by  the  inhalation  or  injection  of  zinc  beryllium 
silicate,  beryllium  oxide,  or  mixed  phosphors  ob- 
tained from  fluorescent  lamps.  (This  is  a not- 
able difference  from  silicosis,  which  is  quite  easy 
to  produce  experimentally.)  The  suspected  com- 
pounds have  also  been  ineffective  in  combination 
with  the  acid-fast  diphtheroid  and  with  tubercle 
bacilli. 

Animal  species  vary  in  susceptibility  to  the 
toxic  effects  of  beryllium  compounds. 

The  only  chronic  lesion  which  can  be  produced 
by  beryllium  compounds  is  a highly  malignant 
bone  sarcoma  which  often  follows  the  intrave- 
nous injection  into  rabbits  of  the  relatively  in- 
soluble beryllium  oxide  and  zinc  beryllium  sili- 
cate, after  a significant  period  of  five  to  seven 
months  latency.  The  sarcomas  are  like  those  seen 
in  radium  dial  painters,  but  neither  the  tumors 
nor  beryllium  are  radioactive.  None  of  eighty 
other  minerals  or  compounds  has  produced  this 
result  in  animals,  and  there  is  no  counterpart  in 
the  bones  of  the  human  sarcoid  cases. 

It  must  be  concluded  that,  though  the  diph- 
theroid has  been  recovered  from  human  cases,  it 
has  not  been  shown  to  be  a causative  agent,  is 
not  pathogenic  for  animals  by  the  methods  used 
so  far,  and  must  be  considered  with  caution  in 
any  hypothesis.  As  Dr.  Gardner  remarked,  “No- 
body loves  a diphtheroid.” 

Clinical  Findings — The  first  formal  report  of 
clinical  data  was  published  in  September,  1946 
by  Hardy  and  Fabershaw.  They  described  sev- 
enteen cases  of  what  they  called  “delayed  cheml 
cal  pneumonitis.”  Their  report  was  supplement- 
ed by  the  data  and  review  of  Gardner  in  No- 
vember. 

The  symptoms  may  begin  any  time  up  to  five 
years  after  exposure  and  are  usually  insidious 
in  onset.  They  consist  of  anorexia,  loss  of  weight, 
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dyspnea,  and  a cough — worse  in  the  morning, 
and  sometimes  non-productive.  There  is  a vary- 
ing individual  nervous  reaction,  dependent  on 
the  personality,  anxiety,  the  presence  of  hypo- 
xemia, and  perhaps  on  the  particular  industry 
and  chemical. 

Other  symptoms  which  occasionally  occur  are 
weakness,  easy  fatigue,  sweating,  insomnia,  nau- 
sea, vomiting,  diarrhea  and  chest  pain. 

The  symptomatic  phases  of  the  disease  can  be 
divided  into  the  mild  phase  of  onset ; the  phase 
of  1 ‘ activity,  ’ ’ which  stems  from  the  first  phase, 
lasts  for  a variable  period  of  months,  and  should 
be  stabilized  for  safety ; a chronic  phase  of  con- 
stant symptoms;  and  (in  some  cases)  a terminal 
phase  which  results  from  cardio-respiratory  in- 
sufficiency. 

The  physical  signs  in  the  chest  depend  upon 
greater  transmission  of  breath  sounds  and  fremi- 
tus, a narrowing  of  the  air  passages,  and  some 
increase  in  secretions.  The  increased  transmis- 
sion of  sounds  is  generally  masked  by  a com- 
pensatory emphysema,  which  in  turn  produces 
tachypnea,  dyspnea,  cyanosis  and  the  signs  of  an 
emphysematous  chest. 

Fever  is  rare  in  uncomplicated  cases.  The  pa- 
tient is  usually  thin,  sometimes  agitated.  The 
exact  distribution  of  skin  lesions  can  not  be  de- 
duced from  the  few  cases  in  which  they  have  oc- 
curred, but  they  have  been  found  on  the  dor- 
sum of  the  hands  and  arms ; it  is  not  certain 
whether  they  are  due  to  contact.  Edema  was 
found  in  one-third  of  Hardy’s  cases,  and  two 
cases  had  clubbing  of  the  digits.  Cardiac  find- 
ings were  those  of  irritability,  occasional  right 
ventricular  enlargement,  and  in  several  cases  a 
lowering  of  the  blood  pressure. 

Changes  in  the  lungs  by  x-ray  apparently  be- 
gin abruptly  without  any  preceding  abnormal- 
ity. A maximum  pathological  change  is  reached 
in  about  two  months,  after  which  there  is  scanty 
progress  in  the  lesions.  Emphysema  can  soon  be 
noted  between  and  around  the  nodules,  with  a 
consequent  enlargement  of  lung  size,  a box- 
shaped chest,  and  a flattening  of  the  diaphragm. 
Hilar  lymph-node  enlargement  may  be  visible 
but  is  not  as  great  as  in  Boeck’s  sarcoid. 

There  are  two  lesion  patterns  by  x-ray : 

1.  A fine  miliary. strippling  which  obliterates 
the  trunk  markings,  begins  in  the  mid-lung 
fields,  and  later  becomes  generalized. 

2.  A larger  nodulation  (up  to  5 mm.),  coarser 
and  less  discrete,  with  occasional  conflu- 


ence. This  type  is  similar  to  nodular  sili- 
cosis. 

Pneumonia  is  a common  complication  and 
may  temporarily  modify  the  basic  pattern. 

There  are  no  abnormalities  of  the  bones  by 
x-ray. 

Abnormalities  of  various  laboratory  tests  are 
rarely  due  to  the  disease,  but  to  its  secondary  ef- 
fects— the  signs  of  inflammation  or  tissue  de- 
struction are  meagre ; the  signs  of  abnormal 
physiology  are  common. 

The  white  blood  count  is  usually  normal.  The 
red  blood  cells  and  hemoglobin  are  often  in- 
creased to  form  a secondary  polycythemia.  The 
sedimentation  rate  is  normal  or  only  mildly  in- 
creased. Tests  of  pulmonary  volumina  show  a 
decrease  in  respiratory  function.  The  bacteriol- 
ogy has  already  been  discussed.  The  blood  serol- 
ogy is  negative.  The  tuberculin  test  is  usually 
negative  (four  or  six  cases  in  the  Hardy  seines). 
Urinalyses  have  shown  albuminuria  and  pyuria 
in  about  half  of  the  cases,  with  an  occasional 
case  showing  microscopic  hematuria. 

The  clinical  progress  of  the  case  follows  that 
of  the  pathology  of  the  x-ray  changes  in  the 
lungs.  The  “stage  of  activity”  includes  the  de- 
velopment of  symptoms  and  the  occurence  of 
skin  lesions  (which  may  subside  later).  Sec- 
ondary respiratory  infections  are  frequent  and 
present  a serious  hazard.  The  general  prognosis 
is  said  to  be  that  of  heart  disease  and  the  com- 
mon cause  of  death  is  a right  heart  failure.  The 
mechanism  probably  depends  upon  a limitation 
of  the  capillary  size  and  network,  the  effect  of 
hypoxemia  on  the  heart  muscle,  plus  a conjectu- 
ral toxic  effect  of  the  causative  chemical. 

The  possible  mutation  of  this  kind  of  sarcoid 
into  tuberculosis  (reported  as  a frequent  occur- 
rence in  cases  of  Boeck’s  sarcoid)  is  speculative. 
The  potential  exists,  but  the  duration  of  “beryl- 
lium” sarcoid  cases  has  not  been  long  enough  to 
provide  evidence. 

Therapy  has  had  no  effect  on  the  granuloma- 
tosis. Neoarsphenamine,  the  sulfonamides,  io- 
dides, penicillin,  etc.,  have  been  valueless.  One 
case  with  a fever  and  bacteremia  was  given 
streptomycin  intramuscularly  by  Dr.  Gardner — 
the  bacteremia  cleared  during  therapy,  but  when 
the  meagre  supply  ran  out  the  culture  again  be- 
came positive ; no  clinical  or  x-ray  change  oc- 
curred. 

The  treatment  recommended  by  the  industrial 
physicians  is  symptomatic.  Rest  is  advised  dur- 


28 


Arizona  Medicine 


September,  1947 


ing  the  “active  phase. ” Excesses  and  strain  of 
any  sort  are  prohibited  and  the  patient  is  to  be 
kept  comfortable  and  cheerful.  If  the  condition 
permits,  work  is  not  only  possible  but  advisable, 
since  it  occupies  time  and  prevents  depression. 

It  would  seem  worth  while  to  try  streptomycin 
for  longer  periods  of  time,  both  by  injection  and 
inhalation.  The  occasional  presence  of  acid-fast 
organisms,  the  uncertainty  about  the  beryllium 
etiology,  and  the  gloomy  prognosis  would  make 
the  hazards  of  the  drug  unimportant.  Therapy 
would  theoretically  be  most  effective  before  fi- 
brous changes  had  occurred. 

Another  method  of  theoretical  value  would  be 
the  use  of  BAL,  the  anti-lewisite  compound 
which  has  been  effective  in  mobilizing  and  neu- 
tralizing arsenicals,  mercury,  and  gold  from  the 
tissue.  It  is  not  certainly  known  that  the  exces- 
sive presence  of  beryllium  is  a cause  of  the  dis- 
ease, nor  how  the  metal  combines  with  the  cells. 
The  results  in  our  case  have  been  negative. 

CONCLUSIONS 

Beryllium  granulomatosis  is  a new  industrial 
disease  of  great  potential  importance.  The  metal 
is  used  in  a large  number  of  processes  and  indus- 
tries throughout  the  world.  Known  or  unrecog- 
nized cases  may  appear  in  the  offices  of  Arizona 
internists  and  dermatologists  at  any  time. 

The  causative  agent  apparently  is  some  com- 
pound of  beryllium,  but  its  action  is  not  under- 
stood, its  relationship  to  a bizarre  and  sometimes 
concomitant  diphtheroid  bacillus  is  unknown, 
and  animal  experiments  have  been  fruitless. 

The  pathology  and  clinical  picture  are  quite 
standardized,  and  they  are  quite  different  from 
an  acute,  transient  lesion  which  beryllium  can 
also  cause.  The  x-ray  findings  are  similar  to  the 
pneumoconioses,  to  other  sarcoids,  and  to  certain 
forms  of  tuberculosis. 

A case  has  been  reported  which  parallels  the 
small  number  of  chronic  cases  recorded  during 
the  past  nine  months,  both  in  diagnostic  feature 
and  progress.  The  diphtheroids  have  not  been 
found  in  the  sputum,  but  a skin-biopsy  has  been 
positive.  A serious,  irritative,  cardio-vasculo- 
renal  condition  with  hypertension  has  been  pres- 
ent which,  though  not  previously  described,  has 
occurred  synchronously  with  the  exposure  to 
beryllium  and  the  development  of  the  granu- 
lomatous lesion. 

All  cases  of  sarcoidosis  should  be  investigated 
from  the  standpoint  of  occupational  history.  Cer- 


tain methods  of  treatment  remain  to  be  given  a 
more  adequate  trial,  but  the  only  reliance  at 
present  should  be  on  prevention.  Beryllium 
compounds  must  be  handled  as  potentially  dan- 
gerous materials. 


X-ray  of  chest  of  Mr.  Clifford  McKay,  April 
6,  1947. 

Disseminated  pulmonary  fibrosis  with  multiple 
discreet  nodulations  throughout  both  lungs. 

This  x-ray  is  typical  of  all  those  taken  between 
August,  1946  and  August,  1947  with  the  exception 
that  on  two  occasions  the  patch  of  pneumonitis 
appeared  temporarily. 
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"\7\ERV  few,  if  any,  of  the  younger  physicians 
V are  acquainted  with  the  methods  and  the 


interpretation  of  the  results  of  an  adequate 
physical  examination  of  the  chest.  This  is  due  to 
the  fact  that  they  have  not  been  taught  these 
fundamental  principles,  because  their  teachers 
either  did  not  know  them  or  deemed  them  un- 
necessary. The  idea  has  become  prevalent  that 
roentgenograms  of  the  chest  is  the  only  exam- 
ination of  the  lungs  that  is  necessary  and  that 
such  an  examination  gives  all  information  which 
can  be  obtained.  Such  an  idea  is  pernicious  and 
false,  and  is  not  only  increasing  the  cost  of  med- 
ical care  unnecessarily  in  many  instances,  but  in 
many  other  instances  causes  the  patient  to  re- 
ceive inferior,  inadequate  and  improper  medical 
care.  The  advancement  of  medicine  always  has 
been  and  always  will  lie  by  the  addition  of  ad- 
vancements to  our  known  and  established  knowl- 
edge and  not  by  discarding  old  and  time  estab- 
lished methods.  Such  methods  will  never  become 
antiquated,  because  they  have  become  thoroughly 
established  by  the  past  Mental  Giants  of  our 
profession.  It  is  not  my  intention  to  belittle  the 
roentgenograms  of  the  chest.  We  have  over- 
emphasized them  for  many  years  in  order  that 
they  should  be  employed  in  their  proper  place. 
Such  an  emphasis,  however,  has  caused  many 
physicians  to  forget,  or  never  have  learned,  cer- 
tain fundamentals  of  the  physical  examination 
of  the  chest.  In  other  words,  the  pendulum  has 
swung  too  far. 

The  outstanding  deficit  in  knowledge  appears 
to  be  in  regards  to  excursions  of  the  chest  and 

Presented  at  the  Annual  Meeting  of  Arizona  State  Medical 
Association,  Phoenix,  May  3,  1946. 


to  immediate  auscultation  and  immediate  per- 
cussion. The  mechanism  of  excursion  of  the  dif- 
ferent components  of  the  chest  has  not  been  em- 
phasized to  most  medical  students.  Very  few  in- 
ternes, residents  and  young  physicians  are  fa- 
miliar with  available  methods  to  ascertain  the 
different  excursions  of  the  thorax  and  they  are 
unable  to  interpret  the  observed  alterations  of 
excursions  in  the  different  abnormalities  with- 
in the  chest.  A brief  outline  of  these  points  will 
be  the  subject  of  this  discussion. 

The  volume  of  the  thoracic  cavity  is  altered 
by  movements  of  the  thoracic  cage  and  dia- 
phragm. The  undulatory  character  of  the  move- 
ment of  the  second,  third,  fourth  and  fifth  ribs 
is  the  normal  mechanism  of  movement  of  these 
ribs  and  certain  diseases  of  the  underlying  lung 
will  cause  this  undulatory  character  of  move- 
ment to  disappear  and  he  replaced  by  simul- 


Figure  1.  The  method  of  ascertaining  the  un- 
dulatory movement  of  the  ribs  is  shown  di- 
agramatically. 


Arizona  Medicine 


September,  1947 


30 

taneous  movements  of  all  these  ribs.  The  undu- 
latory  movement  of  these  ribs  can  be  ascertained 
by  placing  a finger  in  the  intercostal  space  above 
each  rib  and  exerting  pressure  firmly  posteri- 
orly and  caudally,  as  shown  in  figure  1.  By  this 
procedure  the  second  rib  is  felt  to  move  up,  fol- 
lowed by  the  third,  then  the  fourth  and  then 
the  fifth  during  inspiration.  The  reverse  order 
of  movement  is  observed  during  expiration.  Loss 
of  this  undulatory  movement,  as  emphasized  by 
Hoover,  signifies  disease  in  the  underlying  lung. 
It  may  be  the  first  objective  manifestation  ob- 
tainable in  pneumonia  and  I have  observed  it  as 
long  as  24  to  48  hours  before  pneumonic  con- 
solidation could  be  ascertained  by  any  other 
method  including  the  roentgenograms.  A patient 
recently  observed  illustrates  another  value  of 
this  method  of  examination.  In  this  case  the  left 
thoracic  cage  was  smaller  and  moved  less  than 
the  right.  The  undulatory  movement  of  the  ribs 
was  present,  however,  and  its  presence  signified 
that  the  observed  abnormalities  were  not  due  to 
disease  in  the  underlying  lung  but  to  something 
within  the  chest  wall.  A scoliosis  of  the  spine, 
which  could  have  easily  been  overlooked,  ac- 
counted for  the  observed  abnormality  of  the  tho- 
racic cage. 

Study  of  the  excursions  of  the  thorax  should 
include  not  only  the  extent,  but  also  the  vigor  of 
movement.  The  excursion  of  the  two  sides  of  the 
thoracic  cage  ascertained  with  the  patient  in  the 
supine  position  by  a combination  of  palpation 
and  inspection  becomes  more  valuable  and  ab- 
normalities can  be  ascertained  earlier  if  slight, 
but  firm  pressure  is  applied  by  the  palpating 
hands.  By  this  method  the  extent  and  vigor  of 
movement  of  the  two  sides  can  be  ascertained 


Figure  2.  The  method  for  estimating  the  ex- 
tent and  vigor  of  movement  of  the  medial  costal 
margins. 


Figure  .3.  The  method  for  estimating  the  ex- 
tent and  vigor  of  movement  of  the  lateral  costal 
margins. 

during  quiet  and  deep  inspiration.  In  many  in- 
stances alterations  in  extent  or  vigor  of  excur- 
sions will  be  apparent  only  during  quiet  and 
not  forced  inspiration.  In  many  others  the  re- 
verse will  be  true. 

The  costal  margins  move  outward  and  upward 
with  vigor  during  inspiration  in  the  normal  in- 
dividual. This  is  due  to  the  mechanical  advant- 
age of  the  intercostal  muscles  over  that  of  the 
diaphragm  during  inspiration.  Alterations  in 
the  extent  and  vigor  of  movement  of  the  costal 
margins,  as  pointed  out  by  Hoover,  reflects  al- 
terations in  the  mechanical  relationship  between 
the  intercostal  muscles  and  the  diaphragm.  Such 
alterations,  thereby,  reflect  abnormalities  with- 
in the  thoracic  cavity.  The  extent  and  vigor  of 
the  excursions  of  the  medical  costal  margins  can 
be  ascertained  by  placing  the  thumbs  along  the 
medial  costal  margins  with  the  fingers  extending 
laterally  along  the  ribs,  and  by  exerting  slight 
but  firm  pressure  with  the  hands  and  thumb,  as 
shown  in  figure  2.  A decrease  in  vigor  or  lag  in 
movement  of  one  medial  costal  margin  indicates 
that  the  diaphragm  on  that  side  is  depressed  and 
has  obtained  the  mechanical  advantage  over  the 
intercostal  muscles.  Should  the  costal  margin 
not  move  or  lie  pulled  in  the  diaphragm,  there- 
fore, has  a great  advantage  over  the  intercostal 
muscles  because  it  is  depressed  greatly.  The  ex- 
tent and  vigor  of  excursions  of  the  lateral  cos- 
tal margins  are  ascertained  by  placing  the  ex- 
tended fingers  along  the  lateral  costal  margins 
with  exertion  of  firm  and  gentle  pressure  as 
shown  in  figure  3.  Normally  they  move  outward 
with  vigor  and  should  the  lateral  costal  margins 
not  move  outward  or  should  they  pull  inward. 
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Figure  4.  The  relationship  of  the  diaphragms 
and  costal  margins  shown  cUagramatically. 

the  diaphragm  has  been  pushed  downward  and 
lias  the  mechanical  advantage  over  the  inter- 
costal muscles.  If,  on  the  other  hand,  the  costal 
margins  flare,  or  the  movement  is  greater  than 
normally,  the  reverse  alteration  in  the  relation- 
ship has  occurred.  Such  an  alteration  indicates 
that  the  diaphragm  has  become  elevated.  A di- 
agramatic  representation  of  the  relationship  of 
the  diaphragm  and  costal  margins  in  a normal 
person  is  shown  in  figure  4.  Depression  of  the 
right  diaphragm  by  fluid  in  the  pleural  cavity 
is  shown  diagrmatically  in  figure  5.  This  al- 
teration produces  a decrease  in  the  extent  and 
vigor  of  the  excursions  of  the  medial  and  lateral 
costal  margins  on  the  right  side.  An  elevation  of 
the  right  diaphragm  is  shown  cliagramatically  in 
figure  6,  and  in  such  a case  the  right  medial 
and  lateral  costal  margins  would  flare  or  move 
more  than  normally.  These  two  conditions  can 
be  differentiated  easily  by  ascertaining  the 
above  alterations  of  thoracic  excursions. 


Figure  5.  Depression  of  the  right  diaphragm 
hy  fluid  in  the  right  pleural  cavity  and  decreased 
excursions  of  the  costal  margins  are  shown  di- 
agramatically. 


Percussion  of  the  lungs  was  described  by 
Auenbrugger  and  the  mediate  method  produces 
a more  sonorous  note.  This  is  the  preferable 
method  to  ascertain  the  pitch  and  quality  of  the 
percussion  note  of  the  lung.  The  immediate 
method,  on  the  other  hand,  is  the  preferable 
method  to  obtain  borders  or  changes  in  relative 
density.  The  immediate  method  is  obtained  by 
stretching  the  skin  and  subcutaneous  tissue 
tightly  over  the  chest  wall  and  striking  the 
chest  wall  over  this  area  with  a penetrating, 
dampening  blow  with  the  terminal  portion  of 
one  finger.  Immediate  percussion  is  employed 
usually  to  ascertain  the  height  of  the  diaphragms, 
cardiac  borders,  width  or  displacement  of  the 
mediastinum,  borders  of  fluid  or  consolidation. 
Lack  of  training  and  experience  with  this  meth- 
od of  percussion  causes  many  a physician  to  miss 


Figure  6.  Elevation  of  the  right  diaphragm 
due  to  atelectasis  of  the  right  lung  with  flareing 
of  the  right  costal  margins  are  shown  diagramat- 
ically. 

a displaced  mediastinum,  widened  mediastinum, 
enlarged  heart  and  other  alterations  of  borders 
within  the  thoracic  cage;  and,  therefore,  to  'n- 
terpretate  erroneously  the  other  subjective  and 
objective  manifestations. 

Immediate  auscultation  was  emphasized  by 
Hippocrates  and  employed  through  the  centuries 
until  Laennec  invented  the  stethoscope  and  since 
that  time  mediate  auscultation  has  gradually  re- 
placed the  immediate  method.  Immediate  aus- 
cultation should  not  be  discarded.  It  has  its 
place  in  the  physical  examination  of  the  patient 
and  cannot  be  replaced  by  any  other  known 
method  at  the  present  time.  In  cases  of  pleural 
effusion  the  breath  sounds  may  be  completely 
obliterated  by  the  mediate  method,  but  distant 
bronchial  breathing  may  be  elicited  by  the  irn- 
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mediate  method.  In  instances  of  deep  consolida- 
tion and  in  abscess  of  the  lung  the  immediate 
method  of  auscultation  may  be  of  invaluable  aid. 

Mediate  ausculatation  is  preferable  to  ascer- 
tain the  presence  or  absence  of  adventitious 
sounds  such  as  rales.  These  adventitious  sounds, 
however,  may  not  be  elicited  in  instances  of  dif- 
fuse or  localized  bronchitis  or  in  cases  of  early 
parenchymatous  pulmonary  lesions  until  after  a 
few  light,  but  deep  coughs.  In  addition,  the 
characteristic  wheeze  of  partial  bronchial  ob- 
struction may  not  be  elicited  until  after  such 
coughs.  Such  coughing  should  not  be  too  long 


or  too  vigorous.  If  so,  the  rales  may  not  persist 
for  a sufficient  period  to  permit  detection. 

SUMMARY 

Adequate  and  proper  physical  examination  of 
the  lungs  is  rapidly  being  replaced  by  roent- 
genograms of  the  chest. 

The  main  deficiency  in  the  physical  examina- 
tion of  the  lungs  concerns  itself  chiefly  with  lack 
of  information  regarding  the  different  excur- 
sions of  the  thoracic  cage  and  the  abnormalities 
which  may  produce  alterations  of  the  excursions, 
and  with  inadequate  information  regarding  im- 
mediate percussion  and  immediate  auscultation. 


THE  CARE  OF  THORACIC  INJURIES* 

PAUL  C.  SAMSON,  M.  D.,  F.  C.  C.  P. 

Oakland,  Calif or  ni a 


T)  ASEL)  primarily  on  the  experience  of  many 
surgeons  in  the  recent  war,  the  care  of  tho- 
racic injuries  has  now  become  more  standardized 
than  before1. 

Discussion  will  be  limited  to  those  aspects  of 
care  which  are  most  commonly  utilized  in  the 
treatment  of  civilian-type  (closed)  injuries.  It 
must  be  emphasized  from  the  start  that  early 
thoracotomy  is  almost  never  advisable  in  civilian 
injuries.  Excepting  rare,  specific  indications, 
more  harm  than  good  will  result  from  immedi- 
ate operation. 

In  its  broad  outlines,  proper  therapy  is  based 
upon  one’s  ability  to  correct  disturbances  in 
cardiorespiratory  physiology  resulting  from 
pain,  anoxia,  excessive  secretions  in  the  bron- 
chial tree,  (traumatic  wet  lung),  hemopneumo- 
thorax,  pressure  pneumothorax,  severe  hemor- 
rhage, and  rarely,  cardiac  trauma  and  medi- 
astinal emphysema.  Many  of  the  procedures  to 
be  described  necessarily  are  carried  out  almost 
simultaneously2. 

In  most  thoracic  injuries  clinical  shock  is  pre- 
dominately due  to  impaired  cardiorespiratory 
function  and  not  to  loss  of  blood.  Re-establish- 
ment  of  a normal  cardiorespiratory  balance 
usually  will  correct  shock  without  recourse  to 
intravenous  fluids.  When  hemorrhage  is  a fac- 
tor the  immediate  replacement  therapy  should 
be  with  blood  rather  than  with  crystalloids. 

♦Presented  at  the  Annual  Meeting.  Arizona  Chapter,  Ameri- 
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THORACIC  PAIN 

Pain  is  associated  with  every  type  and  degree 
of  thoracic  injury.  Severe  pain  plays  an  im- 
portant role  in  the  perpetuation  of  shock.  The 
prompt  relief  of  incapacitating  pain  becomes, 
therefore,  a vital  necessity. 

In  the  past,  adhesive  strapping  has  been  the 
most  frequently  used  means  of  attempting  to 
control  pain.  Regardless  of  how  applied,  strap- 
ping has  frequently  increased  discomfort  and  is 
essentially  unphysiologic.  The  thoracic  cage  is 
compressed  and  respiratory  excursion  limited. 
The  efficiency  of  the  cough  is  reduced  which 
favors  the  retention  of  excessive  bronhcial  secre- 
tions. Adhesive  strapping  is  now  reserved  al- 
most solely  for  patients  with  multiple  anterior 
and  posterior  rib  fractures  who  exhibit  “flail" 
chest  and  paradoxical  respirations. 

Morphine  and  codein  in  large  amounts  are  ex- 
pressly contraindicated  for  the  control  of  pain 
(Figure  1).  Respirations  are  depressed  and  the 
cough  reflex  is  dulled.  Retention  of  broncho- 
pulmonary secretions  and  severe  anoxia  fre- 
quently follow. 

Intercostal  nerve  block  has  emerged  as  the 
sine  qua  non  in  the  treatment  of  thoracic  pain3. 
It  can  be  performed  regionally,  paravertebrally 
(usually  including  injection  of  the  sympathetic 
chain),  or  locally,  at  the  site  of  fractured  ribs. 
In  my  experience  a regional  block  produced  at 
the  angles  of  the  ribs  has  been  the  most  con- 
venient and  the  most  effective.  In  planning  the 
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Figure  1.  Graph  illustrating  the  clinical  course 
of  a man,  aged  65,  who  suffered  a “steering- 
wheel”  injury  of  the  right  chest.  There  were  mul- 
tiple anterolatera  lrib  fractures  and  severe  trau- 
matic wet  lung.  No  hemothorax.  Note  the  ill- 
advised  use  of  large  amounts  of  opiates  during 
the  first  two  days  for  the  control  of  pain.  Il- 
luminating abstracts  from  nurse’s  notes:  4-20 

“Breathing  difficult — cannot  cough;”  4-21  “Inter- 
mittant  cyanosis — severe  pain  in  chest — respira- 
tion gasping”;  4-22  “Confused — apprehensive — . 
gurgling  respirations.  8 p.m.  Intercostal  nerve 
block  on  right,  patient  coughed  and  raised  2-3oz. 
of  purulent  blood-tinged  sputum — patient  doz- 
ing— pulse  good  quality”;  4-23  “Cough  productive 
— slight  recurrence  of  chest  pain”;  4-24  “Pulse 
good  quality — greatly  improved”;  4-24  “Cough 
productive  of  thick  yellow  material”;  4-25  “Cough 
productive,  raises  clear  tenacious  mucus.”  This 
patient  recovered  completely. 

injection  the  area  of  skin  tenderness  is  outlined 
and  an  additional  two  nerves  above  and  below 
the  painful  area  are  injected.  There  is  never  any 
hesitancy  in  injecting  ten  or  eleven  nerves  on 
one  side  or  bilaterally.  In  nearly  all  instances 
the  pain  relieving  effects  of  nerve  block  have 
lasted  for  at  least  24  hours ; often  only  one  in- 
jection has  been  needed  for  permanent  relief. 
Obviously  nerve  blocks  are  repeated  as  often  as 
necessary  but  in  no  instances  have  more  than 
three  separate  blocks  been  required. 

Intercostal  nerve  block  is  best  performed  with 
the  patient  in  the  lateral  recumbent  position  and 
the  scapula  well  forward.  One  per  cent  procaine 
solution  is  employed  and  5 c.c.  are  injected  into 
each  nerve.  A small  wheal  is  raised  over  the  mid- 
point of  each  rib  at  its  angle.  Following  this,  a 
slightly  larger  injection  needle  with  the  bevel 
faced  cephalad  is  inserted  to  the  rib,  then  re- 
directed until  the  point  just  clears  the  inferior 
margin  of  the  same  rib.  The  needle  is  then  ad- 
vanced 0.5  cm.  and  if  aspiration  is  negative  for 
blood  the  procaine  solution  is  injected. 

EXCESSIVS  BRONCHOPULMONARY 
- FLUIDS 

(Traumatic  Wet  Lung) 

Thoracic  injury  frequently  results  in  the  de- 
velopment of  increased  fluids  in  the  tracheo- 


bronchial tree4'  (i.  They  may  be  so  small  in 
amount  as  to  be  unrecognizable,  or  so  excessive 
that  death  may  ensue  unless  the  situation  is  rec- 
ognized and  corrected  (Figure  2).  The  fluids 
may  be  composed  of  blood  from  pulmonary  con- 
tusion ; tenacious  mucus,  the  result  of  increased 
bronchosecretory  activity;  purulent  exudate 
from  a pre-existing  or  developing  bronchitis ; 
and  transudate  (edema)  fluid. 

The  signs  and  symptoms  of  a full-blown  wet 
lung  must  not  be  ignored.  The  patient  is  dysp- 
neic,  often  apprehensive.  He  has  a harrassing, 
wet,  painful  cough.  The  cough  is  non-effectual 
in  that  only  small  amounts  of  sputum  are  raised 
and  the  bubbling  character  of  the  respirations 
persist.  The  fact  that  the  cough  is  continual, 
even  though  slightly  productive,  is  pathogno- 
monic of  inadequate  bronchial  drainage.  Oral 
wheezes  are  prominent  and  rhonchi  are  heard 
constantly  over  one  or  both  sides  of  the  chest. 

The  aim  of  treatment  is  to  improve  broncho- 
pulmonary drainage.  Proposed  surgery  must 
await  the  establishment  and  maintenance  of  an 
open  airway.  Thoracic  pain  is  relieved  by  nerve 
block  and  voluntary  cough  is  urged.  These  may 
be  the  only  measures  necessary  (Figure  1).  Me- 
chanical suction  is  resorted  to  without  delay  if 
signs  persist.  Either  tracheobronchial  catheter 
aspiration  or  bronchoscopy  is  employed.  The 
equipment  for  the  former  is  simple  and  the 
technique  should  be  mastered  without  difficul- 
ty7-8 (Figure  3).  Catheter  aspiration  can  be 
used  as  often  as  is  necessary.  Bronchoscopy  is 
reserved  for  patients  in  whom  catheter  aspira- 
tion does  not  give  relief  or  in  whom  there  are 
signs  of  massive  atelectasis.  It  has  been  per- 
formed twice  daily  without  ill  effect. 

Oxygen  should  be  administered  before  cyano- 
sis develops,  if  there  are  early  symptoms  of  an- 
oxia (extreme  restlessness,  apprehension,  dysp- 
nea, or  sustained  rapid  pulse). 

HEMOTHORAX 

Hemothorax  and  hemopneumothorax  are  the 
most  common  complications  of  thoracic  injury. 
Prior  to  the  war  there  was  much  diversity  of 
opinion  as  to  treatment.  We  now  commence  as- 
pirations early  and  continue  them  daily  as  long 
as  one  hundred  c.c.  or  more  of  fluid  can  be  ob- 
tained. Aspirations  should  be  undertaken  with- 
in a few  hours  of  injury  if  the  collection  of  fluid 
embarrasses  respiration.  In  an  emergency  this 
blood  may  be  used  as  an  autotransfusion.  Air 
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replacement  is  not  employed.  One  thousand  e.c. 
of  blood  and  air  usually  can  be  removed  without  ' 
danger  at  a single  aspiration.  Thoracentesis 
should  he  stopped  if  the  patient  becomes  faint, 
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Figure  2.  A.  Portable  film,  clay  of  injury,  male, 
aged  58.  There  are  bilateral  pulmonary  contusion, 
small  left-sided  hemothorax,  rib  fractures  3 to  9 
inclusive  on  the  left,  and  fractures  of  the  4th,  5th, 
and  6th  ribs  on  the  right. 

B.  Portable  film,  9 days  later.  Still  critically  ill 
and  confused  most  of  the  time  in  spite  of  inten- 
sive therapy.  There  are  now  bilateral  suppura- 
tive bronchopneumonitis;  left-sided  hemothorax; 
right-sided  hemopneumothorax.  Rapid  recovery 
shortly  after  this  date.  Patient  discharged  from 
hospital  13  days  later.  During  one  week’s  time 
the  following  therapy  was  given:  Intercostal 
nerve  block,  left;  thoracentesis,  left;  thoracente- 
sis, right,  three  times;  tracheobronchial  catheter 
aspirations,  15  times;  bronchoscopy,  blood  trans- 
fusion, 3 times.  No  other  combination  of  ther- 
apy would  have  cured  this  individual.  A sugges- 
tion by  the  referring  physician  that  early  surgery 
should  be  done  during  this  period  to  “wire"  the 
fractured  ribs  was  not  considered.  The  fractured 
ribs  were  not  causing  the  patient’s  difficulties 
and  surgery  would  have  resulted  fatally. 

C.  Roentgenogram  6 months  following  injury. 
The  fractures  healed  well  without  recourse  to 
surgery. 


dizzy,  complains  of  a tight  chest,  or  commences 
to  cough  violently.  If  these  signs  develop  after 
the  removal  of  only  three  hundred  or  four  hun- 
dred c.c.,  it  is  highly  suggestive  that  pulmonary 
atelectasis  is  present. 

Air  is  likewise  aspirated  as  found.  Occasion- 
ally all  blood  may  be  aspirated  and  a “residual” 
pneumothorax  remains,  due  to  a small  continu- 
ing air-leak.  If,  on  two  successive  aspirations, 
large  amounts  of  air  are  removed  without  re- 
expanding the  lung,  further  procedures  may  be 
necessary.  An  intercostal  catheter  is  introduced 
into  the  space  and  attached  to  a water-seal  drain- 
age bottle.  This  is  consistently  effective  in  rap- 
idly overcoming  a residual  pneumothorax  (Fig- 
ure 4). 

It  is  true  that  in  many  instances  no  harm  has 
resulted  from  a residual  pneumothorax  of  some 
days’  or  weeks”  duration.  It  is  always  prefer- 
able, howfever,  to  re-expand  the  lung  and  obliter- 
ate the  pleural  space  as  rapidly  as  possible. 

PRESSURE  PNEUMOTHORAX 

While  infrequent,  this  complication  may  be 
fatal  if  unrecognized.  The  most  frequent  cause 
is  a pulmonary  laceration  in  which  the  bronchial 
opening  acts  as  a check  valve.  During  inspira- 
tion gradually  increasing  amounts  of  air  are 
trapped  in  the  pleural  cavity.  The  diagnosis  is 
based  on  the  findings  of  dyspnea,  a hyperreso- 
nant hemothorax,  absent  breath  sounds  and  a 
shift  of  the  heart  and  mediastinum  to  the  oppo- 
site side.  In  the  purely  emergency  treatment  of 
pressure  pneumothorax  a large-bore  needle 
should  be  plunged  into  an  upper  anterior  inter- 
costal space  and  attached  to  a water-trap  bottle. 
The  needle  should  not  be  left  indwelling  more 


Figure  3.  Simple  apparatus  for  tracheobron- 
chial catheter  aspiration.  A number  18F  catheter 
with  extra  holes  in  side  and  end.  By  use  of  a 
bent  wire,  a 45°  angle  is  made  in  the  distal  three 
inches  and  the  tube  autoclaved  at  10  pounds  for 
10  minutes  to  preserve  the  angle.  The  metal  con- 
necting tube  has  a convenient  finger  control  for 
regulating  suction. 


Yol.  4,  Xo.  5 


Arizona  Medicine 


35 


ABC 

Figure  4.  A.  Penetrating  gunshot  wound  of 
chest  and  vertebra.  Paralysis  of  lower  extremi- 
ties. Laminectomy  with  slow  partial  recovery 
from  paralysis.  Intercostal  nerve  block  and  two 
thoracenteses  have  preceded  this  roentgenogram. 
The  patient  is  coughing  poorly.  There  is  atelecta- 
sis of  right  middle  lobe  and  persisting  hemopneu- 
mothorax. 

B.  Six  days  later.  A bronchoscopy  and  two  ad- 
ditional thoracenteses  have  been  performed.  The 
lung  is  clear  but  the  residual  pneumothorax  has 
increased. 

C.  Twenty-four  hours  after  the  introduction  of 
an  intercostal  Pezzar  catheter.  The  lung  promptly 
and  permanently  re-expanded. 

than  a few  hours.  If  air  continues  to  bubble 
through  the  water-trap  system  or,  if  examination 
shows  that  the  lung  is  not  expanding,  a number 
18F  or  20 F catheter  is  to  be  substituted  for  the 
needle  and  attached  to  a water  seal.  A Malecot 
or  Pezzar  catheter  can  be  used  for  this  purpose. 
The  lung  will  expand  only  if  the  caliber  of  the 
drain  is  larger  than  the  caliber  of  the  bronchial 
opening ; frequently  the  catheter  will  be  success- 
ful in  controlling  pressure  pneumothorax  when  a 
needle  has  failed. 

If,  after  twenty-four  hours,  the  lung  has  not 
commenced  to  re-expand,  surgery  should  be  per- 
formed to  repair  a probable  laceration  in  a large 
bronchus  or  the  mediastinal  trachea. 

MEDIASTINAL  EMPHYSEMA 

This  complication  rarely  causes  mediastinal 
pressure  and  is  usually  of  no  clinical  signifi- 
cance. Frequently  the  supposed  pressure  symp- 
toms from  mediastinal  emphysema  are  due  to 
a concomitant  pressure  pneumothorax  which 
should  be  controlled  as  described  above.  Supra- 
sternal incisions  into  the  deep  fascial  planes 
rarely  may  be  necessary  as  an  emergency  meas- 
ure to  relieve  pressure  within  the  mediastinum. 

CARDIAC  INJURIES 

Cardiac  injuries  may  be  of  two  kinds.  The 
heart  may  suffer  an  actual  penetrating  or  per- 
forating wound  from  stabbing  or  from  a bullet. 


Cardiac  tamponade  frequently  accompanies  civi- 
lian cardiac  wounds  although  it  was  rare,  fol- 
lowing war  wounds.  If  tamponade  develops  slow- 
ly it  often  can  be  controlled  by  aspiration. 
Should  symptoms  of  pressure  recur  surgery  will 
be  necessary. 

The  second  type  of  cardiac  injury  is  probably 
more  common  than  is  realized  (Figure  5).  It  is 
a cardiac  contusion,  typically  the  result  of  the 
so-called  ‘'steering-wheel”  injury.  The  symp- 
toms are  those  primarily  of  cardiac  dysfunction : 
rapid  pulse;  irregularities  of  rhythm;  occasional 
bradycardia ; and  continued  shock,  out  of  pro- 
portion to  the  amount  of  obvious  injury.  Peri- 
cardial fluid  may  accompany  such  injuries.  If 
a diagnosis  is  suspected,  confirmation  can  be  ob- 
tained by  electrocardiographic  studies. 

Such  injuries  are  serious  and  the  patient 
should  be  treated  as  if  he  had  a coronary  occlu- 
sion. 

SEVERE  INTRATHORACIC 
HEMORRHAGE 

In  the  presence  of  severe  continuing  hemor- 
rhage early  operation  is  necessary.  Diagnosis  is 
not  always  easy  to  make.  As  indicated  above, 
early  thoracotomy  usually  will  do  more  harm 
than  good  unless  specific  indications  exist.  The 
presence  of  from  1000  to  1500  c.c;  of  bloody 
fluid  in  the  pleural  cavity  a few  hours  after  in- 
jury does  not,  in  itself,  indicate  life  endangering 
hemorrhage.  Severe  hemorrhage  from  the  pul- 
monary parenchyma  or  from  intercostal  vessels 
is  exceedingly  rare.  The  following  criteria  have 
been  the  most  reliable  guides  to  serious  contin- 
ued hemorrhage:  (1)  A blood  pressure  which 


Figure  5.  Severe  myocardial  contusion  and  en- 
docardial mural  thrombi  accompanying  a tangen- 
tial sucking  wound  of  the  anterior  left  chest. 
The  pericardium  was  intact.  Continued  dyspnea, 
cyanosis  and  sustained  rapid  pulse  out  of  pro- 
portion to  the  extent  of  the  visible  injury.  Car- 
diac death,  17  hours  after  wounding. 
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fails  to  rise  with  apparent  adequate  blood  trans- 
fusion as  high  as  2000  c.c.  or  having  risen  to  rel- 
atively normal  levels,  falls  again;  (2)  Re-ac- 
cumulation of  from  1500  to  2000  c.c.  of  blood  in 
the  pleural  cavity  within  24  hours  of  the  initial 
aspiration  of  a similar  large  amount;  (3)  Per- 
sisting severe  anemia  in  spite  of  blood  replace- 
ment, as  determined  by  serial  hematocrit  read- 
ing. 

SURGERY  IN  THORACIC  INJURIES 

Early  surgery  is  almost  never  indicated  in 
patients  suffering  from  the  nsnal  type  of  civi- 
lian thoracic  injury.  Even  patients  with  exten- 
sive fractures  of  ribs  should  not  he  subjected  to 
early  open  operation.  Stab  wounds  and  small- 
caliber  gun  shot  wounds  are  seen  but  the  wound, 
per  se,  does  not  make  thoracotomy  necessary 
although  it  may  be  associated  with  a large  hemo- 
thorax or  extensive  pulmonary  contusion.  The 
lung,  in  particular,  has  remarkable  recupera- 
tive powers  and  early  lobectomy  or  pneumonec- 
tomy is  almost  always  ill-advised. 

Whether  due  to  wound  or  injury  there  are 
but  rare  specific  indications  for  early  explora- 
tion: Severe  continuing  hemorrhage;  wounds 
of  the  heart  with  early  or  repeated  tamponade; 
esophageal  lacerations;  tears  of  trachea  or  large 
bronchi ; suspected  thoraeo-abdominal  involve- 
ment. Regarding  the  latter  indication,  space 
does  not  permit  full  discussion.  The  approach 
may  be  abdominal  or  thoracic  depending  upon 
the  location  and  extent  of  the  damage  in  the 
two  cavities.  The  development  of  a “flail” 
chest  from  multiple  anterior  and  posterior  frac- 
tures may  necessitate  some  type  of  operative 
immobilization  although  most  of  these  can  be 
stabilized  by  adhesive  strapping.  Depressed  or 
mobile  fractures  of  the  sternum  may  need  early 
surgical  correction.  Rarely,  one  may  see  suck- 
ing wounds  or  partial  avulsions  of  the  thoracic 
wall  caused  by  the  discharge  of  a shotgun.  These 
must  be  debrided  widely  and  a layered  closure 
performed  following  the  dicta  established  dur- 
ing the  war. 

Belayed  surgery  (from  weeks  to  months  after 
surgery)  may  be  indicated  to  correct  post- 
traumatic  complications.  On  two  occasions  I have 
operated  because  fractured  rib-ends  continued  to 
cause  pain  and  pleural  irritation  after  several 
months.  In  both,  the  fractured  stumps  were  re- 
moved subperiosteal ly  rather  than  attempting 
wire  stabilization.  Occasionally  persisting  or  de- 


veloping intercostal  nerve  pain  due  to  scar  or  ir- 
regular periosteal  bone  formation  may  require 
neurolysis  or  neurectomy. 

A residual  pneumothorax  may  persist  indicat- 
ing the  presence  of  a permanent  bronchial  fis- 
tula. Open  operation  should  be  performed  after 
suitable  conservative  measures  have  been  tried. 
The  fistula  may  be  excised  or  a wedge  resection 
of  damaged  lung  performed. 

Foreign  bodies  larger  than  1.5  cm.  in  diameter 
probably  should  be  removed  from  the  lung  with- 
in a week  or  two  of  injury  and  always  should  be 
removed  from  the  pleural  cavity.  Experience 
shows  that  foreign  bodies  in  the  pleural  cavity 
are  associated  with  a higher  incidence  of  intra- 
pleural infection  than  are  foreign  bodies  in  the 
lung.  Intrathoracic  foreign  body  may  be  an  ad- 
ditional indication  for  surgery  in  the  presence 
of  a complicated  hemothorax. 

The  bulk  of  delayed  surgery  in  thoracic  injury 
is  concerned  in  managing  the  complications  of 
hemothorax:  clotting,  organization,  and  infec- 
tion. It  is  now  known  that  blood  clots  frequent- 
ly in  the  pleural  cavity.  In  many  patients  this 
has  had  little  clinical  significance  since  the  clots 
have  been  removed  by  thoracentesis,  or  absorp- 
tion hastened  by  breathing  exercises9.  In  an  ap- 
preciable percentage,  however,  the  hlood  cannot 
be  aspirated.  The  intrapleural  infection  rate  is 
higher  in  these  eases  and  organization  frequent- 
ly takes  place. 

Hemo-organization  is  the  phenomenon  of  pro- 
liferation of  fibroblasts  and  angioblasts  into  the 
clot  from  the  visceral  and  parietal  pleural  sur- 
faces. The  organization  progresses  with  eventual 
formation  of  a firm  peel  or  fibroblastic  mem- 
brane which  may  reach  the  thickness  of  a centi- 
meter or  greater.  The  outer  or  older  aspect  (that 
adherent  to  the  pleural  surfaces)  eventually  be- 
comes composed  of  adult  fibrous  tissue.  It  is 
of  extreme  importance  to  recognize  that  in  these 
cases  there  is  no  thickening  of  the  visceral  pleura 
(Figure  6). 

Recognition  of  the  pathology  of  hemo-organ- 
ization  has  been  of  great  importance  in  the  re- 
evaluation  and  re-employment  of  pulmonary  de- 
cortication. In  cases  of  uninfected,  organizing 
hemothorax,  this  operation  is  employed  from 
four  to  six  weeks  following  injury  when  roent- 
genograms show  a generalized  hazy  chest  or 
when  the  patient  exhibits  retraction  of  intercos- 
tal spaces,  poor  expansion,  diffuse  thoracic  pain, 
or  dyspnea.  Without  operation,  these  patients 
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develop  chronic  fibrothorax  and  become  perma- 
nent pulmonary  cripples. 

Infection  may  develop  in  a hemothorax  at  any 
time.  The  infection  rate  is  increased  in  the  group 
of  clotted  hemothoraces  and  is  likewise  higher 
in  any  group  of  hemothorax  cases  which  are  not 
aspirated  promptly  and  vigorously.  Rapid  re- 
expansion of  the  lung  is  the  best  insurance 
against  the  development  of  empyema.  Recogni- 
tion of  this  principle  was,  in  large  measure,  re- 
sponsible for  the  drop  in  infection  rate  for  hemo- 
thorax in  the  Mediterranean  Theater  from  an 
early  figure  of  approximately  25  per  cent,  to  7 
per  cent  during  the  last  six  months  of  the  war. 

The  management  of  infected  hemothorax  and 
hemothoracic  empyema  depends  on  the  condition 
of  the  lung,  the  size  of  the  pocket  and  the  gen- 


eral condition  of  the  patient.  If  the  upper  por- 
tion of  the  lung  is  well  expanded  and  the  in- 
fected hemothorax  is  basal,  aspirations  and  in- 
stillation of  penicillin  are  continued  for  a short 
period  of  time,  followed  by  dependent  air-tight 
rib  resection  drainage.  Often  this  operation  is 
performed  before  a gross  empyema  becomes  ap- 
parent. When  the  infected  hemothorax  is  large, 
with  total  or  apical  collapse  of  the  lung,  early 
decortication  is  performed,  occasionally  within 
two  weeks  of  injury.  It  is  known  that  the  es- 
sential pathogenesis  of  hemo-organization  is  not 
changed  by  the  presence  of  infection  and  that 
the  same  general  type  of  peel  is  present.  There 
is  evidence,  however,  that  the  speed  of  organiza- 
tion is  increased  if  early  infection  develops.  It 
can  be  seen,  therefore,  that  decortication  is  now 
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Figure  6.  Semi-shematic  transparency  showing 
relationship  of  an  organizing  hemothorax  (closed 


intrapleural  hematoma)  to  the  collapsed  right 
lung  (Reprinted  from  the  Journal  of  Thoracic 
Surgery '(12). 
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Figure  7.  Roentgenogram  taken  14  days  after 
wounding.  The  lung  is  subtotally  collapsed  by  an 
organizing,  infected  multilocular  hemopneumo- 
thorax  (hemothoracic  empyema).  Patient  criti- 
cally ill.  Subsequent  daily  aspirations  with  in- 
stillation of  penicillin.  Repeated  blood  transfu- 
sions. Thoracotomy  28  days  after  wounding:  Dec- 
ortication with  complete  pulmonary  mobilization 
and  large  wedge  resection  of  peripheral  portion 
of  necrotic  and  fistulous  lower  lobe. 

considered  to  lie  much  more  applicable  to  the 
acute  or  subacute,  rather  than  to  the  chronic 
phases  of  empyema  (Figure  7). 

If  the  operation  is  clone  properly  excellent 
results  can  he  expected.  From  75  to  90  per  cent 
of  patients  may  look  forward  to  complete  re- 
expansion of  the  lung  and  primary  cure  with- 
out a recurrence  of  the  empyema  (Figure  8). 
Pathology  in  the  lung  requiring  closure  or  wedge 
resection  (hematomas,  bronchial  fistulae,  or  in- 
fected sinus  tracks)  will  lower  the  percentage  of 
primary  cures.  Even  with  the  recurrence  of  a 
basal  empyema,  however,  the  patient  is  much 
better  than  before  and  the  small  residual  empy- 
emas can  be  treated  successfully  by  rib  resection. 

Decortication  usually  is  performed  through  a 
posterolateral  thoracotomy.  On  entering  the 
pleural  cavity  all  fibrin,  pus,  and  clots  are  re- 
moved, leaving  a pebbly  reddish-brown  surface 
behind  (Figure  9).  This  is  the  inner  or  younger 
aspect  of  the  peel.  Sharp  incision  is  made 
through  the  peel  down  to  the  visceral  pleura. 
With  slight  positive  pressure  the  lung  herniates 
through  the  peel  (Figure  10).  It  should  be  re- 
emphasized that  in  all  cases  the  peel  or  fibrous 


Figure  8.  Twenty-three  days  following  decorti- 
cation. The  lung  is  completely  re-expanded. 
There  is  no  residual  empyema.  Cure. 

membrane  overlies  the  pleura,  the  pleura  itself 
being  normally  thin  and  translucent.  Once  the 
cleavage  plane  is  established,  the  peel  is  re- 
moved by  combined  sharp  and  blunt  resection 
from  the  surface  of  the  lung.  The  fissures,  the 
diaphragm,  and  the  mediastinum  are  completely 
separated  down  to  the  hilum  so  that  complete 
circumferential  freeing  can  be  gained.  The  peel 
is  removed  to  its  reflection  onto  the  inner  tho- 
racic wall  and  usually  no  attempts  are  made  to 
decorticate  the  parietal  pleura10,  X1, 12. 

Two  intercostal  water-seal  drains  are  always 
employed,  one  tube  in  the  8th  intercostal  space 
posterolaterally  and  one  in  the  1st  or  2nd  inter- 
costal space  anteriorly.  Penicillin  is  used  intra- 


Figure  9.  Drawing  at  operation  after  removal 
of  blood  clot,  fibrin  and  pus.  Method  is  shown 
of  establishing  cleavage  plane  by  sharp  incision 
through  peel.  (Reprinted  from  the  Journal  of 
Thoracic  Surgery  (12). 
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Figure  10.  With  application  of  positive  pres- 
sure ihe  lung  bulges  through  the  imhs'on  in  the 
peel.  Visceral  pleura  is  normal.  Actual  decortica- 
tion is  begun  using  gauze  or  finger  dissection 
(Reprinted  from  the  Journal  of  Thoracic  Sur- 
gery (12). 


pleurally  and  in  severe  mixed  infections  both 
penicillin  and  crystalline  sulfanilimide  are  plac- 
ed in  the  pleural  cavity.  The  lower  tube  is  clamp- 
ed off  for  six  hours  to  allow  for  time  contact  with 
the  basteriostatic  agent  and  the  upper  tube  is 
connected  immediately  to  a water-trap  bottle  to 
permit  rapid  re-expansion.  Layered  closure  with 
fine  silk  is  performed  and  intercostal  nerve 
block  is  used  to  control  the  immediate  post- 
operative pain.  If  the  patient  is  at  all  “wet” 
during  surgery  he  is  bronchoscoped  at  the  end 
of  operation. 


SUMMARY 

1.  The  importance  of  recognizing  factors  re- 
sponsible for  disturbed  cardiorespiratory  physi- 
ology in  thoracic  injuries  has  been  stressed. 

2.  The  symptoms  and  treatment  of  thoracic 
pain,  anoxia,  traumatic  wet  lung,  hemothorax, 
and  pressure  pneumothorax  have  been  pre- 
sented. 


3.  1 lie  therapeutic  Triad  most  commonly 
employed  for  improving  thoracic  dysfunction  has 
been  given:  Intercostal  nerve  block  for  the  con- 
trol of  pain  ; thoracentesis  or  water-trap  catheter 
drainage  for  intrapleural  pathological  changes; 
mechanical  suction  (catheter  aspiration,  bron- 
choscopy) for  the  removal  of  excessive  bronchial 
fluids. 

4.  It  has  been  emphasized  that  there  are  but 
rare  specific  indications  for  early  surgery  in 
thoracic  injuries. 

5.  Delayed  surgery  for  the  complications  of 
thoracic  injuries  has  been  discussed. 

6.  The  modern  application  of  decortication 
has  been  described. 

2S38  McClure  Street,  Oakland,  9,  California. 
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THROMBOSIS  OB’  AXILLARY  AND  SUBCLAVIAN  VEINS 

By  C.  SELBY  MILLS,  M.  D. 

Phoenix,  Arizona 
Section  on  Internal  Medicine 
Lois  Grunow  Memorial  Clinic 


THE  purpose  of  this  paper  is  to  give  a brief 
review  of  the  literature  and  to  cite  a case 
of  thrombosis  of  tin  axillary  vein. 

Both  the  foreign  and  American  medical  litera- 
ture have  reported  relatively  few  cases.  In  1937 
Kaplan  and  Katz10  could  find  approximately 
120  cases  in  a rather  extensive  search  through 
the  literature  and  in  1940  J.  R.  Veal5  found  30 
more.  However,  it  may  be  more  common,  as  usual- 
ly only  one  case  is  encountered  and  these  isolated 
ones  might  not  be  reported.  Recent  literature  has 
added  others,  but  still  no  large  series  have  been 
reported.  Sir  James  Paget  described  this  entity 
in  1873  and  the  first  reported  case  was  that  of 
Von  Schotter  in  1884.  Apparently,  no  further 
references  appeared  in  the  literature  until  1911, 
when  70  cases  were  reported,  all  with  a uniform 
picture8. 

The  symptom  complex  of  swelling  of  the  arm 
and  shoulder  has,  for  the  etiologic  basis,  a vari- 
able factor;  in  fact,  writers  give  three  possible 
reasons  in  regard  to  the  etiology.  Matas6,  in  an 
excellent  discussion  of  the  syndrome,  has  pointed 
out  that  infection  may  play  a part  as  some  of 
the  thrombi  that  have  been  removed  have  shown, 
after  culture,  Streptococcus  viridans,  Staphlo- 
coccus  albus  and  other  forms  of  streptococci. 
Pathologically  this  has  been  found  to  be  a septic 
phlebitis  which  has  produced  actual  changes  in 
the  vessel  wall.  However,  this  basis  is  perhaps 
the  least  of  all  in  the  matter  of  importance  and 
falls  into  the  picture  of  thrombophlebitis. 

Also,  a sympathetic  theory  has  been  consid- 
ered ; the  lesions  have  been  thought  to  be  pro- 
duced by  venospasm  which  was  induced  by  sym- 
pathetic irritation  caused  by  the  trauma.  This 
sympathetic  irritation  apparently  arises  as  an 
effect  of  vasomotor  reflexes  which  are  found  in 
the  perivenous  sympathetics.  Mere  obstruction 
of  the  vessel  lumen  is  not  the  only  cause  of 
edema,  but  it  is  the  persistant  irritation  of  an 
inflamed  or  injured  perivenous  plexus  in  the 
vein  wall  that  is  responsible  for  the  rapid  edema- 
tous swelling.  It  has  been  found  that  with  sec- 
tion of  the  vessel  or  removal  of  the  clot  the 
vasomotor  equilibrium  is  restored  with  subse- 


quent vasodilitation  and  disappearance  of  the 
edema. 

The  third  factor,  that  of  trauma,  is  perhaps 
the  most  generally  accepted  one,  especially  in 
view  of  the  experimental  evidence  and  also  from 
the  histories  of  cases.  It  has  long  been  felt  that 
the  act  of  trauma  to  the  subclavian  vein  due  to 
sudden  action  of  the  arm  is  the  initiating  cause. 
Because  of  this,  Gould  and  Patey11  injected  plas- 
ter of  Paris  into  the  axillary  veins  of  cadavers 
with  the  arm  being  in  the  abducted  position.  In 
two  eases  they  observed  deep  grooves  correspond- 
ing in  one  to  the  pressure  of  the  subclavius  mus- 
cle and  in  the  other,  a shallow  groove  corre- 
sponding to  the  costo-coracoid  ligament.  These 
two  also  demonstrated  a competent  bicuspid 
valve  in  the  vein  which  was  situated  at  the  level 
of  the  subclavius  muscle.  This  valve  was  found 
to  be  so  placed,  that  the  pressure  of  the  muscle 
stretched  the  wall  of  the  vein  in  its  long  axis. 
Theorizing,  they  felt  that  it  was  the  subclavius 
muscle  which  is  responsible  for  the  trauma  to  the 
vein  and  that  as  a result  of  this  trauma  the  valve 
is  ruptured.  They  also  feel  that  this  ruptur  is  the 
fundamental  basis  for  the  formation  of  the 
thrombus.  Others3"11  have  advanced  theories 
substantiated  by  experimental  and  clinical 
studies  which  are  all  similar  in  that  it  is  be- 
lieved3 that  trauma  is  the  prime  factor  whether 
it  produce  compression,  stretching  or  distension 
of  the  vein  and  then  compression.  Sampson7 
feels  that  body  build  and  posture  associated  with 
broad,  horizontally  curving  first  ribs  and  pos- 
teriorly directed  clavicles  predisposes  to  this  con- 
dition. He  also  states  that  chronic  compression 
of  the  subclavian  vein  may  evntually  produce 
thrombosis. 

In  spite  of  the  vast  majority  of  cases  that  give 
trauma  as  occurring  immediately  or  at  some  pre- 
vious time,  there  have  been  a few  eases1  in  which 
no  traumatic  history  could  be  elicited.  Dittman 
and  Walker  believe  that  trauma  is  the  “trigger 
mechanism”  for  the  induction  of  this  symptom 
complex1,  2. 

The  symptoms  are  rather  striking  and  seem  to 
be  usually  rather  uniform.  Venous  thrombosis 
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is  most  frequently  found  in  a young,  healthy  and 
active  male  who  has  had  no  antecedent  history 
of  injury.  Except  for  a few  cases  there  is  a 
history  of  strain,  either  small  or  large,  and  usual- 
ly in  the  right  arm,  particularly  in  right  handed 
individuals,  and  usually  the  working  class.  The 
person  then  experiences  pain5  and  a swelling  of 
the  arm,  which  may-  come  on  immediately  or 
within  a few  days.  This  swelling  involves  the 
entire  arm  and  is  not  accompanied  by  fever  or 
increased  local  temperature0.  The  radial  pul  e 
is  preserved,  but  there  is  a weakness  and  some 
loss  of  function  of  the  arm  due  to  the  massive 
edema.  Some  feel  that  there  is  a definite  rise  in 
the  blood  pressure  of  this  arm,  but  others  have 
failed  to  find  this  consistently0.  A lividity 
usually  accompanies  the  symptom  complex  and 
also  on  palpation  there  is  a cord-like  swelling 
along  the  brachial,  basilic  and  axillary  veins.  As 
would  be  suspected,  the  venous  pressure  is  mark- 
edly elevated.  There  is  sometimes  visible  col- 
lateral circulation  seen  over  the  veins  of  the  up- 
per extremity  and  chest,  and  with  infra-red 
photography  this  is  even  more  clearly  demon- 
strated5'10. It  has  been  found  that  the  circulation 
time — extermity  to  tongue — is  prolonged8.  All 
these  symptoms  may  last  from  several  days  to 
several  months,  depending  on  the  severity  of  the 
involvement  present.  One  case  has  been  reported 
to  have  receded  in  six  months. 

Diagnosis  is  usually  self  evident.  Direct  x-ray 
visualization  by  diodrast  has  been  used  both  as 
for  diagnostic  purposes  and  also  to  determine 
the  feasibility  of  operative  removal4, 12. 

Treatment  resolves  itself  into  palliative  or 
surgical.  Most  cases  respond  to  simple  rest,  ele- 
vation and  immobilization.  Massage  later  has 
been  advocated  for  the  promotion  of  collateral 
circulation.  The  use  of  the  anti-coagulants  has 
not  been  found  in  the  literature.  Surgical  inter- 
vention must  be  considered  if  the  palliative 
treatment  does  not  give  relief  and  thrombectomy 
and  excision  of  the  thrombotic  segments  have 
been  advocated.  The  latter  seems  to  be  advan- 
tageous, particularly  when  venospasm  is  present. 

CASE  REPORT 

The  patient,  L.  J.  W.,  aged  21,  entered  the  office 
on  the  3rd  of  January,  1941,  stating  that  he  had 
had  influenza  on  December  13-18,  1940  and  was 
in  bed  at  that  time,  but  that  he  apparently  recov- 
ered from  this  illness.  On  January  1,  1941  he  was 
cranking  a light  gas  engine  and  later  on  in  the 
day  he  first  began  to  feel  as  if  there  were  some- 
thing wrong  with  the  right  arm.  He  had  no  pain 
but  there  was  a sensation  of  fullness  in  his  arm. 


The  next  morning  the  whole  right  arm  was 
swollen,  including  the  right  shoulder,  and  then 
there  was  first  noted  some  numbness  in  the  arm 
and  a throbbing  pain  in  the  right  shoulder.  The 
skin  seemed  to  be  red  and  hot  and  there  was  dif- 
ficulty in  moving  the  arm.  The  past  history  and 
the  family  history  failed  to  reveal  any  pertinent 
findings. 

Physical  examination  revealed  a well  devel- 
oped, well  nourished,  white  male  of  approximate- 
ly the  stated  age.  He  did  not  appear  acutely  ill, 
although  he  seemed  to  be  in  some  discomfort, 
particularly  with  the  right  arm.  Physical  exam- 
ination: the  heart  revealed  no  significant  mur- 
murs; the  blood  pressure  was  128/75;  the  pulse 
70  bilaterally.  There  was  slight  impulse  at  the  left 
internal  ring.  Examination  of  the  upper  extremi- 
ties revealed  that  the  entire  upper  right  extrem- 
ity and  shoulder  were  swollen.  The  skin  was  in- 
jected until  it  was  a dusky  red;  the  arm  felt 
tense  and  there  was  no  pitting  of  the  tissues. 
There  was  some  venous  engorgement  noted 
around  the  shoulder  and  it  was  felt  that  the  ax- 
illary vein  was  palpable  and  felt  cord-like.  Venous 
pressure  was  done  by  the  direct  method  and  it 
was  impossible  to  obtain  any  reading  as  the  pres- 
sure was  above  what  the  instrument  could  re- 
cord. This  and  the  following  venous  pressure 
are  recorded  in  Table  I.  Measurements  of  the 
arm  were  taken  and  subsequently  are  noted  in 
Table  II. 


TABLE  I 


Date 

Venous  Pressure 

1-  3-41 

Not  recordable  as  pressure  was 
too  high  for  instrument. 

1-11-41 

30 

1-19-41 

21 

1-26-41 

16 

2-  3-41 

16 

7-14-41 

14 

3-14-46 

19.2  right,  16  left. 

TABLE  II 


Date 

1-3 

-41 

1-2 

41 

3-3-41 

7-10- 

■41 

Right 

Left 

Right 

Left 

Right  Left 

Right 

Left 

Biceps 

a % 

10 

10% 

10  - 

10 

10 

10% 

10  % 

Forearm 

10% 

10 

9% 

9 

9 

9 

10 

10 

Wrist 

6% 

6 '/. 

6V2 

6% 

6V2 

6v2 

6% 

6% 

The  patient  was  hospitalized,  where  the  physi- 
cal examination  was  essentially  as  given.  Labora- 
tory examinations  done  at  the  hospital  were  nor- 
mal, including  a Kahn  and  Wasserman.  A port- 
able chest  film  failed  to  reveal  any  abnormal  find- 
ings. 

The  arm  was  immobilized  and  the  patient  was 
kept  at  complete  bed  rest.  The  following  day  it 
was  felt  that  the  arm  showed  a slight  increase  of 
the  edema  and  the  patient  complaining  of  more 
numbness  of  the  arm  and  shoulder.  It  was  de- 
cided to  try  heparin  and  he  was  given  a total  ol 
5 c.c.  intravenously,  but  shortly  after  he  began 
to  have  a sinking  feeling  and  a sensation  of  ver- 
tigo. The  patient  complained  of  palpitation  of  the 
heart  and  the  pulse  rate  seemed  very  high.  Blood 
pressure  at  the  time  was  140/80  and  the  pulse  was 
90.  It  was  believed  that  the  occurrence  of  these 
symptoms,,  which  developed  with  the  use  of  he- 
parin, were  probably  a reaction  from  the  heparin, 
consequently  no  heparin  was  used  after  this. 

In  a period  of  approximately  eight  days  there 
was  noted  definite  improvement  in  the  arm  and 
the  skin  seemed  less  tense.  Venous  pressure  was 
taken  on  this  day  and  the  results  can  be  found 
in  Table  I. 
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The  only  physio-therapy  used  during  this  time 
was  infra-red  rays. 

The  patient  had  continued  improvement  and 
after  approximately  one  month  he  was  discharged 
from  the  hospital.  He  was  seen  one  month  later 
when  he  complained  of  the  right  arm  feeling 
heavy  and  that  his  hand  was  cold.  He  was 
cautioned  about  using  the  arm  too  much.  One 
month  after  this  he  was  again  seen  and  he  stated 
he  had  tried  to  do  some  work  with  the  right  arm, 
but  noticed  some  swelling,  which  immediately  re- 
ceded after  exercise  was  stopped.  There  was  no 
pain  and  the  blood  pressure  was  135/80  in  the 
right  arm.  The  patient  was  seen  at  intervals 
during  this  period  of  time  and  he  had  very  little 
complaint  as  far  as  the  arm  was  concerned.  He 
obtained  a job  doing  typewriter  repair  work  and 
although  he  had  no  difficulty  using  the  arm,  it 
did  tire  more  easily  than  formerly  and  he  noticed 
an  occasional  cramping  in  the  right  arm. 

In  December,  1942  the  patient  entered  the  serv- 
ice and  he  noted  that  his  arm  seemed  to  bother 
him  in  basic  training,  particularly  with  bayonet 
practice  and  extended  drill.  Because  of  his  pre- 
vious history  of  thrombosis  he  had  x-rays  with 
diodrast  at  Kessler  Field  which  apparently  failed 
to  reveal  any  abnormal  findings.  He  noticed  that 
extreme  use  of  the  arm  seemed  to  cause  a slight 
pain,  but  other  than  this  he  had  no  further  symp- 
toms. He  served  in  the  China,  Burma,  India  and 
the  Southwest  Pacific  theaters  for  two  years  and 
after  his  return  to  this  country  and  subsequent 


discharge  from  the  service  he  has  again  been 
following  the  vocation  of  typewriter  mechanic 
and  he  has  had  no  further  return  of  symptoms. 

SUMMARY 

A short  review  of  the  literature  on  venous 
thrombosis  is  given  and  a ease  is  presented. 
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THE  ROLE  OF  POTASSIUM  CHLORIDE  IN  ELECTROLYTE 

REPLACEMENT 

A.  I.  PODOLSKY,  M.  I). 

Yuma,  Arizona 


'TUIE  recent  brilliant  and  convincing  studies 
of  Harrow  of  Yale  University  and  of  Govan 
of  Johns  Hopkins  University,  have  demonstrat- 
ed the  value  of  potassium  in  the  treatment  of 
dehydration  resulting  from  diarrhea.  A new 
plan  for  the  treatment  of  diarrhea  in  infants  is 
described,  opening  a bright  and  hopeful  vista 
in  the  concept  of  the  physio-pathology  and  pro- 
viding us  with  a potent  weapon  in  combating 
this  perplexing  problem. 

Darrow  has  disproved  irrevocably  the  pre- 
viously prevailing  concept  that  the  loss  of  intra- 
cellular water  and  electrolyte  occasioned  by  di- 
arrhea was  not  readily  reversible.  From  the  data 
accumulated  in  Harrow’s  meticulously  conduct- 
ed metabolic-balance  studies,  the  following  con- 
clusions were  drawn: 

1.  Diarrhea  resulted  in  a decrease  in  extra- 
cellular water,  due  to  the  loss  of  sodium  and 
chloride  from  the  extracellular  fluid. 

2.  In  some  cases,  a large  part  of  the  loss  of 
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extracellular  sodium  was  explained  by  the  trans- 
fer of  sodium  from  the  extracellular  to  the  intra- 
cellular fluids; 

In  other  cases,  the  sodium  was  lost  from  both 
the  intracellular  and  extracellular  fluids. 

3.  A prominent  feature  in  all  cases  was  the 
loss  of  intracellular  potassium. 

4.  The  loss  of  potassium  was  greater  than 
would  be  expected  from  the  loss  of  nitrogen  oc- 
casioned by  cellular  break-down. 

5.  Correction  of  extracellular  losses  of  water, 
sodium  and  chloride  was  accomplished  by  the 
usual  therapeutic  measures  of  fasting  and  paren- 
teral administration  of  solutions  containing 
sodium  chloride,  sodium  lactate  and  dextrose. 
In  two  cases,  however,  the  loss  of  potassium  was 
aggravated  by  sodium  entering  the  cells.  It  is 
now  known  that  the  prolonged  administration 
of  dextrose  and  saline  solutions  will  cause  po- 
tassium to  be  lost  from  muscle  cells  and  be  re- 
placed by  equivalent  amounts  of  sodium. 
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6.  Losses  of  intracellular  potassium  were 
partially  corrected,  during  the  fasting  stage  of 
treatment,  by  parenteral  use  of  potassium  chlo- 
ride-sodium chloride-r-lactate  solution.  Later, 
during  the  stage  of  submaintenance  feeding,  fur- 
ther replacement  of  intracellular  potassium  was 
accomplished  by  adding  1 to  2 grams  of  po- 
tassium chloride  to  the  daily  oral  feeding. 

7.  Accompanying  this  replenishment  of  both 
intracellular  and  extracellular  electrolyte,  the 
babies  looked  better  than  after  the  usual  type  of 
treatment  and  recovered  from  attacks  of  diar- 
rhea that  would  usually  be  fatal. 

8.  The  loss  of  nitrogen  was  rapidly  restored 
as  soon  as  milk  was  given  even  at  a low  caloric 
intake. 

Darrow’s  studies  demonstrated  that  the  mag- 
nitude of  the  loss  of  body  potassium  was  equiva- 
lent to  about  one-quarter  of  the  estimated  body 
potassium  in  the  most  severe  cases,  and  that  this 
loss  could  be  effectively  corrected  without  food. 
Earlier  workers,  as  early  as  1850,  observed  that 
loss  of  potassium  occurs  in  cases  of  diarrhea. 
These  were : Schmidt  in  1850,  Meyer  in  1903, 
Tabler  in  1910,  .Jundell  in  1913,  and  Holt  in 
1915.  However,  these  earlier  observers  failed  to 
employ  potassium  salts  parenterally  because  they 
feared  the  possible  toxic  effects  of  potassium  ad- 
ministered in  this  manner,  or  they  despaired 
that  the  loss  of  potassium  was  evidence  of  some 
fundamental,  intracellular  change  which  was  be- 
lieved to  be  uncorrectable,  because  the  cell  mem- 
brane would  not  permit  extracellular  potassium 
to  become  intracellular. 

In  the  body’s  chemical  economy,  potassium  is 
as  essential  as  sodium,  residing  chiefly  in  intra- 
cellular fluid.  100  c.c.  of  normal  blood  contains 
440  mgms.  of  potassium,  of  which  only  20  mgms. . 
are  present  in  the  plasma,  the  remaining  420 
mgms.  being  contained  in  the  red-blood  cells.  Po- 
tassium is  an  important  constituent  of  muscle 
cells,  and  plays  an  important  role  in  contraction, 
myosin  solubility,  and  muscle  tone.  In  addition  to 
diarrhea,  potassium  is  lost  from  muscle  cells  in  a 
number  of  other  conditions,  as  in  diets  of  low  po- 
tassium content,  injections  of  desoxycorticoster- 
one  acetate,  prolonged  administration  of  dex- 
trose and  saline  Solutions,  Cushing’s  syndrome, 
refractory  alkalosis,  cases  of  familial  periodic 
paralysis  and  in  chronic  nephritis,  or  in  aggres- 
sive treatment  of  diabetic  acidosis  with  large 
amounts  of  dextrose,  insulin  and  fluid. 


GENERAL  OUTLINE  OF  TREATMENT  OF 
DEHYDRATION  OF  DIARRHEA  IN  IN- 
FANTS, EMPLOYING  POTASSIUM 
CHLORIDE. 

A.  Initial  treatment  of  shock 

On  admission  to  the  hospital,  all  severely  ill 
patients  are  given  an  intravenous  injection  of 
10  to  20  c.c.  of  whole  blood  or  plasma  per  kilo- 
gram of  body  weight,  together  with  an  equal 
volume  of  normal  saline.  This  treatment  aims 
at  the  improvement  of  the  circulation,  correction 
of  anuria  by  initiating  urinary  output,  and  the 
improvement  of  function  of  the  cellular  enzyme 
systems.  In  milder  cases,  only  intravenous  in- 
jections of  dextrose  and  saline  solutions  are  em- 
ployed in  the  initial  treatment.  Vitamin  B com- 
plex, such  as  Solu-B,  is  added  to  the  dextrose 
and  saline  solutions,  and  the  patients  are  given 
intramuscular  injections  of  crude  liver  extract 
in  doses  of  1 c.c.  twice  a week. 

B.  Period  of  Fasting 

I Oral  administration  of  food  and  water  was 
withheld  “until  all  evidence  of  dehydration  was 
overcome,  nausea  was  no  longer  manifest,  and  in- 
testinal functions  had  been  partially  restored.” 
No  infant  is  to  receive  any  food  or  liquid  by 
mouth,  for  at  least  the  first  24  hours.  During 
this  fasting  period,  all  fluids  are  administered 
exclusively  by  slow  intravenous  drip,  often  sup- 
plemented by  subcutaneous  injections. 

II  During  the  first  24  hours  of  fasting,  re- 
placement of  lost  body  fluids  and  electrolytes 
are  accomplished  by  subcutaneous  or  intravenous 
injections  of  a solution  consisting  of : 


Potassium  Chloride 2.0  gm. 

Sodium  Chloride 3.0  gm. 


Molar  Sodium  Lactate.  . .40.00  c.c. 

Triple  distilled  water ...  710.0  c.c. 

This  solution,  which  I shall  refer  to  as  “Dar- 
row-Govan’s  Solution,”  is  administered  during 
the  first  24  hours  in  a total  dosage  of  from  80 
to  150  c.c.  per  kilogram  of  body  weight,  usually 
by  slow  drip  over  a period  of  8 to  12  hours. 

III  In  addition,  this  administration  of  Dar- 
row-Govan’s  solution  is  supplemented  by  suffi- 
cient 5 per  cent  solution  of  dextrose  in  water 
intravenously  to  bring  the  total  24  hours’  fluid 
intake  parenterally  up  to  a volume  of  from  150 
to  280  c.c.  per  kilogram  of  body  weight. 

IV  After  the  first  day,  smaller  amounts  of 
the  Darrow-Govan  solution  (Potassium- Sodium 
Chloride-Lactate  Solution)  are  given,  namely, 
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from  20  to  50  c.c.  per  kilogram  of  body  weight. 
This  is  also  supplemented  by  the  intravenous  ad- 
ministration of  sufficient  5 per  cent  dextrose 
solution  to  make  the  total  24-hour  intake  of  from 
150  to  200  c.c.  per  kilogram  of  body  weight.  In 
some  cases,  equal  volumes  of  the  two  solution 
may  be  mixed  together  and  administered  sub- 
cutaneously. Supplemental  administration  of 
Amigen  or  other  amino-acid  solutions  may  be 
employed,  as  are  the  parenteral  vitamin  solu- 
tions. This  total  daily  dosage  is  continued  as 
long  as  the  stools  remain  watery. 

C Oral  Feeding 

When  all  evidence  of  dehydration  has  been 
overcome,  and  when  the  stools  are  no  longer  Ava- 
tery,  oral  feeding  is  begun.  The  period  of  fast- 
ing required  to  accomplish  this  varies  from  one 
to  six  days.  On  the  first  day  of  feeding,  the 
infant  is  offered  10  calories  per  kilogram  of 
body  Aveight,  and  the  feeding  consists  of  2 per 
cent  fat,  and  5 per  cent  dextrimaltose ; it  is  made 
from  poAvdered  Avhole  lactic  acid  milk  and  pow- 
dered skim  milk ; after  sufficient  Avater  is  added 
to  restore  these  powdered  milks  to  their  original 
concentrations,  equal  parts  of  each  of  the  recon- 
stituted milks  form  the  basis  of  the  food.  For 
most  of  the  patients,  the  milk  is  diluted  Avith 
sufficient  Avater  to  provide  150  c.c.  of  fluid  per 
kilogram  body  Aveight  per  day.  If  the  infant 
does  not  take  this  quantity,  subcutaneous  or  in- 
travenous injections  of  normal  saline  or  5 per 
ctnt  dextrose  are  administered. 

As  long  as  tbe  infant  receives  less  than  70  cal- 
ories per  kilogram  body  Aveight,  from  1 to  2 
grams  of  potassium  chloride  are  added  to  each 
day’s  feeding.  The  milk  feedings  are  gradually 
increased  over  a period  of  from  7 to  14  days  un- 
til a maintenance  diet  is  reached. 

Evaluating  the  effects  of  potassium  on  the 
mortality  rate  of  diarrheal  dehydration — Govan 
and  Darrow  offer  these  figures — a mortality 
rate  of  6 per  cent  in  the  group  treated  with  po- 
tassium, as  compared  to  a mortality  rate  of  32 
per  cent  in  the  group  treated  by  conventional 
methods.  In  general,  the  potassium  therapy  does 
not  apparently  shorten  the  period  of  watery  di- 
arrhea, but  it  does  enable  the  babies  to  withstand 
a severe  or  prolonged  attack  that  Avould  other- 
Avise  be  fatal. 

Our  oavu  experiences  with  this  type  of  ther- 
apy have  been  limited,  but  favorable  in  the  11 
cases  Ave  have  employed  it.  Reviewing  all  admis- 


sions of  infants  with  diarrhea  under  one  year 
of  age  to  the  pediatric  service  of  the  Yuma  Gen- 
eral Hospital  in  the  20-month  period  betA^een 
August  3rd,  1945  to  April  3,  1947,  Ave  note  97 
admissions.  The  ages  varied  from  3 days  to  one 
year,  with  an  average  age  of  3]/^  months.  Of 
these  86  Avere  treated  by  the  conventional  meth- 
ods, including  parenteral  fluids,  plasma  or  blood 
transfusions,  chemotherapy,  biotherapy,  various 
diarrhea  correctives,  etc.  Eleven  were  treated  by 
the  above  outlined  method,  and  no  fatalities  are 
recorded  in  the  group  treated  by  Darrow-Govan 
method.  In  the  conventionally  treated  group, 
there  Avere  17  deaths.  However,  four  infants 
were  moribund  on  admission,  and  tAATo  died  of 
complicating  conditions,  namely,  broncho-pneu- 
monia and  cerebral  embolism,  after  appearing  to 
be  clinically  cured  of  the  diarrheal  complaint  or 
dehydration.  This  leaves  us  a corrected  mortal- 
ity of  11  cases  or  a mortality  rate  of  12.8%.  In 
the  group  treated  by  conventional  methods,  re- 
covery  required  hospitalization  of  6.86  days 
average  duration ; whereas,  in  the  group  treated 
by  the  Darrow-Govan  method,  hospitalization 
Avas  of  5.45  days  average  duration.  Because  lab- 
oratory studies  Avere  not  available,  I am  unable 
to  present  chemical  or  metabolic  statistics;  but 
my  colleagues  and  I have  observed  a marked  and 
favorable  improvement  in  infants  treated  by  the 
method  outlined  by  Darrow  and  Govan. 

In  employing  potassium  therapeutically,  one 
must  be  Avell  aAvare  of  the  possible  toxic  effects 
of  this  chemical,  and  be  alert  for  tbe  possibility 
of  potassium  poisoning,  as  cardiac  depression 
and  severe  heart  block  with  E.  K.  G.  findings  of 
absent  P-waves  in  lead  T,  pathological  T-Avaves 
in  all  leads,  low  Aroltage  and  depressed  S-T  seg- 
ments. The  first  signs  of  potasisum  poisoning  are 
the  onset  of  cyanosis  and  clinical  signs  of  shock, 
which  result  from  the  sloAved  circulation  sec- 
ondary to  the  bradycardia  and  heart  block.  He- 
roic measures  are  to  be  employed  in  providing 
antidotes  for  potassium  poisoning.  These  con- 
sist of  administering  calcium  intravenously,  as 
Avell  as  the  intravenous  injection  of  hypertonic 
dextrose  solution.  A dose  of  10%  calcium  glu- 
conate solution  as  large  as  15  c.c.  may  be  given 
sloAvly  intravenously  to  an  infant  to  counteract 
the  inhibitory  effect  of  potassium  on  the  heart. 
The  dosage  is  really  determined  by  the  effect. 
Intramuscular  injections  of  calcium  are  of  no 
value  in  combating  potassium  intoxication.  The 
' intravenous  injection  of  hypertonic  dextrose 
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solution  is  given  for  diuretic  purposes,  and  to 
accomplish  deposition  of  glycogen.  When  glyco- 
gen is  deposited  in  the  liver,  potassium  accom- 
panies it,  thus  reducing  the  potassium  concen- 
tration in  the  extracellular  fluids. 

The  contra-indications  to  the  parenteral  ad- 
ministration of  potassium  are : 

1.  High  level  of  serum  potassium. 

2.  Impaired  renal  excretion. 

3.  Pre-existing  heart-block. 

4.  Addison's  disease. 

Govan  and  Harrow  do  not  believe  that  there 
is  a great  deal  of  danger  of  potassium  intoxica- 
tion following  the  injection  of  KC1 — NaCl — Lac- 
tate Solution  if  the  following  precautions  are  ob- 
served : 

1.  The  dose  should  seldom  exceed  80  c.c.  per 
kilogram  body  weight  per  day. 

2.  The  rate  of  injection  is  determined  by  the 
fact  that,  as  a rule,  the  administration  of  the  to- 
tal daily  dose  should  be  spread  over  a period  of 
from  8 to  12  hours;  a faster  rate  of  administra- 
tion may,  at  times,  be  required,  but  not  less  than 
a period  of  4 hours  should  be  allowed. 

3.  Injection  of  the  solution  should  not  be 
started  unless  there  is  obtained  evidence  that  the 
kidneys  are  functioning  and  readily  excreting. 
This  is  extremely  important. 

4.  Injection  of  the  solution  should  not  be 
started  until  the  measures  used  in  treating  shock, 
as  whole  blood  or  plasma  transfusions,  and  in- 


travenous injections  of  normal  saline,  have  pro- 
duced some  recovery  of  an  adequate  circulation, 
and  of  the  functioning  of  cellular  enzyme  sys- 
tems, especially  of  the  liver. 

SUMMARY 

The  significance  of  a deficit  of  potassium  in 
dehydration  states  accompanying  diarrhea  in 
infants  is  discussed. 

Our  experience  with  a new  mode  of  therapy 
of  diarrhea  in  infants  is  described,  employing 
the  principles  of  fasting,  correction  of  shock,  and 
the  replenishment  of  lost  fluids  and  electrolytes. 

The  precautions  necessary  for  the  prevention 
of  potassium  intoxication  are  briefly  discussed. 

380  S.  Main  St. 
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BAL  IN  THE  TREATMENT  OF  ARSENIC  POISONING 

By  LOUIS  O.  -JEKBL,  M.  D. 

Phoenix,  Arizona 


BAL,  the  new  drug  used  in  the  treatment  of 
intoxication  with  arsenic  and  other  heavy  met- 
als, was  used  successfully  on  the  patient  Avhose 
case  history  is  herein  reported. 

CASE  HISTORY 

Mrs.  C.  entered  the  hospital  for  anti-syphilitic 
treatment.  The  usual  routine  of  2,400,000  units  of 
penicillin,  five  injections  of  Mapharsen  and  three 
injections  of  Bismuth  subsalicylate  was  prescrib- 
ed. One  injection  of  Mapharsen,  0.02  gm.  was  giv- 
en in  the  office  two  days  before  admission  to  the 
hospital. 

On  the  fourth  hospital  day,  after  the  second 
hospital  injection  of  Mapharsen  the  patient  com- 
plained of  headache,  stiff  neck,  swollen,  tender 
cervical  lymph  glands,  chills  and  fever  and  gener- 
alized aches  and  pains.  The  temperature  rose  to 
10UF.  Some  hours  later  itching  set  in  and  an 
erythematous  eruption  was  discovered.  The  pa- 
tient was  given  sedatives,  analgesics,  and  anti- 
pruritic lotions,  and  the  Mapharsen  was  not  re- 
peated. After  forty-eight  hours,  all  symptoms  had 
subsided.  A day  later,  at  6:30  P.  M.  Mapharsen, 
0.04  gm.  was  injected  intravenously.  Within  thir- 
ty minutes  severe  itching  set  in,  and  an  urti- 
carial eruption  appeared.  This  eruption  later  lost 
its  urticarial  characteristics  but  retained  its  pru- 
itus  and  erythema.  The  patient  again  complained 
of  headache,  generalized  aches  and  pains,  and 
tender,  swollen  cervical  lymph  glands.  The  tem- 
perature was  102°F.  Epinephrin,  salicylates,  and 
codeine  did  not  relieve  the  symptoms. 

At  8:00  A.  M.  the  next  day  the  temperature  was 
101°F.  The  symptoms  were  little  changed.  Treat- 
ment was  instituted  with  intramuscular  injec- 
tions of  10%  BAL  in  oil,  1.8  c.c.  being  given  every 
four  hours.  At  4:00  P.  M.  that  day,  after  two  in- 
jections of  BAL  and  at  the  time  of  the  third  in- 
jection the  temperature  was  98°F.  and  the  pa- 
tient was  symptom  free.  The  day’s  course  of  four 
injections  of  BAL  was  completed.  No  more  was 
given.  The  patient  has  since  had  no  further 
trouble. 

The  case  was  interpreted  as  an  arsenical  re- 
action due  to  hypersensitivity,  with  threatened 
and  impending  arsenical  dermatitis  that  well 
might  have  gone  on  to  the  dread  exfoliative 
dermatitis.  The  course  of  events  seems  to  war- 
rant the  conclusion  that  the  arsenical  reaction 
was  stopped  almost  immediately  by  the  admin- 
istration of  BAL. 

DISCUSSION 

BAL  has  proved  to  be  one  of  the  outstanding 
products  of  medicine  developed  during  the  re- 
cent war.  It  resulted  from  researches  by  British 
workers  in  their  efforts  to  develop  an  antidote 
for  Lewisite,  hence  its  name  BAL,  or  British 
Anti-Lewisite. 

Lewisite  is  a war  gas  developed  in  this  coun- 
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try  during  World  War  I.  It  differs  from  most 
other  vesicant  gases  in  that  it  contains  arsenic 
and  therefore  adds  arsenic  intoxication  to  its 
other  ill  effects.  The  British  workers,  Stocken 
and  Thompson,  used  as  a basis  for  their  studies 
the  knowledge  dating  back  to  Paul  Ehrlich  in 
1909  that  arsenic  is  toxic  by  virtue  of  the  fact 
that  it  binds  the  sulfhydryl  (SH)  radicals  of  the 
body,  radicals  that  are  essential  to  normal  respir- 
atory processes  of  life.  Ultimately  they  devel- 
oped 2,  3-dimercaptopropanol,  a dithiol  com- 
pound with  this  formula : 

H2C-SII 

H2C-SH 

H2C-OH 

At  first  this  product  Avas  studied  to  determine 
its  effects  when  applied  externally  in  detoxify- 
ing Lewisite.  Experimentally  it  Avas  found  that 
BAL,  when  applied  in  an  ointment  base  is  i;se- 
ful  both  in  the  prevention  and  in  the  treatment 
of  Lewisite  intoxication. 

Immediately  it  became  apparent  that  BAL 
might  be  useful  in  arsenical  poisoning  of  any 
kind,  so  it  Avas  administered,  at  first  by  inunc- 
tion, in  cases  of  exfoliative  dermatitis  in  patients 
receiving  arsenical  anti-syphilitic  therapy.  The 
results  were  gratifying:  Very  soon  after  that  in- 
vestigators discovered  that  BAL  can  be  admin- 
istered by  intramuscular  injection  and  it  is  now 
used  in  this  manner. 

Most  of  the  unfavorable  reactions  to  the  ar- 
senical therapy  of  syphilis  are  promptly  and 
greatly  helped  by  administration  of  BAL  pro- 
vided that  treatment  is  not  “too  little,  too  late.” 
Early  adequate  treatment  is  imperative.  Arsen- 
ical dermatitis,  when  treated  in  this  manner,  re- 
sponds Avell  and  promptly.  Toxic  encephalitis 
likeAvise  responds  well.  Agranulocytosis  and 
“arsenical  fever”  respond  in  nearly  all  cases. 
Massive  overdosing  with  Mapharsen  has  been 
successfully  treated.  However,  arsenical  jaun- 
dice frequently  does  not  respond  Avell  to  treat- 
ment with  BAL.  The  reason  is  probably  that 
treatment  cannot  be  instituted  early  enough,  for 
by  the  time  jaundice  has  become  apparent,  liver 
damage  has  already  become  extensive.  Aplastic 
anemia  likeAvise  has  not  cleared  up  under  BAL 
treatment,  again  probably  because  treatment  is 
begun  too  late. 
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BAL  also  serves  as  an  antidote  for  other  heavy 
metals,  it  having-  been  found  to  he  valuable  in 
the  treatment  of  intoxication  with  mercury  and 
cadmium.  Also  there  is  some  evidence  indicat- 
ing its  usefulness  in  poisoning  by  other  heavy 
metals  such  as  bismuth,  lead,  and  gold. 

The  dosage  of  BAL  recommended  is  2.5  to  3.0 
mgm.  per  kg.  of  body  weight.  Such  an  injection 
may  be  given  every  four  hours  for  two  days, 
four  times  on  the  third  day  and  twice  a day 
thereafter  as  long  as  necessary.  Fewer  doses 
may  be  required  for  less  severe  conditions. 

The  systemic  side-effects  of  BAL  appear 
promptly  and  are  acute.  They  come  on  with- 
in a few  minutes  after  the  injection  and  usually 
disappear  within  thirty  minutes.  They  include 
a feeling  of  constriction  in  the  throat  and  chest, 
pallor,  “shakiness,”  sweating,  nausea  and  vom- 


iting, burning  and  tingling  of  the  extremities, 
lips,  tongue  and  mouth,  pain  in  the  head  and 
teeth,  increased  pulse  rate,  and  elevated  blood 
pressure.  Administration  of  a barbiturate 
promptly  relieves  these  symptoms. 

Abscesses  at  the  sites  of  injection  have  oc- 
curred in  some  cases  of  arsenical  exfoliative 
dermatitis  but  not  in  any  other  cases. 

SUMMARY 

BAL  and  its  use  in  the  treatment  of  poison- 
ing with  certain  heavy  metals,  especially  arsenic, 
is  discussed.  A case  history  is  given  of  a patient 
in  whom  it  was  successfully  used. 

This  new  drug  is  valuable  and  important  and 
physicians  generally  should  be  prepared  to  ad- 
minister it  in  suitable  cases. 

BAL  is  now  available  in  ample  quantities 
through  the  usual  commercial  drug  channels. 


THE  EFFECT  OF  ALTERING  THE  CALCIUM  CONTENT  OF 
IMMATURE  RABBITS  ON  THE  SEROLOGICAL  RESULTS 

EDWARD  L.  BREAZEALE1 
and  L.  F.  PIERCE2 


TN  a series  of  papers  by  Breazeale1,  Breazeale 
and  Reusser2,  Breazeale,  Pierce  and  Reusser3, 
and  Pierce  and  Breazeale1,  the  mechanism  of  the 
flocculation  test  has  been  studied.'In  these  papers 
the  investigators  have  brought  out  considerable 
evidence  that  the  reaction  is  one  of  base  replace- 
ment where  the  antigen  reacts  as  a zeolite  and 
the  reagin  as  the  exchangeable  base.  From 
these  results  it  would  seem  that  the  so-called 
reagin  is  merely  an  increase  in  some  normal  con- 
stituent, the  change  being  not  an  increase  in  to- 
tal amount  but  rather  an  increase  in  the  avail- 
ability. Previous  work  strongly  indicates  that 
the  bivalent  cation  of  calcium  is  the  element  in 
the  serum  responsible  for  the  production  of  the 
floe. 

By  definition  a zeolite  is  a hydrated  alumino- 
silicate possessing  the  power  to  exchange  its  base 
for  another  base.  The  zeolites  possessing  mon- 
ovalent bases  are  dispersed  in  Avater  solution 
Avith  the  exception  of  hydrogen  Avhich  functions 
like  a divalent  base.  Zeolites  having  divalent 
cations  as  bases  are  flocculated  in  water  suspen- 
sion. Numerous  organic  compounds  possess  this 
same  power  of  base  exchange.  Therefore,  when 
we  take  a serum  containing  relatively  large 
amounts  of  calcium  in  readily  available  ionic 

1.  Arizona  Serological  Laboratories,  Tucson,  Arizona. 

2.  L.  F.  Pierce  Laboratories,  Los  Angeles,  California. 


form  and  add  a colloidal  indicator  possessing 
base  exchange  power  saturated  with  sodium,  it 
is  evident  that  the  ionic  calcium  will  replace  the 
Sodium  on  the  indicator,  thereby  converting  it 
to  a Calcium  complex  and  producing  floes.  This 
appears  to  be  the  mechanism  of  the  reactions  Ave 
know  as  the  flocculation  or  precipitation  tests 
for  syphilis. 

In  previous  papers  it  also  lias  been  shown5-  G 
that  one  can  alter  the  ionic  concentration  of 
sera,  thereby  changing  sero  reactivity.  This 
point  Avas  brought  out  in  the  latter  paper6  when 
calcium  compounds  such  as  calcium  chloride  and 
calcium  gluconate  were  injected  into  the  ani- 
mal’s veins.  In  the  same  paper  the  effect  of 
feeding  Vitamin  D and  injecting  parathyroid  ex- 
tract Avas  discussed.  It  Avill  be  noted  that  in 
these  experiments  the  total  amount  of  calcium 
Avas  actually  increased,  thereby  undoubtedly  in- 
creasing the  amount  of  ionic  calcium.  In  these 
earlier  experiments  only  adult  animals  were  used 
(rabbits  ten  to  twelve  months  old). 

Since  in  a healthy  adult  animal  the  calcium 
demand,  especially  for  bone  formation,  is  not 
as  great  as  that  of  a young  immature  animal,  it 
would  appear  as  though  it  would  be  necessary  to 
raise  the  serum  calcium  content  of  a young- 
growing  animal  much  higher  in  order  to  obtain 
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positive  serological  results  than  would  be  neces- 
sary on  an  adult  animal  of  the  same  species.  In 
order  to  ascertain  what  effect  altering  the  ionic 
content  of  the  blood  of  young  growing  animals 
would  have  on  the  serology  of  the  animals,  the 
following  experiments  were  carried  out. 

EXPERIMENTAL 

A series  of  eight  healthy  rabbits  from  the 
same  litter  were  used  throughout  these  experi- 
ments. The  animals  at  the  time  of  first  exam- 
ination were  eight  weeks  old.  Each  week  the 
animals  received  a different  treatment  intended 
to  alter  their  serum  calcium  content.  The  treat- 
ments consisted  of : 1st  week,  100  units  of  Ertron 
orally ; 2nd  week,  12  units  of  parathyroid  ex- 
tract intra-muscularly ; 3rd  week,  20  mg.  of  Ca 
as  CaCL  intravenously ; 4th  week,  20  mg.  of 
Ca  as  calcium  gluconate  intravenously ; 5th 
week,  100  units  of  Ertron ; 6th  week,  12  units  of 
parathyroid;  7th  week,  20  mg.  of  Ca  as  CaCL ; 
and  8th  week,  20  mg.  of  Ca  as  calcium  gluconate. 

Blood  samples  Avere  drawn  12  hours  after  in- 
jection or  feeding  and  again  72  hours  after  ad- 


ministration. Serum  calcium  was  determined 
following  the  method  of  Clark  and  Coll  ip7,  and 
standard  Kline  diagnostic,  Kahn  and  Hinton  de- 
terminations were  run  on  the  inactivated  sera. 
The  results  on  the  control  reaction  (8  weeks)  and 
the  subsequent  8 weekly  specimens  taken  at  the 
12-hour  interval  are  given  in  Table  I.  In  all 
cases  the  reactions  to  t lie  serological  tests  were 
negative  and  the  serum  calcium  was  normal  at 
the  72-hour  interval. 

DISCUSSION 

Kemp,  Fitzgerald  and  Sheperd8  present  a very 
excellent  review  of  the  literature  dealing  with 
the  occurrence  of  positive  serologic  tests  for 
syphilis  in  animals  other  than  man.  This  review 
covers  the  literature  up  to  1940  as  well  as  some 
of  their  own  findings.  Tn  the  article  these  in- 
vestigators bring  out  the  fact  that  “in  two  ani- 
mal species,  dogs  and  cattle,  and  probably  sheep 
as  well,  the  number  of  positive  tests  increased 
with  the  increasing  age  of  the  animal.”  The 
experiments  in  this  paper  confirm  these  in- 
vestigators’ findings.  That  is,  in  young  imma- 


TABLE  I 


THE  EFFECT  OF  ALTERED  CALCIUM  LEVEL  AND  AGE  OF  THE  ANIMAL 

ON  SE  RO-ACTIVITY 


Rab- 
bits 1 

1 

2 

3 

4 

5 

6 

7 

8 

Weeks 

Treat- 

ment 

Ca 

8ERO 

Ca 

SERO 

Ca 

SERO 

Ca 

SERO 

Ca 

SERO 

Ca 

SERO 

Ca 

SERO 

Ca 

SERO 

0Q 

O 

o 

CfQ 

o 

o 

ng/100  ml|  mg/100  ml  mg/100  ml 

i 

mg/100  ml 

mg/100  ml 

mg/ 100  ml 

8 

None 

9.0 

Neg. 

9.0 

Neg. 

9.5 

Neg. 

8.5 

Neg. 

9.5 

Neg. 

9.0 

Neg. 

9.0 

Neg. 

9.5 

Neg. 

9 

Ertron 

100 

Units 

12.0 

Neg. 

14.0 

Neg. 

14.5 

Neg. 

16.0 

Neg. 

23.0 

2+ 

19.0 

2+ 

15.0 

Neg. 

22.0 

2+ 

10 

12 

Units 

Para- 

thyroid 

14.0 

Neg. 

15.0 

Neg. 

15.0 

Neg. 

18.0 

Neg. 

18.0 

Neg. 

16.0 

Neg. 

16.0 

Neg. 

18.0 

Neg. 

11 

20  mg 
Ca  as 
CaCl2 

15.0 

Neg. 

15.5 

Neg. 

16.5 

Neg. 

16.5 

Neg. 

16.5 

Neg. 

16.5 

Neg. 

16.5 

Neg. 

1G.0 

Neg. 

12 

20  mg 
Ca  as 
1 Ca  Glu- 
conate 

15.0 

Neg. 

16.5 

4+ 

17.0 

4+ 

16.5 

Neg. 

16.0 

Neg. 

15.0 

Neg. 

15.0 

Neg. 

16.0 

Neg. 

13 

Ertron 

100 

Units 

15.0 

Neg. 

15.0 

Neg. 

16.0 

Neg. 

16.5 

Neg. 

15.0 

Neg. 

15.0 

Neg. 

15.0 

Neg. 

17.5 

4+ 

14 

12 

Units 

Para- 

thyroid 

18.5 

2+  I 

15.0 

2+ 

15.0 

Neg. 

15.0 

Neg. 

16.0 

1 + 

16.0 

1 + 

16.0 

1 + 

16.5 

4+ 

15 

20  mg 
Ca  as 
CaCl2 

16.5 

Neg. 

16.0 

3+ 

16.0 

3+ 

16.0 

2+ 

15.5 

1 + 

16.0 

2 + 

15.0 

2+ 

16.5 

4 + 

16 

20  mg 
Ca  as 
Glucon- 
ate 

16.0 

3+  ! 

15.5 

4+ 

16.5 

3+ 

15.0 

4+ 

13.0 

2 + 

16.5 

4+ 

16.0 

4+ 

17.0 

4+ 
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ture  animals  the  incidence  of  positive  serologic 
findings  is  very  low,  and  it  is  very  difficult  to 
produce  a positive  test  by  altering  the  divalent 
cation  content  of  their  blood. 

Earlier  papers  form  this  laboratory6  discussed 
the  effect  of  altering  the  divalent  cation  content 
in  vivo  and  in  vitro  on  the  reactivity  of  adult 
animals  and  on  sera.  In  these  papers  the  point 
was  brought  out  showing  that  if  the  calcium  con- 
tent of  an  animal’s  blood  is  increased  from  9 to 
12  mg/100  ml  its  reactivity  to  the  various  pre- 
cipitation tests  will  have  shifted  from  negative 
(9  mg/100  ml)  to  2 or  3 plus  (12  mg/100  ml). 
An  examination  of  Table  I will  show  that  the 
rabbits  at  9 weeks  were  negative  when  they  had 
a calcium  level  of  16  mg/100  and  that  when 
their  level  was  raised  to  19-23  mg/100  they  gave 
a 2 plus  reaction.  As  these  animals  became  old- 
er the  calcium  level  necessary  to  produce  a posi- 
tive reaction  to  the  various  syphilis  tests  became 
lower  until  at  the  end  of  their  16th  week  15.5 
mg/100  Avas  sufficient  to  produce  a 4 plus  re- 
action. The  animals  received  the  same  dosage 
throughout  the  experiments.  Therefore  it  will 
be  seen  that  as  the  animals  became  older  they 
required  less  calcium  to  produce  a positive  reac- 
tion. These  figures  explain  the  observations  of 
Kemp  and  his  co-workers8  in  that  the  young  im- 
mature animals  may  have  a greatly  increased 
calcium  level  in  their  blood  yet  not  react  posi- 
tively to  the  syphilis  tests.  A logical  explana- 
tion seems  to  be  that  the  young  growing  animal 
ties  up  all  available  calcium  for  body  groivtli, 
thereby  immobilizing  it  and  at  least  removing 
it  from  the  ionic  form.  In  order  for  the  diva- 
lent cation  Ca++  to  produce  a floe  with  the 
zeolite-like  antigen  of  the  test  it  must  be  in  the 
free  ionic  form  and  not  in  the  bound  form. 

Kemp  and  his  co-workers8  make  the  following 
statement  as  final  in  line  with  their  conclusions : 

“We  feel  as  a result  of  this  study  that  the  fre- 
quency with  which  positive  tests  for  syphilis  oc- 
cur in  animals  other  than  man  is  not  relevant  to 
the  problem  as  to  their  validity  where  they  are 
the  only  evidence  of  syphilis  in  man.” 

In  view  of  the  data  presented  in  the  experi- 
ments outlined  in  this  and  previous  papers  it 
would  appear  that  the  so-called  “reagin”  as 
some  investigators  are  inclined  to  call  the  active 
ingredient  in  syphilitic  sera,  and  also  the  active 
constituent  in  animal  sera,  is  one  and  the  same  ; 
namely,  a divalent  cation.  Therefore,  the  fact 
that  animals  respond  to  the  alteration  of  the 
ionic  content  in  the  same  way  as  man,  ivould  in- 


dicate that  the  above  statement  of  Kemp  et  al 
would  be  misleading.  In  our  opinion  the  very 
fact  that  animal  sera  behaves  identically  the 
same  as  human  sera  is  a very  relevant  point. 
This  “reagin”  in  animal  sera  may  be  absorbed 
out  in  the  same  manner  as  syphilitic  1 ‘ reagin  ’ A 
Animal  sera  may  be  made  negative  by  irradia- 
tion with  electromagnetic  Avaves1.  Horse  and 
cow  sera  may  be  made  negative  by  treatment 
with  zeolites  possessing  monovalent  bases5,  6.  And 
finally,  from  the  evidence  presented  in  this  pa- 
per that  young  animals  require  a higher  level  of 
“reagin”  than  mature  animals,  it  would  further 
tend  to  indicate  that  the  action  Avas  the  same  in 
man  as  in  animals. 

Every  serologist  and  physician  has  had  diffi- 
culty at  one  time  or  another  with’  varying  sero- 
logical results  on  young  children,  prenatal  speci- 
mens, and  on  patients  suffering  from  diseases 
other  than  syphilis.  The  answer  to  all  of  these 
problems  is  not  immediately  forth-coming.  All 
too  many  persons  are  too  willing  to  pass  it  off 
with  the  simple  remark  “laboratory  error.” 
However,  a more  logical  answer  is  that  the  ionic 
divalent  cation  content  has  varied,  thereby  vary- 
ing the  reactivity  of  the  sera.  This  fact  is  strong- 
ly brought  out  in  young  children  possessing  all 
the  stigma  of  congenital  syphilis,  but  where  re- 
peated tests  by  various  laboratories  remain  neg- 
ative. This  might  be  explained  by  the  fact  that 
the  young  growing  children  are  utilizing  the  cal- 
cium as  rapidly  as  it  is  available  and  leaving 
only  a minimal  quantity  in  the  ionic  form  to  re- 
act to  the  test. 

CONCLUSIONS 

1.  The  calcium  content  of  the  blood  of  a series 
of  young  groAving  rabbits  was  altered  by  various 
methods  over  a period  of  8 weeks. 

2.  As  the  animals  became  older  the  serology 
became  positive  without  raising  the  calcium  con- 
tent as  high  as  that  of  the  younger  animals. 
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MISCELLANEOUS  SECTION 


Arizona  Medical  Problems 

CONSULTATION  AND  CASE-ANALYSIS 


ARIZONA  MEDICINE  again  presents  an 
unsolved  and  difficult  case  from  the  prac- 
tice of  Arizona  physicians,  with  the  Case- 
Analysis  and  comments  of  a specially-chosen 
and  nationally-known  Consultant. 

Any  physician  who  has  an  undiagnosed 
case  which  has  defied  other  methods  of  solu- 
tion may  send  it  for  consideration.  The  case 
should  be  completely  worked  up,  but  an  ed- 
itor will  help  compose  the  report.  When- 
ever the  need  for  an  answer  is  urgent,  the 
Consul  ant’s  reply  will  be  sent  direct  to  the 
submitting  physician,  before  publication. 

Please  send  communications  and  data  to 
Dr.  W.  H.  Oat  way,  Jr.,  123  S.  Stone  Avenue, 
Tucson,  Arizona,  or  care  of  The  Editor,  Ari- 
zona Medicine. 


(The  Consultant  for  this  case  is  Dr.  Ovid  0. 
Meyer , Professor  of  Medicine  and  chairman  of 
the  department,  The  University  of  Wisconsin 
Medical  School ; Physician,  State  of  Wisconsin 
General  Hospital ; author  of  numerous  reports 
on  clinical  and  experimental  subjects;  and  well- 
known  to  Arizona  physicians  for  his  lectures  on 
medicine  during  visits  to  this  state.) 


CASE  NUMBER  III 

The  patient  is  a white  hoy  of  11  years.  He  has 
lived  in  Arizona  for  10  years,  has  had  no  unusual 
illnesses,  and  there  is  no  history  of  sore  throat. 
His  tonsils  have  never  been  removed.  The  family 
and  social  histories  are  not  relevant. 

He  was  well  until  December  23rd,  when  he 
developed  a severe  sore  throat,  a fever  of  104 
degrees,  general  aches  and  malaise,  and  swelling 
of  the  anterior  cervical  areas.  He  was  put  to  bed, 
and  when  the  illness  persisted,  a doctor  was 
called.  Gargles,  aspirin,  and  “sulpha  pills”  were 
prescribed,  but  the  pharyngitis  persisted  and  the 
fever  continued  above  102  degrees  for  several 
weeks.  A culture  was  taken,  and  the  condition 
was  called  “Strep  Throat.”  The  “sulpha”  was 
continued  and  he  remained  in  bed,  but  in  about 
three  weeks  his  knees  became  inflamed,  swollen, 
and  very  painful  to  move.  They  were  kept  in 
flexion,  and  he  preferred  to  remain  curled  up  in 
bed  and  immobile. 

Within  the  next  few  weeks  he  developed  tran- 
sient swellings  on  the  chest,  the  face,  and  most 
notably  on  the  right  forearm,  and  several  joints 
became  sensitive  and  painful  on  movement.  Ma- 
laise, anorexia,  sweating,  and  loss  of  weight  were 
present.  Though  there  were  some  variations  in 
his  condition,  the  fever  remained  elevated  to  101 
degrees  each  day  and  the  knees  remained  in- 
flamed. The  pharyngitis  subsided. 

In  early  February,  about  seven  weeks  after  the 
onset,  he  was  seen  in  consultation.  His  chief 


complaint  was,  “I  ache  all  over.”  A week  earlier 
there  had  been  a further  increase  in  the  fever, 
general  aching,  pain  in  the  knees,  and  he  com- 
plained of  pain  in  the  chest  and  abdomen.  On 
the  day  before  he  was  seen  the  right  forearm 
became  swollen  and  painful,  a swollen  area  ap- 
peared later  to  the  left  breast,  and  there  was 
swelling  around  the  right  eye.  A second  physi- 
cian had  seen  him,  and  prescribed  “sedative  pills”, 
which  were  ineffective. 

On  examination  he  appeared  febrile,  in  pain, 
and  afraid  to  move.  His  knees  were  slightly 
swollen,  fixed  in  complete  flexion,  and  immobile 
in  that  position  because  of  pain.  The  calf  muscles 
were  flaccid  and  atrophic.  The  ankles  and  hip 
joints  were  normal,  the  movement  was  guarded 
because  of  the  knee  condition.  There  was  a 
brawny,  tender  swelling  of  the  right  wrist,  chief- 
ly of  the  ventral  surface;  it  was  tense,  apparently 
extended  as  deep  as  the  tendons,  and  was  a mot- 
tled red  and  purple  in  color.  The  hand  was  swol- 
len and  cyanotic,  probably  from  obstructed  circu- 
lation. The  liver  was  enlarged  6 cm.  below  the 
R.C.M.,  and  the  spleen  was  easily  palpable  sev- 
eral cm.  below  the  L.C.M.  The  abdomen  was  very 
tender.  There  was  a dusky-pink,  edematous 
swelling  around  the  right  eye. 

It  was  obvious  that  nursing  care,  diagnosis, 
and  therapy  would  be  difficult  in  the  home,  and 
hospitalization  was  immediately  arranged. 

He  was  admitted  to  the  hospital  on  February 
13th.  His  temperature  was  of  the  remittant  type, 
ranging  from  100  to  102  degrees;  the  pulse  was 
128  to  140;  and  the  respirations  20  to  26/min.  The 
urine  was  normal  except  for  a trace  of  albumin 
(absent  10  davs  later).  The  RBC  was  3,610,000: 
Hb.  8.83  gm;  WMC.  35,580,  with  PMN.  79%  (64 
segm.,  15  stab.),  lym.  15%,  monos  6%.  The  Kahn 
was  negative;  a blood  culture  was  negative;  and 
blood  agglutinations  were  negative  in  all  dilu- 
tions for  protens  0x19,  B.  abortus,  B.  mellitensis, 
B.  tularense. 

Two  days  later  the  swelling  and  discolorations 
of  the  right  hand  and  arm  had  enlarged;  the 
brawny  swelling  below  the  left  axilla  had  en- 
larged to  a mottled  bulge  6x10  cm.  in  size,  which 
was  fluctuant  and  very  tender.  A superficial 
brawny  tender  mass  developed  in  the  sfbdominal 
wall  in  the  left  umbilical  area.  The  respirations 
rose  to  a range  of  40  to  60/min.  Sulfadiazine  was 
given  in  full  doses  by  mouth.  An  incision  was 
made  into  the  “abscess”  on  the  left  chest,  but 
no  pus  was  found,  a smear  was  negative  for  pus 
or  organisms,  and  a biopsy  showed  only  hyper- 
emia and  a few  WBC. 

Two  days  later,  on  February  18th,  it  was  noted 
that  the  swelling  of  the  face  and  eyelids  was  less, 
the  right  arm  and  legs  were  the  same,  the  liver 
and  spleen  wTere  still  enlarged,  but  the  superfi- 
cial lesions  of  the  left  chest  and  abdominal  wall 
had  cleared  about  75%.  A WBC  was  44,300,  with 
PMN.  84%,  lym.  9%,  and  M.  7%.  He  was  given 
a 500  c.c.  transfusion. 

Two  days  later  the  fever,  pulse,  and  respira- 
tions were  at  the  same  levels.  The  skin  lesions 
had  all  receded  somewhat,  and  even  the  right 
arm  was  less  edematous  and  mottled.  The  sulfa- 
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cliazine  had  been  well  tolerated,  but  it  was  decid- 
ed to  shift  to  penicillin  intramuscularly,  10,000  U. 
every  3h.  for  20  doses. 

Two  days  later,  two  significant  findings  devel- 
oped— a papular  red  rash  in  the  necklace  area, 
and  severe  dyspnea  and  cyanosis.  Physical  signs 
showed  a huge  pleural  density  on  the  left,  with 
a shift  of  the  mediastinum  to  the  opposite  side. 
Fluoroscopy  confirmed  these  findings,  and  an 
aspiration  was  done.  One  thousand  c.c.  of  a clear, 
yellowish  green  fluid  were  removed,  and  it 
promptly  became  gelatinous.  The  fluid  stood 
overnight  before  culturing,  and  showed  gram 
positive  cocci  and  bacilli  after  48  hours,  diph- 
theroids after  10  days.  The  specific  gravity  was 
1.019,  the  total  protein  was  22.5gm/liter,  and  the 
few  cells  were  endothelial,  lymphocyte,  and  neu- 
trophiles. 

The  aspiration  relieved  the  dyspnea,  and  four 
days  later  physical  signs  demonstrated  that  the 
remainder  of  the  fluid  had  absorbed.  A brawny 
tender  mass  developed  on  the  left  biceps  area, 
and  the  conjunctival  swelling  returned  bilaterally 
so  severely  that  it  produced  an  ectropion  of  the 
lids.  Both  blepharal  and  bulbar  portions  were 
swollen.  Since  penicillin  had  had  no  effect  on 
the  vital  signs,  sweating,  or  the  superficial  lesion 
formation,  it  was  discontinued  and  sulfamera- 
zine  was  started. 

Four  days  later,  on  March  1st,  the  fever  was 
slightly  less,  but  the  malaise  was  the  same,  gen- 
eral feeling  was  poor,  and  the  legs  were  so  ten- 
der they  could  not  be  moved,  with  purple  striae 
on  the  lateral  surfaces  of  the  knee-joints.  The 
ectropion  was  less  marked,  but  fluid  was  re- 
forming in  the  left  chest,  pain  and  a friction  rub 
were  present  in  the  lateral  right  chest,  and  the 
patient  was  losing  weight.  The  liver  and  spleen 
were  smaller  but  tender;  the  inflamed  areas  on 
the  arms  were  tender  but  less  swollen.  The  tem- 
perature range  was  99  to  101  degrees,  a slight  de- 
crease which  may  have  been  partly  due  to  the 
addition  of  salicylates  to  the  codeine  and  barbi- 
turates. 

Two  days  later,  abruptly,  all  of  the  swellings 
were  nearly  gone.  The  fluid  in  the  left  chest  had 
reabsorbed;  the  spleen  was  no  longer  palpable; 
the  liver  was  only  2 cm.  below  the  RCM;  the  eye- 
lids were  no  longer  everted,  but  were  pseu- 
doptotic. 

Because  of  nostalgia,  improvement,  and  limited 
finances  he  was  allowed  to  go  home  and  continue 
bed-rest.  The  RBC  was  4,380,000,  Hb.  9.66  gm, 
WBC  43,100,  PMN  .93%  (segm.  87,  stabs.  6),  lym. 
4%,  M.  3%.  He  was  given  another  transfusion 
before  discharge. 

He  has  been  seen  at  home  several  times  in  the 
past  few  months.  Sulfamerzine  and  analgesics 
were  used  regularly  for  several  weeks.  He  lost 
weight  during  the  illness,  but  the  fever  slowly 
disappeared,  and  the  pain  has  lessened  after 
smaller  flareups  in  the  knees,  right  shoulder, 
chest,  and  occiput.  The  liver  and  spleen  are  nor- 
mal in  size,  and  the  arm  and  face  swellings  are 
gone.  For  a few  weeks  the  jaws  were  limited  to 
50%  mobility,  but  the  pain  and  limitation  then 
cleared.  He  could  not  cooperate  in  orthopedic 
care  because  of  pain,  but  he  believes  that  the  left 
leg  is  straightening  out  spontaneously  since  the 
inflammation  has  cleared.  There  are  no  signs  of 
lung  involvement,  and  the  heart  is  normal  except 
for  a soft  localized  apical  systolic  murmur  which 
is  thought  to  be  hemic.  His  total  time  in  bed  has 
been  five  months. 

The  RBC  is  3,840,000,  Hb.  is  9.2  gm.,  WBC, 
23,400  (PMN  83%,  L.  10%,  M.  7%). 


In  view  of  the  previous  recurrences  and  be- 
cause of  the  possible  prognostic  value,  we  would 
like  the  answers  to  several  QUESTIONS — 

1.  What  is  the  probable  diagnosis? 

2.  Are  the  bacteriologic  findings  of  any  sig- 
nificance? (We  have  regarded  them  as  con- 
taminants.) 

3.  What  can  be  done  in  the  way  of— 

a.  further  diagnosis 

b.  treatment 

c.  prophyllaxis? 

M.  D.,  Tucson,  Arizona. 

ANSWERS— 

This  is  a very  interesting,  certainly  atypical, 
case  which  requires  careful  analysis.  Many  con- 
ditions come  to  mind  which  might  explain  the 
symptomatology,  but  after  proper  study  one  is 
forced  to  conclude  that  this  boy  has  an  unusual 
form  of  acute  rheumatic  fever. 

The  positive  reasons  for  arriving  at  this  con- 
clusion are  as  follows : The  onset  of  joint  involve- 
ment was  three  weeks  after  an  upper  respira- 
tory infection,  during  which  streptococci  were 
found  on  throat  culture.  The  interval  is  charac- 
teristic, and  the  illness  occurred  in  a child  of 
eleven.  The  febrile  course,  with  remissions,  ex- 
acerbations, and  associated  characteristic  joint 
involvement,  is  similar  to  the  usual  course ; the 
pain  is  “fleeting,”  and  as  one  joint  subsides, 
another  is  involved.  Apprehension  often  accom- 
panies great  joint  tenderness.  Sweating  may  oc- 
cur in  any  febrile  state,  but  it  is  especially 
marked  in  acute  rheumatic  fever,  and  may  have 
a sour  odor. 

Rheumatic  fever  is  a disease  involving  mesen- 
chlymal  tissues  and  mesothelial  linings,  and  in- 
volvement of  the  pleura,  with  pleural  effusion, 
and  perhaps  even  the  peritoneum  may  occur. 
(The  abdominal  tenderness  might  also  be  ex- 
plained on  the  basis  of  vascular  or  organic  le- 
sions which  are  common  in  rheumatic  fever.) 
The  liver  and  spleen  were . enlarged.  Liver  in- 
volvement is  common  in  rheumatic  fever ; splenic 
enlargement  is  not,  but  it  occasionally  does  oc- 
cur, and  the  question  of  bacterial  endocarditis 
is  then  raised. 

The  leukocyte  count  is  unusually  high  for 
acute  rheumatic  fever,  but  leukocytosis  is  the 
rule,  and  argues  against  certain  of  the  other 
considerations.  Hypochromic  anemia  is  almost 
invariably  present,  and  it  exists  here.  The  effu- 
sion usually  contains  much  fibrin  and  clots 
quickly,  conforming  to  the  clotting  and  high  pro- 
tein content  found  here. 

Any  of  several  rashes  may  appear  in  rheu- 
matic fever ; erythema  marginatum  is  the  most 
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common,  but  a papular  rash  such  as  described  is 
not  unusual.  The  dyspnea  is  accounted  for  by 
the  pleural  effusion  and  anemia,  though  it  is 
well  to  bear  in  mind  that  dyspnea  is  usually 
the  first  sign  of  pericardial  involvement  in 
acute  rheumatic  fever.  The  variable  cultures 
from  the  pleural  fluid  were  thought  to  be  with- 
out significance  by  the  attending  physicians, 
and  the  reviewer  concurs. 

Salicylates  cpiite  specifically  control  the  fever 
of  acute  rheumatic  fever ; here  the  fever  was 
only  lowered,  and  one  wonders  about  adequacy 
of  dosage.  (EDITOR — The  doses  were  small, 
and  were  given  for  pain.) 

There  are  certain  findings  that  are  difficult 
to  place  in  the  picture,  particularly  the  appear- 
ance of  some  of  the  joints,  the  development  of 
thoracic  and  axillary  lesions  which  simulated 
abscesses,  and  the  edema  about  the  eyes  and  in 
the  conjunctiva.  Nevertheless,  vascular  lesions 
which  are  now  well-recognized  by  pathologists 
could  explain  all  of  these  changes,  and  allow 
them  to  be  called  a part  of  this  unusual  case. 

The  other  considerations  which  one  might 
consider  in  the  differential  diagnosis  are  numer- 
ous. I shall  attempt  for  brevity’s  sake  to  ex- 
clude the  most  likely  with  one  or  two  objections 
in  each  case,  acknowledging  that  complete  dis- 
posal of  each  possibility  is  not  necessarily  thus 
achieved. 

Lupus  erythematosis  disseminata  is  a strong 
consideration,  but  the  occurrence  in  a male  is 
rare.  There  is  absence  of  the  typical  facial  le- 
sions, a leukopenia  is  much  more  characteristic, 
and  the  lack  of  albumen  and  red  blood  cells  in 
the  urine  is  uncommon. 

Periarteritis  nodosa  is  another  serious  possi- 
bility. Most  cases  which  are  diagnosed  antemor- 
tem have  an  eosinophilia  in  the  blood  which  is 
lacking  here;  the  biopsy  was  negative;  and  al- 
buminuria, not  a consistent  finding  here,  is  al- 
most invariable. 

The  patient  was  too  acutely  ill  for  chronic 
meningococcemia ; lived  too  long  for  acute  men- 
ingococcemia ; and  the  blood  cultures  were  neg- 
ative. The  long  course,  the  absence  of  eosino- 
philia, the  prominence  of  joint  changes,  and  the 
scanty  muscle  involvement  argue  against  tri- 
chinosis. 

Brucellosis,  tularemia,  and  rickettsial  disease 
are  excluded  by  appropriate  negative  agglutina- 
tion tests,  though  5 per  cent  of  cases  of  brucel- 
losis may  have  negative  agglutination.  Subacute 


bacterial  endocarditis  is  probably  excluded  by 
the  lack  of  evidence  for  endocardial  lesion  and 
the  negative  blood  cultures.  Rheumatoid  arthri- 
tis is  excluded  by  the  lack  of  residual  joint  in- 
volvement and  the  presence  of  acute,  transient 
lesions,  it  might  be  noted  that  splenic  enlarge- 
ment is  quite  common  in  the  rheumatoid  ar- 
thritis of  childhood. 

The  history,  the  remittent  febrile  course,  the 
pleural  involvement,  and  the  character  of  the 
pleural  effusion  are  against  scurvy.  Many  fe- 
brile conditions  with  central  nervous  system  in- 
volvement seem  unlikely  because  of  the  paucity 
of  central  nervous  system  signs  and  symptoms. 
Tuberculosis  and  mycotic  infections  seem  ex- 
cluded by  the  lack  of  positive  evidence  iirthe 
history  and  progress  of  the  illness;  joint  involve- 
ment in  these  conditions  is  likely  to  be  monartic- 
ular, persistent,  and  sinuses  often  form. 

In  summary,  analysis  permits  the  conclusions 
that  this  is  an  infection  and  a Systemic  disease, 
characterized  by  fever,  “fleeting’'  joint  pains, 
pleuritis,  leukocytosis,  and  anemia,  occurring  in 
a boy  of  eleven  and  lasting  for  five  months. 
Rheumatic  fever  seems  the  most  likely  diagnosis. 

Only  protracted  observation  may  settle  the 
diagnosis.  Serial  electrocardiograms  might, 
however,  lie  helpful  in  demonstrating  the  myo- 
cardial involvement  which  occurs  in  practical- 
ly all  cases  of  acute  rheumatic  fever. 

The  treatment  calls  for  long  rest  and  large 
doses  of  salicylates  (5  to  10  grams  daily).  In- 
travenous administration  of  the  salicylates  has 
no  advantage  over  the  oral  method  so  far  as  the 
course  of  the  disease  or  complications  is  con- 
cerned. The  prognosis  for  recovery  in  the  acute 
attack  is  good  (98  per  cent)  ; the  incidence  of 
permanent  cardiac  damage  is  considerable  and 
well-known.  Prophylaxis  is  never  certain,  but  a 
warm  dry  climate  is  probably  favorable;  there 
is  considerable  evidence  that  the  administration 
of  sulfanilamide  or  some  other  sulfonamide  may 
be  helpful,  using  doses  of  about  1 to  2 grams 
daily  during  the  months  when  recurrences  are 
most  likely. 

OVID  0.  MEYER,  M.  D., 

The  State  of  Wisconsin 
General  Hospital 
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AMERICAN  COLLEGE  OF  PHYSICIANS 
ANNOUNCES  ITS  ANNUAL  SESSION 
AT  SAN  FRANCISCO 
APRIL  19-23,  1948 

The  American  College  of  Physicians  will  con- 
duct its  29th  Annual  Session  at  San  Francisco, 
April  19-23,  1948.  General  Headquarters  will 
be  at  the  Civic  Auditorium.  Dr.  William  J.  Kerr 
and  Ernest  H.  Falconer,  both  of  San  Francisco, 
are  the  Co-Chairmen  for  local  arrangements  and 


the  program  of  Clinics  and  Panel  Discussions. 
The  President  of  the  College,  Dr.  Hugh  J.  Mor- 
gan, Professor  of  Medicine  at  Vanderbilt  Uni- 
versity School  of  Medicine,  Nashville,  Tennessee, 
is  in  charge  of  the  program  of  Morning  Lectures 
and  afternoon  General  Sessions. 

Secretaries  of  medical  societies  are  especially 
asked  to  note  these  dates  and,  in  arranging  meet- 
ing dates  of  their  societies,  to  avoid  conflicts 
with  the  College  Meeting,  for  obvious  mutual 
benefits. 


Voluntary  Medical  Prepaid  Plans 
As  They  Apply  to  Rural 
Communities 

By  J.  S.  JONES 
Executive  Secretary 
Minnesota  Farm  Bureau  Federation 


Voluntary  prepaid  medical  care  is  no  longer 
an  experiment.  We  have  had  enough  experience 
learned  by  the  cut  and  try  method  in  so  many 
places  until  we  now  are  approaching  the  place 
where  we  have  enough  historical  background  to 
be  of  considered  actuarial  value.  The  first 
plans  date  back  to  1882.  Prepaid  medical  care 
was  the  subject  of  experiment  and  applied  to 
low  income  groups  during  the  depression  and 
has  reached  its  present  status  pretty  much  in 
the  last  ten  years.  Factors  that  have  brought 
prepaid  medical  care  to  the  forefront  in  recent 
years  are : 

1.  The  first  real  impetus  given  to  the  plan 
was  the  success  obtained  by  Blue  'Cross  hospital 
service  plans.  One  of  the  resistences  offered 
rurally  to  Blue  Cross  was  “Why  not  medical 
care?”  With  this  as  a background  state  medi- 
cal associations  and  laymen  took  notice  and  be- 
gan to  develop  similar  plans  relative  to  pre- 
paid medical  care. 

2.  The  lack  of  health  facilities  and  health 
plans  among  the  low  income  groups  led  to  the 
development  of  a philosophy  of  governmental 
care  among  segments  of  our  population.  How- 
ever, the  proponents  of  that  philosophy  are  now 
living  in  the  past,  due  to  changed  economic  con- 
ditions. In  1929'  the  average  per  capita  income 
for  the  nation  was  $686.  “Not  much  there  for 

NOTE  TO  EDITOR:  A summary  of  a talk  given  in  Chicago 

Friday  morning,  February  7,  at  the  Second  Annual  National 
Conferesce  on  Rural  Health,  sponsored  by  the  Committee  on 
Rural  Medical  Service  of  the  American  Medical  Association. 


any  kind  of  medical  care.  ’ ’ In  1945  the  average 
per  capita  income  was  $1150.  This  improvement 
in  the  economic  picture  is  a source  of  gratifica- 
tion. With  the  improved  economic  situation  and 
the  increase  in  the  per  capita  income  rural  peo- 
ple in  particular  have  turned  their  thinking  to 
those  factors  which  make  for  better  living  and 
that  is  better  schools  and  better  health  facili- 
ties. 

Group  prepayment  plans  for  hospital  service 
and  medical  care  have  been  organized,  stimu- 
lated and  developed  to  a great  degree  by  Farm 
Bureau.  Farm  organizations  in  a large  manner 
have  set  the  rural  pattern.  While  these  plans  are 
not  complete  and  perfect,  they  have  shown  the 
way  to  attack  the  problem  of  health  security. 

The  additional  value  of  farm  organizations  is 
of  great  significance.  We,  the  people,  are  a part 
of  such  enterprise ; we  have  a part  in  its  build- 
ing and  know  the  responsibilities,  and  therefore, 
know  they  are  superior  to  the  government- 
purveyed,  subsidized  attack  on  the  problem.  I 
like  to  think,  in  connection  with  the  Blue  Cros-; 
movement,  that  we  truly  have  done  as  much  for 
Blue  Cross  as  Blue  Cross  has  done  for  people  in 
rural  communities.  When  improved  relation- 
ships develop  and  are  in  existence  among  present 
health  facilities,  hospitals,  physicians  and  lay 
organizations,  all  existing  health  facilities  can 
be  more  fully  utilized  and  by  working  together 
recognize  the  need,  the  time  and  the  place  for 
necessary  additional  facilities  which  may  be  bet- 
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ter  observed  and  as  well  as  more  economically 
offered  and  administered. 

While  the  early  prepaid  plans  were  successful, 
including  practically  all  medical  service  plans, 
experience  has  indicated  that  rural  people  gen- 
erally were  not  ready  to  pay  the  premiums  for 
such  broad  contracts,  with  the  result  that  devel- 
opment of  prepaid  rural  health  care  plans  pro- 
gressed slowly — we  have  felt  it  preferable  to  be- 
gin operation  with  limited  coverages  and  ex- 
pand the  services  offered  as  experience  indicates 
and  necessity  develops. 

The  expansion  of  prepaid  medical  care  is  lim- 
ited largely  by  the  ability  and  the  willingness 
of  the  public  to  enroll.  We  must  first  know  what 
subscribers  can  afford  to  pay  and  what  must  be 
the  charges  if  the  plan  is  to  remain  financially 
sound. 

Most  plans  have  tended  to  concentrate  on  en- 
rolling large  groups  to  obtain  an  adequate  risk 
spread  and  a sound  financial  position.  Based  on 
experience  they  can  then  expand  their  benefits 
and  extend  enrollment  practices.  We  have  found, 
in  connection  with  our  work  in  Blue  Cross,  that 
we  pursued  the  principal  course  in  developing 
prepaid  hospital  care  plans  first  to  the  point 
where  there  was  a recognition  of  the  service  and 
an  appreciation  of  the  value  of  the  ability  to 
pay  and  the  possibilities  of  the  plan. 

Secondly,  following  with  medical  care  with 
proper  limitations,  looking  to  the  forward,  ag- 
gressive development  of  the  voluntary  accept- 
ance of  the  prepayment  idea  of  the  hospital  plan, 
medical,  surgical  plan,  or  a combination  of  both, 
with  possible  additions  and  limitations  on  each. 

The  problem  is  one  for  the  various  communi- 
ties. It  must  be  worked  out  in  the  community 
where  the  need  exists.  Everyone  in  the  com- 
munity must  help  if  the  effort  is  to  succeed. 
Prepayment  plans  for  medical  care,  available 
for  all  people  in  the  community,  towns  people 
and  farmers  alike,  spread  the  risk  and  distribute 
the  cost.  Then  when  the  costs  are  known  in  ad- 
vance, proper  planning  and  budgeting  for  the 
otherwise  predictable  cost  is  possible.  Hospital 
management  is  responsible  for  the  hospital  as- 
pects of  the  program.  Physicians  are  respons- 
ible for  the  professional  aspects  of  the  program. 
The  public  cannot  escape  the  responsibility  of 
paying  the  costs  of  the  service,  and  of  cooperat- 
ing with  and  becoming  a part  of  the  agencies 
providing  the  same  and  by  so  doing  their  full 
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share  in  providing  the  needed  facilities,  with 
full  cooperation  between  the  members  of  the 
profession  and  the  people  of  the  community 
the  program  can  succeed,  and  1 feel  that  it  is 
highly  important  that  the  sponsors  should  de- 
velop the  program  a step  at  a time,  and  those 
steps  undertaken  only  when  participants  in  the 
program  are  fully  informed. 

Then  progress  can  be  made  as  rapidly  as  ex- 
perience indicates  and  as  the  economic  situa- 
tion permits.  Prepaid  care  is  not  a pertinent 
issue  of  our  rural  people  alone,  but  it  is  pertinent 
to  everyone  who  lives  in  rural  areas.  Farmers 
have  friends,  relatives,  and  do  business  with 
those  who  live  in  cities  and  villages.  Likewise, 
the  city  or  village  people  are  related  to  and  con- 
tact farm  people.  This  is  one  of  the  finest  ex- 
amples of  mutual  understanding  on  a common 
problem  affecting  everybody  that  can  possibly 
be  developed.  Rural  people  are  neighbor-minded. 

3.  Development  of  the  Blue  Cross  has  given 
impetus  to  the  need  of  prepaid  medical  care 
plans.  Those  who  are  participating  in  prepaid 
hospital  care  plans  now  know  that  they  are 
capable  of  taking  care  of  the  problem  themselves 
by  putting  their  health  bill  on  an  annual  budget 
basis  and  spreading  the  cost  over  a wide  area,  on 
an  actuarial  basis  and  with  the  increased  income 
per  capita  that  was  mentioned  earlier  they  are 
capable  of  taking  care  of  their  health  needs  in 
a better  manner  than  heretofore. 

Permit  me  to  again  refer  by  comparison  in 
health  problems  to  the  development  of  local  mu- 
tual insurance  companies.  Many  years  ago  when 
a fire  occurred  on  a farm  it  was  a catastrophe. 
The  farmer  was  put  out  of  business  on  account 
of  the  loss  of  his  buildings.  The  result  was  the 
development  of  the  local  mutual  insurance  com- 
panies where  they  paid  a certain  amount  each 
year  and  averaged  the  losses  over  a wider  area, 
so  that  when  a fire  catastrophe  would  come  they 
were  protected  and  those  buildings  could  be  re- 
stored without  working  any  great  hardship.  He 
has  demonstrated  that  he  was  capable  of  paying 
the  bill  on  this  plan.  Likewise  with  the  hospital 
and  medical  care  plan.  Major  long-time  illnesses 
of  some  sort  will  occur  possibly  every  few  years, 
but  on  the  old  plan  when  it  did  come  it  was  a 
knock-out  blow.  Faritiers  have  now  learned  that 
by  putting  their  medical  and  hospital  care  on  an 
annual  budget  basis  and  spreading  it  out  and 
averaging  it  over  a wide  area  they  are  capable  of 
meeting  those  costs  and  protecting  themselves 


Yol.  4,  So.  5 


Arizona  Medicine 


55 


so  that  when  that  day  of  accumulated  sickness 
comes,  they  are  current  as  to  payment. 

True  it  was  that  many  of  these  people  could 
not  get  medical  care,  they  were  afraid,  lax,  al- 
ways put  off  going  to  the  doctor,  got  along  Avith 
drug  store  pills  and  tablets.  On  the  other  hand, 
many  run  to  the  hospital  Avith  every  little  ail- 
ment. That’s  one  of  t he  problems  in  prepaid 
medical  care. 

Experience  in  other  countries  having  com- 
pulsory health  care  sIioavs  that  time  lost  from 
sickness  nearly  doubled,  certainly  has  not  re- 
duced loss  of  time  from  illness  as  is  the  purpose 
of  any  plan  to  improve  health — is  it  not  possible 
that  an  informed  membership  in  a voluntary 
plan  has  its  advantages  over  a compulsory  plan  ? 

There  are  those  Avho  preached  the  philosophy 
that  rural  people  cannot  do  this,  that  their  in- 


comes are  not  sufficient.  This  is  the  group  that 
Avants  to  see  governmental  medical  care  in  force. 
Of  all  the  groups  of  people  that  I know  that  do 
not  want  government  in  business  it  is  the  farm 
people.  Illness  and  its  care  is  a personal  prob- 
lem. If  I know  anything  about  human  philos- 
ophy and  human  instinct,  the  ability  to  pay  as 
a factor  that  has  hindered  proper  medical  care 
would  have  to  take  second  place  now. 

In  my  judgment,  fear  on  the  part  of  rural  peo- 
ple has  been  a greater  retarding  factor  in  the 
development  of  health  programs  and  medical 
care  than  any  other  item.  The  problem  of  fear 
is  and  will  never  be  overcome  by  compulsory 
methods  of  plans.  Self-service  and  self  partici- 
pation in  the  program  Avill  go  farther,  it  will 
not  be  spectacular,  it  will  not  be  done  over  night, 
but  it  will  be  done  by  this  method  on  a safe, 
sound  and  constructive  basis. 


Report  of  Delegate 

House  of  Delegates, 
American  Medical  Association, 
June  9-13,  1947,  Atlantic  City,  N.  J. 


The  meeting  of  the  House  of  Delegates  dur- 
ing the  Centennial  Meeting  at  Atlantic  City  this 
year  consumed  four  days  of  business  sessions. 
This  Avas  due  to  the  vast  amount  of  business 
which  Avas  introduced  for  consideration  and,  in 
addition,  the  workings  of  the  House  Avas  inter- 
rupted at  frequent  intervals  for  the  introduction 
of  numerous  foreign  physician  guests.  Many  of 
these  had  prepared  letters  of  congratulations  to 
the  members  of  the  A.M.A.  during  this  celebra- 
tion, or  spoke  extemporaneously  with  greetings 
from  their  respective  foreign  Medical  Associa- 
tion or  Government.  There  were  over  one  hun- 
dred guests  representing  many  of  the  Medical 
Societies  throughout  the  Avorld. 

The  total  registration  of  physicians  at  the 
meeting  Avas  15,667,  with  over  2,200  Auxiliary 
members  registered  for  the  twenty-fifth  Anni- 
versary  of  the  founding  of  the  Woman’s  Or- 
ganization. 

The  Scientific  programs  presented  at  this 
meeting  by  members  of  the  A.M.A.  and  by  the 
foreign  physicians  guests  demonstrated  beyond 
question  the  many  advancements  being  made  by 
medical  men  all  over  the  world.  The  Scientific 
program,  and  the  exhibits,  hoAvever,  are  only  a 
part  of  any  A.M.A.  Convention.  It  is  in  the 


House  of  Delegates  where  one  realizes  that  med- 
icine today  in  America  constitutes  a vast  enter- 
prize.  Its  structure  is  large  and  varied,  and  one 
has  difficulty  in  comprehending  its  scope.  The 
economics  of  medicine,  its  public  relations,  its 
legislative  phases,  and  its  relations  to  various 
government  agencies  all  occupy  the  attention  of 
the  House  of  Delegates. 

In  addition,  this  year,  a meting  of  State  Presi- 
dents and  other  State  Officers  Avas  held  on  June 
8,  Avhere  a formal  program  Avas  .observed  on  some 
of  the  state  and  national  problems.  At  this  meet- 
ing, Senator  Taft  addressed  the  conference  on 
National  Health  Legislation  hoav  pending  in 
Congress.  General  HaAvley  spoke  on  the  Vet- 
erans Care  Plans,  particularly  as  they  apply  to 
private  practitioners.  Our  state  secretary,  Dr. 
Milloy  and  myself  attended  this  meeting. 

For  the  first  time,  also,  a National  Conference 
of  County  Medical  Society  Officers  Avas  held  on 
June  8.  The  program  in  this  instance  Avas  con- 
cerned with  medical  organization  problems,  the 
techniques,  means  and  methods  of  improving 
state  and  county  medical  societies,  as  Avell  as  fur- 
ther steps  to  be  taken  to  make  the  A.M.A.  a 
Avorking  partner  of  every  physician. 

It  is  in  the  House  of  Delegates,  however,  Avhere 
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the  basic  policies  of  American  medicine  are  set. 
The  House  hears  the  reports  of  the  Councils  and 
Bureaus,  as  well  as  the  Officers  of  the  Associa- 
tion. It  is  to  this  body  that  all  the  resolutions 
are  introduced  for  action,  whether  they  have  to 
do  with  economics,  law,  legislative  or  particular 
phases  of  medical  organization.  Some  forty  odd 
resolutions  were  introduced  at  this  session. 

A resume  of  some  of  the  actions  taken  at  this 
meeting  should  lie  of  interest  to  all  physicians 

Some  of  the  more  important  subjects  and  ac- 
tions taken  are  as  follows: 

1.  The  Committee  on  National  Emergescy 
Medical  Service  was  discharged  and  in  its  place 
a Council  on  National  Emergency  Medical  Serv- 
ice was  created  to  work  as  a body  under  the 
Board  of  Trustees.  The  work  of  this  group  will 
consist  in  planning  for  medical  care  of  civilians 
and  military  personnel  alike  in  the  event  of 
another  national  emergency. 

2.  The  Board  of  Trustees  was  instructed  to 
select  a different  meeting  place  for  the  House  of 
Delegates  semi-annual  session,  so  that  there  will 
be  a different  geographic  district  each  year. 
Along  with  this,  there  will  be  a two-day  session 
of  scientific  nature  for  general  practitioners  at 
the  time  of  the  semi-annual  meeting,  either  two 
days  before  or  two  days  afterward.  The  first  of 
these  meetings  will  be  held  next  December  at  a 
time  and  place  designated  by  the  Board  of  Trus- 
tees. It  is  hoped  that  this  scheme  will  “raise  the 
general  practitioner  to  the  eminence  he  de- 
serves. ’ ’ 

3.  The  Secretary  of  War  and  the  Army  and 
Navy  Surgeons  General  addressed  the  House  on 
the  present  state  of  military  medicine.  All 
sounded  the  need  for  more  military  medical  of- 
ficers. The  house  endorsed  legislation  now  in 
Congress  which  if  passed,  will  raise  both  the 
military  doctor’s  professional  status,  as  well  as 
his  pay. 

4.  The  House  established  a new  Committee 
to  work  with  other  interested  groups  on  the 
present  critical  Nursing  Problems. 

5.  In  another  resolution,  the  War  and  Navy 
Departments  were  asked  to  revamp  their  organ- 
izations, in  case  of  another  war  emergency,  so 
that  there  would  be  no  medical  over-staffing, 
that  doctors  would  not  be  used  for  non-medical 
duties,  and  that  too  many  doctors  be  not  taken 
out  of  civilian  practice. 

6.  A resolution  was  rejected  which  would 
cause  the  Army  and  Navy  to  take  over  the  medi- 


cal care  of  servicemen’s  dependents,  now  con- 
ducted by  the  EMIC. 

7.  The  House  approved  an  extension  pro- 
gram of  teaching  medical  economics  in  medical 
schools.  The  A.M.A.  was  directed  to  prepare 
material,  evaluate  programs,  and  prepare  men 
for  the  purpose  of  teaching  this  subject. 

8.  Action  was  taken  to  tie  in  a closer  affilia- 
tion with  third  and  fourth  year  medical  students, 
possibly  by  admitting  them  as  affiliate  members, 
and  the  re-establishment  of  a student  section  in 
the  Journal.  The  possibility  of  a student  section 
of  the  scientific  assembly  was  studied. 

9.  The  House  agreed  to  establish  a scientific 
section  on  Diseases  of  the  Chest,  to  take  effect 
after  the  constitution  and  by-laws  are  changed 
and  adopted  at  the  next  regular  session. 

10.  An  A.M.A.  study  of  group  practice  was 
approved  by  the  House.  It  did  not  approve, 
however,  of  setting  up  a bureau  on  group  prac- 
tice at  headquarters. 

11.  In  order  to  help  settle  some  of  the  issues 
involved  with  the  various  Specialty  Boards,  the 
House  authorized  the  Board  of  Trustees  to  cre- 
ate a special  committee  to  study  medical  school- 
ing in  relation  to  the  public  needs,  to  determine 
how  small  hospitals  could  be  used  to  train  G.  P.’s 
to  check  on  the  present  supply  of  doctors,  and 
to  more  generally  define  a general  practitioner. 
At  this  convention,  the  American  Academy  of 
General  Practice  was  formed.  It  will  help  en- 
courage young  doctors  to  remain  family  physi- 
cians, will  set  up  courses  in  post  graduate  train- 
ing, and  help  protect  the  G.  P.’s  right  to  engage 
in  medical  and  surgical  practices  for  which  lie 
is  qualified. 

12.  The  A.M.A.  Secretary,  in  collaboration 
with  the  councils  and  bureaus  was  instructed  to 
prepare  an  illustrated  booklet  describing  the 
various  activities  carried  on  by  the  Association 
for  distribution  to  graduating  medical  school 
classes. 

13.  Actions  were  taken  also  for  the  purpose 
of  clarifying  the  public  relations  activities  of 
the  A.M.A.,  of  better  methods  of  transmitting 
information  to  the  House  of  the  activities  of  the 
departments,  bureaus  and  councils ; methods  of 
utilizing  the  Woman’s  Auxiliary  to  better  ad- 
vantage in  the  field  of  public  relations,  and  the 
House  within  the  near  future  will  have  to  think 
of  expanding  the  building  program  for  the  As- 
sociation headquarters. 

It  would  be  impossible,  of  course,  to  cover  the 
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full  text  of  each  report,  of  the  Officers,  the 
various  councils  and  bureaus  in  this  resume,  as 
well  as  the  various  resolutions  and  reference 
committees’  recommendations.  Each  member 
can  and  should  read  the  full  report  of  this  meet- 
ing as  published  in  the  Journal.  One  can  realize, 
in  so  doing,  that  the  House  of  Delegates  has  a 
vast  amount  of  business  thrown  into  its  agenda. 
With  an  honesty  of  purpose,  and  with  serious 
thought  and  discussion,  the  members  of  the 
House  of  Delegates  tackle  the  problems  present- 
ed, so  that  the  best  in  Medicine  can  be  brought 
to  the  American  people  in  a manner  exemplified 
by  our  democratic  way  of  life. 

The  new  officers  of  the  Association,  elected  at 
Atlantic  City,  for  1947-48  are: 

Dr.  Roseoe  L.  Sensenich,  South  Bend,  Indiana, 
President-Elect. 

Dr.  Thomas  A.  McGoldrick,  Brooklyn,  N.  Y., 
Vice-President. 

Dr.  George  F.  Lull,  Chicago,  re-elected  Secre- 
tary and  General  Manager. 

Dr.  Josiah  J.  Moore,  Chicago,  re-elected  Treas- 
urer. 

Dr.  R.  W.  Fouts,  Omaha,  Nebraska,  re-elected 
Speaker  of  the  House. 

Dr.  Francis  F.  Borzell,  Philadelphia,  Vice- 
Speaker  of  the  House. 


Dr.  Dwight  H.  Murray,  Napa,  Cal.,  re-elected 
to  a five-year  term,  Board  of  Trustees 

Dr.  Edward  J.  McCormick,  Toledo,  Ohio, 
elected  to  serve  a five-year  term,  Board  of  Trus- 
tees. 

Also : 

Dr.  Lloyd  Noland,  Fairfield,  Ala.,  re-elected 
as  a member  of  the  Judicial  Council. 

Dr.  John  H.  Musser,  New  Orleans,  re-elected 
as  a member  of  the  Council  on  Medical  Educa- 
tion & Hospitals. 

Dr.  William  Middleton,  Madison,  Wis.,  elected 
member  of  the  Council  on  Medical  Education 
and  Hospitals. 

Drs.  Stanley  P.  Reimann,  Philadelphia  and  L. 
B.  Jackson,  San  Antonio,  elected  to  the  Council 
on  Scientific  Assembly. 

Dr.  James  R.  McVay,  Kansas  City,  Mo.,  re- 
elected a member  of  the  Council  on  Medical 
service,  and 

Drs.  Elmer  Hess,  Erie,  Pa.  and  Jesse  D.  Ha- 
mer, Phoenix,  Ariz.,  elected  to  the  same  council. 

The  House  of  Delegates  selected  Chicago  as 
the  1948  convention  city ; Atlantic  City  for  the 
session  in  1949  and  San  Francisco  in  1950. 

Respectfully  submitted, 

J.  D.  HAMER,  M.  D. 


Poliomyelitis  Current  Literature 

A PERIODICAL  ANNOTATED  LIST 


Prepared  by  the  Library  of 
THE  NATIONAL  FOUNDATION  FOR 
INFANTILE  PARALYSIS 
mostly  from  material  supplied  by  the  Editors  of 
“A  Bibliography  of  Infantile  Paralysis, 
1789-1944” 

at  the  American  Medical  Association,  Chicago. 


Buchanan,  Josephine;  Hirt,  Susan,  and  Wris- 
ley,  Florence — (Med.  Coll.  Va.) 

A POLIOMYELITIS  PROGRAM  IN  A GEN- 
ERAL HOSPITAL.  Arch.  Phys.  Med.  28:289- 
294  (May,  1947). 

“Between  July,  1945  and  November,  1945,  191 
patients  were  admitted  to  the  Medical  College  of 
Virginia  hospitals  with  a diagnosis  of  acute  an- 
terior poliomyelitis. 1 This  represented  a sudden 
large  influx  of  patients  in  need  of  specialized 
care.  The  Baruch  Center  of  Physical  Medicine 
and  the  Medical  College  of  Virginia  Hospitals  pro- 
vided this  care  in  such  full  measure  that  the 
average  time  spent  in  the  hospital  was  only  forty- 
five  days  for  the  white  patients  and  seventy-nine 


days  for  the  Negro  patients,  and  90  per  cent  were 
discharged  with  no  or  minimal  disabilities,  amen- 
able to  outpatient  checkups  and  home  treatment 
programs.  Both  the  setting  up  and  the  carrying 
out  of  a program  for  the  care  of  so  large  a group 
of  poliomyelitis  patients  in  a general  hospital  pre- 
sented many  problems.  The  ma.ior  needs  for  this 
program  were  found  to  be:  1.  Adequate  bed  space 
to  be  utilized  as  long  as  necessary  for  optimal 
treatment.  2.  Adequate  specialized  nursing  care. 
3.  Adequate  subprofessional  help  for  applying 
hot  packs  and  for  transporting  patients  from  bed- 
side to  treatment  center.  4.  Adequate  number  of 
physical  therapists  especially  trained  in  polio- 
myelitis care.  5.  A closely  cooperating  team  of 
physician-specialis's  in  pediatrics,  orthopedics 
and  physiatrics.  6.  A brace  and  corset  shop, 
staffed  by  specialists,  located  within  the  hospital. 
7.  Adequate  follow-up  care  and  continued  treat- 
ment as  out-patients.” 

(Authors’  summary) 


Collins,  Vincent  J. ; Foster,  William  L.,  and 
West,  William  J.  (Army  and  Navy  General  Hos- 
pital, Hot  Springs,  Arkansas). 

VASOMOTOR  DISTURBANCES  IN  POLIO- 
MYELITIS, WITH  SPECIAL  REFERENCE 
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TO  TREATMENT  WITH  PARAVERTEBRAL 
SYMPATHETIC  BLOCK.  New  England  J. 
Med.  236:694-697  (May  8,  1947). 

“Vasomotor  disturbances,  such  as  edema,  hy- 
perhidrosis,  coldness  and  chilblanns,  are  fre- 
quently necountered  in  the  convalescent 
period  of  poliomyelitis.  Sympathetic  nerve 
iDlocks  were  employed  to  alleviate  these  distress- 
ing manifestations  of  disturbed  vasomotor  activ- 
ity with  partial  to  complete  relief  in  15  cases. 
Pain,  muscle  spasm  and  muscle  tenderness  were 
completely  relieved  in  3 cases  by  sympathetic 
nerve  blocks  and  without  supplementary  thera- 
peutic measures,  such  as  physiotherapy  and  hot 
packs.  It  is  suggested  that  the  pain,  tenderness 
and  muscle  spasm  in  the  acute  phase  of  poliomye- 
litis may  also  be  alleviated  by  sympathetic  blocks. 
(Authors’  summary.) 

7 references. 


Fisher,  Ernst — (Medical  College  of  Virginia). 
MUSCLE  STRENGTH  AND  THE  WEATH- 
ER. Arch.  Phys.  Med.  28:295-300  (May,  1947). 

The  effect  of  weather  upon  morbidity  and  mor- 
tality was  considered  important  in  ancient  times 
but  has  been  neglected  in  modern  etiologic  con- 
cepts. However,  in  the  past  twenty-five  years, 
work  has  been  done  on  this  subject.  Areas  of 
high  and  low  pressure  moving  across  the  coun- 
try and  bringing  sharp  sudden  changes  in  tem- 
perature are  apparently  the  weather  components 
most  effective  upon  body  functions. 

A series  of  experiments  in  which  grip  was 
measured  by  a Smedly  hand  dynamometer  were 
performed.  The  data  collected  are  not  sufficient 
to  permit  any  final  statement  about  the  effect 
of  weather  changes  and  muscle  strengts,  al- 
though they  are  rather  indicative  that  the  weath- 
er represents  a factor  of  significant  importance, 
at  least  from  a theoretical  point  of  view.  It  seems 
at  least  possible  that  the  results  of  muscle  test- 
ing as  performed  clinically  in  convalescent  polio- 
myelitis patients  are  appreciably  affected  by  the 
waather  prevailing  on  the  test  day. 

12  references. 


Lawson,  Robert  B.,  and  Melnick,  Joseph  L. — 
(Yale  Univ.  Sch.  Med). 

INACTIVATION  OF  MURINE  POLIOMYE- 
LITIS VIRUSES  BY  HEAT.  J.  Tnfeet.  Dis. 
80:201-208  (March-April,  1947). 

“Milk  exerts  a protective  action  on  the  destruc- 
tion by  heat  of  rodent  adapted  and  spontaneous 
mouse  poliomyelitis  viruses  when  infected  cen- 
tral nervous  system  tissue  is  heated  in  this 
medium.  Milk  enables  these  strains  to  withstand 
about  5 to  10  C more  heat  for  30  minutes  than 
when  the  infected  tissues  are  suspended  in  wa- 
ter. No  such  protection  is  noted  when  infectious 
mouse  intestinal  contents  are  used  as  a source  of 
virus. 

“The  concentration  of  virus  plays  a role  in  its 
thermal  liability.  The  more  dilute  the  virus  sus- 
pension, the  less  heat  is  required  to  inactivate 
it,  even  though  all  dilutions  are  made  in  milk. 

“When  concentrated  suspensions  of  infected 
nervous  tissue  are  heated  for  30  minutes,  occa- 
sional traces  of  virus  may  be  detected  when  the 
temperature  is  kept  at  65  C and  70  C.  This  is 
above  the  temperature  commonly  used  in  pas- 
teurization (61.7  C).  However,  the  number  of 
variables  which  affect  this  type  of  experiment 


are  great  so  lhat  unqualified  didactic  statements 
about  the  thermostability  of  these  agents  cannot 
readily  be  made. 

“No  information  about  human  (monkey  adapt- 
ed) poliomyelitis  virus  is  furnished  by  these  ex- 
periments. 

“It  is  our  belief  that  the  knowledge  of  the  sur- 
vival of  poliomyelitis  virus  in  milk  and  ice  cream 
is  inadequate.”  (Authors’  summary.) 

15  references. 


Pray,  L.  G. — (Fargo  Clinic,  Fargo,  North 
Dakota) . 

OBSERVATIONS  ON  A POLIOMYELITIS 
OUTBREAK  IN  NORTH  DAKOTA  IN  1946 
(WITH  SPECIAL  CONSIDERATION  OF 
SPINAL  FLUID  FINDINGS).  Journal-Lancet 
67:202-205  (May,  1947). 

“The  cases  of  80  children  with  poliomyelitis 
have  been  analyzed.  Our  results  and  reports  in 
the  literature  indicate  that  alterations  in  spinal 
fluid  findings  are  not  essential  to  the  diagnosis 
of  poliomyelitis;  of  primary  importance  are  the 
history  and  physical  examination  of  the  patient. 
In  one  half  of  abortive  cases  and  in  15  per  cent 
of  paralytic  cases,  the  spinal  fluid  cell  counts 
were  normal  during  the  early  stage  of  the  dis- 
ease. No  fatalities  occurred  in  these  80  children. 
Epidemiological  and  virus  studies  reported  in  the 
literature  show  that  the  virus  of  poliomyelitis  is 
harbored  in  the  throat  as  well  as  the  intestinal 
tract;  spread  of  the  disease  is  characteristic  of 
air-borne  infections,  with  the  likelihood  that 
sewage  and  insect  vectors  may  also  play  a part. 
It  appears  wise  to  keep  children  away  from 
crowds  during  epidemics,  as  susceptibility  is 
greatest  during  childhood,  although  present  to  a 
lesser  extent  in  adults  as  well.  Advance  prepara- 
tions by  interested  groups  made  adequate  care 
of  patients  possible  during  this  epidemic.” 
(Author’s  summary) 

20  references. 
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Cditorial* 


Two  Current  Grievances  of 
the  Public 

Some  five  or  six  years  ago  when  the  first  bill 
for  compulsory  health  insurance  was  introduced 
in  Congress,  the  leaders  of  American  Medicine 
suddenly  sat  back  and  took  inventory  of  . the  sit- 
uation. In  brief,  the  results  were  readily  dis- 
cernible. 

1.  Scientifically  as  a medical  organization 
we  had  made  tremendous  strides.  We  had  added 
ten  or  fifteen  years  to  life  expectancy  since  the 
turn  of  the  century. 

2.  Individually,  the  American  physician  is  a 
highly  respected  member  of  his  community.  He 
has  a certain  number  of  patients  and  friends 
who  sware  by  him  through  thick  and  thin. 

3.  But  as  a group,  and  a national  organiza- 
tion our  standing  was  practically  nil.  We  had 
completely  overlooked  the  subject  of  public  re- 
lations. 

Today  Public  Relations  is  one  of  the  livest 
topics  of  discussion  in  meetings  at  the  national 
level,  at  the  state  level  and  at  the  county  level. 
And  every  organization  is  searching  for  public 
relation  officers.  We  find  ourselves  engaged  in 
a great  campaign.  A campaign  to  convince  the 
American  Public  that  with  our  system  of  private 
practice  of  medicine,  with  the  aid  of  physician- 
controlled  Blue  Cross  hospital  organizations,  and 
voluntary  prepaid  medical  plans,  we  will  deliver 
a much  better  brand  of  medicine  to  them  than 
can  be  concocted  by  any  legislative  rabbit  pulled 


out  of  the  sleei^e  of  some  politician  or  social 
worker  in  Washington. 

The  most  important  function  of  a Public  Re- 
lations program  is  to  correct  grievances.  Hence 
the  occasion  for  this  editorial.  A prominent 
member  of  the  Arizona  Legislature  recently  com- 
plained to  a member  of  our  Association  that  it 
was  practically  impossible  to  get  a doctor  at 
night.  Therefore,  the  State  laws  regulating  the 
admission  of  osteopaths  and  chiropractors  should 
be  liberalized  so  the  people  could  get  more  med- 
ical care.  As  always,  there  are  two  sides  to  every 
question.  Why  is  it  impossible  to  get  a doctor  at 
night?  We  hear  it  said  also  that  you  cannot  get 
a plumber,  or  a carpenter,  or  a bricklayer  to  do 
anything  these  days.  And  the  answer  is  that  the 
plumber  and  the  carpenter  and  the  bricklayer 
are  not  hungry.  The  doctor  is  very  human  also 
and  he  is  not  hungry  either.  So  a sudden  drop  in 
our  economic  level  and  this  grievance  would  end 
over  night.  There  are  other  angles  to  this  sub- 
ject, however.  A large  segment  of  our  people 
have  their  own  private  or  family  physician  and 
no  conscientious  doctor  will  refuse  to  get  up  at 
night  to  take  care  of  his  own  patients.  But  not 
many  doctors  relish  the  thought,  especially  when 
he  is  working  ten  or  twelve  hours  a day,  of  get- 
ting up  at  3 o’clock  in  the  morning  to  call  on  a 
perfect  stranger,  or  even  some  other  doctor ’s  reg- 
ular patient.  A little  different  situation  exists 
in  Arizona  than  in  most  places.  While  many  of 
our  permanent  inhabitants  have  their  own  physi- 
cians, we  have  thousands  and  thousands  of  trav- 
elers and  visitors  who  are  absolute  strangers  in 
our  community,  and  we  owe  these  people  much 
consideration.  A common  remark  about  night 
calls  is  that  about  three  out  of  four  are  unneces- 
sary and  could  wait  until  morning.  We  must 
revert  to  psychology  to  answer  this  remark.  As 
soon  as  darkness  settles,  the  human  becomes 
scared.  So  that  fear  is  probably  the  diagnosis  in 
three  out  of  four  night  calls.  But  right  there 
while  one  out  of  four  cases  really  need  medical 
care,  any  osteopath  with  a little  psychology  can 
qniet  the  fears  of  these  other  three  cases  just  as 
well  as  a full  fledged  physician.  So  our  good 
Senator  has  a 3 to  1 argument  in  favor  of  letting 
the  bars  down  to  the  cults.  But  aside  from  such 
comments  this  seems  to  he  a problem  to  be  solved 
at  the  county  and  city  levels.  It  is  always  the 
duty  of  our  younger  doctors  to  make  night  calls. 
We  have  physician’s  directories  in  our  cities,  and 
a little  cooperation  between  our  county  societies 
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and  physician’s  directories,  along  with  some  ed- 
ucation of  the  public  by  newspaper  and  radio 
advertising,  should  do  much  to  eliminate  this 
common  complaint. 

The  second  grievance  is  the  refusal  of  a physi- 
cian to  make  a call  on  a patient  who  is  dying 
with  the  remark  that  “Well,  if  he  is  dying,  there 
is  nothing  I can  do.”  Every  doctor  knows  his 
place  in  a death  room.  And  here  again  the  ex- 
planation is  fear.  The  human  is  scared  of  death, 
which  is  quite  natural,  and  the  first  one  they 
think  of  to  assume  the  responsibility  is  the 
doctor. 

We  may  sum  up  the  whole  subject  by  saying 
that  the  practice  of  medicine  has  reached  such  a 
point  where  a doctor’s  every  action  reflects  not 
upon  himself  alone,  but  on  the  entire  medical 
profession. 

Your  State  Officers  know  that  when  the 
bill  is  introduced  in  the  legislature  to  let  the  bars 
down  to  the  cults,  that  a flood  of  protests  will 
flow  into  the  Central  office..  But  they  also  know 
that  the  loudest  protests  will  come  from  the 
very  members  who  refuse  to  make  night  calls,  or 
are  guilty  of  various  other  actions  which  reflect 
upon  the  society  as  a whole.  It  can  be  added  at 
this  point  that  your  state  society  has  had  a very 
active  legislative  committee  for  some  time.  They 
cannot  go  around  broadcasting  it,  but  they  al- 
ways have  their  ears  to  the  ground,  and  especial- 
ly when  the  legislature  is  in  session.  And  as 
proof  they  can  point  to  the  record.  Construc- 
tive legislation  which  the  Association  has  spon- 
sored has  always  passed  and  very  little  adverse 


legislation  is  ever  enacted  into  law.  And  here 
again  is  a point  where  our  medical  association 
from  the  national  level  down  has  made  a dismal 
failure.  Public  health  laws,  and  Jaws  to  raise  the 
standards  of  medical  practice  are  for  the  protec- 
tion of  the  public,  and  not  legislation  to  line  the 
pockets  of  the  Medical  Trust,  which  is  the  con- 
stant accusation  of  our  critics. 
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IN  ^MEMORY  OF 
OUR  HEROES 


Two  young  Arizona  physicians  and  surgeons, 
each  with  a promising  career  ahead  of  him,  gave 
up  their  lives  in  honor  of  their  country  during 
the  recent  war.  Each  was  a native-born  Ari- 
zonan, each  being  from  a distinguished  Arizona 
family. 


MANNING  GUNTER,  son  of  Dr.  and  Mrs. 
Clarence  Gunter  of  Globe,  was  born  at  Tucson, 
Arizona,  May  18,  1911.  He  had  eight  years  of 
grammar  school  and  four  years  of  high  school  at 
Globe,  graduating  from  high  school  in  1930.  He 
spent  two  years  at  the  University  of  Arizona 
then  transferred  to  the  University  of  Alabama 
where  he  graduated  with  the  degree  of  Bachelor 
of  Science  in  1934.  He  then  entered  the  College 
of  Physicians  and  Surgeons,  Columbia  Univer- 
sity, graduating  in  the  class  of  1938.  He  had 
two  years’  internship  at  New  York  City  Hos- 
pital and  a six  months’  service  in  a post  gradu- 
ate hospital  in  New  York  City  in  special  surgery. 
He  practiced  in  Globe  with  his  father,  Dr.  Clar- 
ence Gunter,  until  the  war  and  then  joined  the 
Army  Medical  Corps  as  a First  Lieutenant  in 
February,  1942.  He  trained  in  California  with 
the  Seventh  Division  and  went  with  them  to 
Attu,  landing  on  Attn  with  the  first  200  soldiers. 
He  then  went  to  Kiska.  After  a short  time  there 
he  went  to  Hawaii  with  the  Seventh  Division  to 
recuperate.  They  then  went  to  Kwjalien  and 
there  he  received  a'  Bronze  Star  and  was  made  a 
Captain  in  the  Medical  Corps.  He  then  went 
through  the  Leyte  campaign,  then  to  Mendora, 
and  then  to  Okinawa.  At  Okinawa  he  was  award- 
ed the  Silver  Star  for  gallantry  in  action  and 


was  killed  there  on  May  5,  1945.  Dr.  Gunter 
was  not  married  and  is  survived  by  a brother, 
a sister  and  his  father,  Dr.  Clarence  Gunter.  His 
mother  is  not  living. 


ARTHUR  WILLIAM  WILKINSON,  son  of 
Mr.  and  Mrs.  Francis  Marion  Wilkinson  of  Phoe- 
nix, was  born  on  November  23,  1911  at  Phoenix. 
His  grammar  school  education  was  obtained 
from  Pendergast  Grammar  School  and  St. 
Mary’s  Grammar  school,  both  of  Phoenix.  He 
graduated  from  Phoenix  Union  High  School  in 
1929  with  valedictorian  honors.  He  was  award- 
ed the  Harvard  Scholarship  by  the  Harvard 
Club  of  Arizona.  He  attended  Harvard  Uni- 
versity, receiving  various  scholarships  in  sci- 
ence for  outstanding  work,  and  graduated  with 
high  distinction  in  1933.  He  taught  school  in 
Chicago  during  1933-34.  In  1934  he  entered 
Harvard  Medical  School  and  graduated  in  1938. 
He  interned  at  St.  Luke’s  Hospital,  Chicago, 
following  which  he  served  a Surgical  Residency 
at  the  same  institution.  In  1940  he  became  Resi- 
dent Surgeon  at  the  Good  Samaritan  Hospital, 
Phoenix,  serving  until  1941  when  he  entered 
the  service  and  was  commissioned  Lt.  jg)  U.  S. 
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Navy  Reserve.  Dr.  Wilkinson  entered  active 
service  and  was  reported  missing  in  action  when 
the  U.  S.  S.  Sims  was  lost  in  the  Battle  of  the 
Coral  Sea  on  May  7,  1942. 

On  October  18,  1941,  Dr.  Winkinson  was  mar- 
ried to  Miss  Patricia  H il vert,  daughter  of  Mr. 
and  Mrs.  Fred  G.  1 1 il  vert,  a prominent  Phoenix 
family.  He  is  survived  by  his  wife,  Patricia,  his 
parents,  Mr.  and  Mrs.  F.  M.  Wilkinson,  sisters, 
Bertha,  Catherine,  Nellie  and  Virginia,  and 
brothers,  F.  M.,  Jr.,  Henry,  and  Robert. 

Both  these  young  physicians  were  an  honor 
to  themselves,  their  families  and  their  country. 
We  salute  their  lives  and  their  memories! 


(Booh  Be  views 

POSTGRADUATE  OBSTETRICS:  By  William  F.  Mengert,  M.  D, 
Professor  and  Chairman.  Department  of  Obstetrics  and  Gyne- 
cology, Southwestern  Medical  College.  Chairman  Obstetrics 
and  Gynecology.  Parkland  Hospital,  Dallas,  Texas.  Paul  B. 
Hoeber,  Inc.  Medical  Book  Department  of  Harper  and  Broth- 
ers. New  York.  London.  Price  $5.00. 

Material  in  Postgraduate  Obstetrics  was  chosen 
according  to  statistical  frequency  of  complica- 
tions in  the  realm  of  the  family  physician. 

Beginning  with  the  various  pregnancy  tests, 
Dr.  Mengert  follows  through  with  discussions 
on  every  phase  of  pregnancy,  labor,  and  puer- 
perium.  Of  especial  interest  are  chapters  on  dis- 
eases related  and  unrelated  to  pregnancy,  abnor- 
mal pregnancy,  anamolies  of  the  expulsive 
forces,  care  of  the  new  born,  diseases  of  the  new 
born,  and  the  emotional  stresses  of  pregnancy. 

Save  for  the  discussions  on  carcinoma  of  the 
cervix  and  inversion  of  the  uterus,  rare  compli- 
cations have  been  omitted. 


ANNUAL  REPRINT  of  the  Reports  of  the  Council  on  Phar- 
macy and  Chemistry  of  the  American  Medical  Association  for 
194.  Cloth.  Price,  postpaid  $1.00.  pp.  135.  Chicago:  American 
Medical  Association,  1947. 

This  volume  was  formerly  of  most  interest  to 


hose  who  wished  to  know  why  the  Council  on 
Pharmacy  and  Chemistry  had  not  accepted  cer- 
tain of  the  preparations  it  had  considered.  The 
reports  were  mainly  those  of  rejection;  though, 
through  the  years,  the  educational  nature  of  the 
Council’s  work  was  attested  by  status  reports 
on  drugs,  or  therapeutic  procedures,  or  prelim- 
inary reports  on  agents  showing  promise  of  use- 
fulness but  not  yet  ready  for  adoption  by  the 
general  and  medical  profession.  In  recent  years, 
the  tendency  has  been  toward  a preponderance 
of  the  educational  type  of  report.  In  the  pres- 
ent volume,  both  the  condemnatory  and  the  edu- 
cational phases  of  the  Council’s  work  are  rep- 
resented. 

There  are  three  reports  of  vigorous  condemna- 
tion : first,  the  report  on  Cabasil,  a curiously  un- 
scientific mixture  whose  exploitation  for  use  in 
a multitude  of  diseases  is  aptly  summarized  by 
the  sub-title  of  the  report,  “Quackery  Unlimit- 
ed;’’ second,  the  report  on  the  pseudo-scientific 
■ Ethylene  Disulphonate  (Allergosil  brand),  a 
preparation  of  highly  uncertain  nature  explod- 
ed to  physicians  for  use  in  allergic  conditions; 
third,  Formula  A-N-l,  a joint  report  of  the 
Council  on  Pharmacy  and  Chemistry  and  the 
Council  on  Industrial  Health,  concerning  an  ex- 
pensive but  poor  substitute  for  aspirin  and 
citrate  of  magnesia,  cleverly  promoted  to  in- 
dustrial concerns  for  use  in  reducing  absentee- 
ism due  to  colds. 

Among  the  status  reports,  the  excellent  article 
of  Dr.  Samuel  M.  Feinberg,  “Histamine  and 
Antihistaminic  Agents,”  is  probably  most  wor- 
thy of  mention.  Since  its  appearance,  the  Coun- 
cil has  accepted  for  inclusion  in  New  and  Non- 
official  Remedies,  the  two  new  agents  of  this 
class  evaluated  in  the  article,  Diphenhydramine 
Hydrochloride,  and  Tripelennamine  Hydro- 
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chloride  (Benadryl  Hydrochloride  and  Pyriben- 
zamine  Hydrochloride,  respectively). 

Pharmaceutical  and  scientific  investigators, 
alike,  will  be  interested  in  the  informative  re- 
port on  the  Council’s  new  Therapeutic  Trails 
Committee.  Of  special  interest  to  manufacturers 
is  a statement  on  the  revised  rules  of  the  Coun- 
cil, though  this  exposition  of  the  trends  of  Coun- 
cil policy  is  of  concern  to  all  who  are  interested 
in  progressive  rational  therapeutics. 

Attention  is  called  to  the  several  reports  on 
the  adoption  of  generic  designations  for  drugs 
proposed  or  marketed  under  protected  names. 
Not  all  such  actions  of  the  Council  have  been  the 
subject  of  separate  published  reports ; the  rec- 
ognized terms  have  appeared  in  the  published 
descriptions  of  the  drugs  when  accepted,  and 
will  be  inserted  in  another  Council  publication, 
New  and  Non-official  Remedies,  as  adoption  of 
such  designations  for  already  accepted  protected 
names  proceeds. 


NEW  AND  NON-OFFICIAL  REMEDIES,  1947,  containing  de- 
scriptions of  the  articles  which  star.!  accepted  by  the  Council 
on  Pharmacy  and  Chemistry  of  the  American  Medical  Associa- 
tion on  Jan.  1,  1947.  Cloth.  Price,  postpaid,  $3.00.  pp.  749. 
Philadelphia:  J.  P.  Lippincott  Co.,  1947. 

Although  the  latest  edition  of  New  and  Non- 


official Remedies  has  some  eleven  pages  fewer 
than  the  1946  book,  its  increase  in  size,  due  to 
the  heavier  paper  used,  and  its  change  of  col- 
or— dark  green  to  bright  red — combine  to  make 
a striking  contrast  with'  the  earlier  annual  vol- 
umes. The  book  is  now  published  by  J.  B.  Lip- 
pincott and  Company,  though  it  is  still  issued 
under  the  direction  and  supervision  of  the  Coun- 
cil on  Pharmacy  and  Chemistry.  Another  inno- 
vation is  the  relegation  of  the  statements  of  tests 
and  standards  to  the  back  of  the  book,  which 
makes  the  text  more  convenient  and  useable  for 
the  physician,  for  whom  it  is  primarily  intended. 
It  is  understood  that  supplements  to  the  annual 
volumes  will  no  longer  be  issued.  The  physician 
who  is  interested  in  current  acceptances  can 
keep  track  of  these  as  the  descriptions  are  pub- 
lished in  the  Journal  A.M.A.,  or  may  inquire 
about  them  by  addressing  the  Council’s  office 
at  A.M.A.  headquarters.  Several  medical  and 
pharmaceutical  journals  now  carry  lists  of  cur- 
rently accepted  products. 

There  appears  to  be  no  very  extensive  revision 
in  the  various  general  articles  or  chapter  head 
discussions,  although  several  new  monographs 
have  made  their  appearance  and  others  have 
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been  revised  to  reflect  current  medical  opinion. 
One  notes  the  appearance  of  a new  chapter,  “Un- 
classified Therapeutic  Agents,”  which  includes 
the  monographs  on  Gold  Compounds  and  Iodine 
Compounds  for  systemic  use.  This  is  in  line 
with  the  policy  adopted  some  years  ago  of  clas- 
sifying accepted  preparations  according  to 
phormacologic  action  and  therapeutic  use. 

Attention  is  called  to  the  amplification  and 
indexing  of  the  section  devoted  to  the  statement 
of  the  Council’s  Rules.  This  should  be  of  great 
assistance  to  manufacturers  in  the  presentation 
of  products  for  Council  consideration  and  is  no 
doubt  inspired  by  the  recent  marked  increase  in 
t he  number  of  pharmaceutical  concerns  asking 
Council  recognition. 

The  descriptions  of  some  thirteen  new  prep- 
arations appear  in  this  volume.  This  excludes, 
of  course,  brands  or  dosages  of  already  accepted 
agents.  Among  those  preparations  noteworthy 
of  mention  are  the  pertussis  vaccines  and  vac- 
cines representing  combinations  of  pertussis  with 
diphtheria  and  tetanus  organisms  ; the  new  hista- 
mine-antagonizing agent,  Benadryl  Hydrochlo- 
ride Elixir  (Diphenhydramine  Hydrochloride 


Elixir)  ; Furacin  (Nitrofurazone)  a new  topical 
anti-infective  agent ; Streptomycin ; Heparin 
Sodium ; Parenamine,  a new  casein  hydrolysate  ; 
Thiouracil,  an  antithyroid  agent;  Naphuride 
Sodium  (Suramin  Sodium)  a new  trypanocide; 
and  Tuamine  (Racemic  2-aminoheptane),  a new 
vasoconstrictor.  One  notes  the  increasing  ap- 
pearance of  generic  designations  in  conformance 
with  the  revised  Council’s  rules  on  acceptance 
of  agents  bearing  protected  or  trademarked 
names. 

New  and  Non-official  Remedies  remains  a 
most  valuable  and  authoritative  compendium  of 
modern  rational  therapeutics.  With  successive 
editions,  it  becomes  more  useful  and  accessible 
to  the  physician  and  to  all  those  interested  in  the 
use,  preparation,  or  manufacture  of  drugs. 
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THE  TECHNIQUE  OF  THE  SYME 
AMPUTATION 

Lt.  Col.  Rufus  H.  Alldredge  and 
Lt.  Col.  T.  Campbell  Thompson 
Medical  Corps,  A.  U . S. 


The  authors  present  75  cases  of  Syme  amputa- 
tions which  were  done  as  a result  of  injuries  re- 
ceived in  World  War  II.  The  results  were  sat- 
isfactory in  all  patients,  and  complications, 
which  were  of  a minor  nature,  resulted  in  only 
10%  of  the  cases. 

The  Syme  amputation  has  advantages  over  am- 
putation through  the  foot  or  below  the  knee  both 
from  the  functional  and  psychological  stand- 
points and  is  advocated  for  young  male  patients. 
The  patient  feels  as  if  he  is  only  inconvenienced 
instead  of  handicapped.  The  prosthesis  is  not 
only  more  comfortable  and  not  so  clumsy,  but  is 
also  simpler  and  does  not  require  many  adjust- 
ments. Disadvantages  are  few.  the  main  one  be- 
ing the  necessity  for  greater  surgical  skill  and 
the  necessity  for  more  care  in  selection  of  pa- 

Prepared  by  the  Staff  of  Carrie  Tingley  Hospital  for  Crippled 
Children,  Hot  Springs,  New  Mexico. 


Yol.  4,  No.  5 


Arizona  Medicine 


65 


tients.  Circulation  and  sensation  must  be  ade- 
quate. 

The  requirements  essential  for  a good  func- 
tioning stump  were  listed  as  follows : 

1.  It  should  have  adequate  circulation  and 
sensation. 

2.  It  should  be  painless  and  non-tender. 

3.  It  should  be  capable  of  full  end-weight- 
bearing'  with  or  without  a prosthesis. 

4.  It  should  be  suitable  for  fitting  in  a con- 
ventional way  with  a prosthesis  which  re- 
quires no  apparatus  above  the  knee. 

5.  It  should  show  no  tendar  scars  or  other 
areas  likely  to  break  down  from  the  use  of 
a prosthesis. 

6.  It  should  be  satisfactory  to  both  patient 
and  surgeon. 

The  pre-operative,  operative  and  post-opera- 
tive care  are  of  equal  importance.  Pre-operative- 
lv  the  skin  should  be  surgically  and  bacteriologi- 
cally  cleaner  than  for  any  other  amputation  and 
the  patient’s  mental  condition  should  be  satis- 


factory. It  is  suggested  that  penicillin  be  ad- 
ministered routinely. 

The  operative  technique  is  described,  particu- 
lar attention  being  paid  to  hemostasis.  The  surg- 
ical procedure  is  described  in  three  stages : 

Step  1.  Skin  incision,  dislocation  of  the  ankle 
and  removal  of  the  calcaneus. 

Step  2.  Sawing  off  the  malleoli,  cutting  the 
tendons  and  nerves  about  the  ankles, 
debriding  the  heel  flap  and  ligating 
the  major  vessels. 

Step  3.  Clamping  and  ligation  of  small  ves- 
sels until  a dry  field  is  obtained,  clos- 
ure of  the  stump,  draining  and  dress- 
ing. 

Post-operatively  the  dressings  are  changed  in 
24  hours  and  about  48  hours  thereafter.  The 
drain  is  left  in  place  for  one  to  seven  days,  de- 
pending on  the  amount  of  drainage  present.  A 
walking  pylon  is  applied  between  the  third  and 
fourth  weeks.  This  type  of  amputation  is  rec- 
ommended for  the  young  male  with  a good  physi- 
cal and  mental  outlook. 

S.  L.  STOVALL,  M.  D. 
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Surgery,  Gynecology  and 
Obstetrics,  83:243-248 

August,  1946 

SURGICAL  ASPECTS  OF  TRENCH  FOOT 
ROBERT  R.  BATES,  M.  I). 

(Major  M.  C.)  Joliet,  111. 

Of  a series  of  4,892  soldiers  with  frost  bite 
and  trench  foot,  the  author  had  occasion  to 
study  264  of  them  who  had  varying  degrees 
of  persistent  gangrene.  Since  no  preconceived 
plan  of  surgical  treatment  was  available  at  the 
time,  the  author,  on  the  basis  of  his  extended 
experience  with  this  condition,  evolved  the  fol- 
lowing plan  of  treatment  which  proved  to  be 
most  satisfactory. 

1.  Preopera' ively,  every  chance  was  given 
for  improvement  under  conservative  treatment, 
namely  physiotherapy  with  special  emphasis  on 
active  and  passive  motion  and  finally  preopera- 
tive penicillin  intramuscularly. 

2.  A delaying  attitude  resulted  in  many  spon- 
taneous curves  and  saved  them  from  needless 
amputations. 

3.  Skin  grafts  gave  way  to  plantar  flaps 
even  if  it  meant  further  resections  of  metatar- 


sal bone.  He  found  no  detrimental  effects  on  the 
gait  from  resection  of  metatarsal  heads  where 
this  was  done  in  order  to  get  sufficient  plantar 
skin  to  cover  the  bones. 

4.  Primary  closure,  despite  the  bacterial  con- 
tamination of  all  these  cases,  gave  the  best  re- 
sults where  the  head  of  the  1st  metatarsal  had 
to  be  sacrificed,  the  sesamoids  were  also  removed. 

5.  Skin  traction  was  used  post-operatively  in 
order  to  facilitate  primary  closure  of  the  flaps. 
In  a few  instances  full  thickness  grafts  were  nec- 
essary and  were  done  by  either  cross  leg  flaps  or 
jumped  tubes. 

6.  All  operations  were  done  under  pentothal 
oxygen  anaesthesia ; incisions  being  made  just 
proximal  to  the  typically  narrow  zone  of  reac- 
tion on  the  plantar  skin.  No  buried  sutures  were 
placed.  The  periosteum  was  left  intact  and  no 
unnecessary  insult  to  tissues  Avas  permitted  in 
the  name  of  technical  expediency. 

7.  PostoperatAely  penicillin  for  several  days 
or  until  the  skin  sutures  had  been  removed.  At 
least  30  uneventful  convalescent  days  were  re- 
quired before  weight  bearing  Avas  permitted.  A 
simple  prosthesis,  based  on  an  insole  and  lambs 
avooI  protected  felt  block  to  fill  in  the  space  be- 
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tween  the  foot  stump  and  shoe  tip,  was  then  util- 
ized to  great  advantage. 

8.  Results : There  were  only  23  instances  of 
postoperative  infection  and  9 instances  of  derma- 
titis under  this  regime  of  treatment. 

J.  KULOWSKI,  M.  D. 


83:105-112 

COLLECTIVE  REVIEW 
The  Treatment  of  Ununited  Fractures  of  the 
Neck  of  the  Femur. 

RUDOLPH  S.  REICH,  M.  D. 

Cleveland,  Ohio 

This  is  an  excellent  review  of  the  standard 
methods  of  treatment  of  ununited  fractures  of 
the  neck  of  the  femur  along  with  the  author’s 
personal  prefernces  and  interpretations  of  indi- 
cations and  techniques.  His  extended  experience 
with  this  complex  problem  makes  this  author- 
atative,  especially  in  regard  to  femoral  osteoto- 
mies. Greater  attention  has  come  to  ununited 
fractures  in  this  situation  coincident  to  the  add- 
ed interest  in  the  treatment  of  fresh  fractures  of 
the  femoral  neck  in  recent  years. 

The  author  divides  the  various  procedures  ad- 


vocated for  the  relief  of  non-unions  of  the  fem- 
oral neck  into  two  catagories : ( 1 ) those  desig- 
nated to  restore  anatomical  and  physiological 
relationships  of  the  hip  joint,  and  (2)  recon- 
struction (palliative)  procedures.  The  former 
stem  from  Albee’s  dowel  1 pin  graft  method  and 
the  latter  from  the  basic  osteotomies  of  Whit- 
man and  Lorenz.  Anatomical  restoration  is 
preferable  but  the  requirements  to  be  met  for  its 
successful  accomplishment  are  so  varied  and  ex- 
acting that  indications  for  this  operation  are 
finely  drawn  and  therefore  limited  in  applica- 
tion. 

On  the  other  hand  the  reconstruction  opera- 
tions. because  of  their  greater  simplicity,  have 
become  more  popular  and  have  a wider  field  of 
application.  Colonna  has  described  this  type  of 
procedure  to  include,  (1)  cases  in  which  the 
femoral  head  is  viable,  and  (2)  those  in  which 
there  is  aseptic  necrosis  or  arthritis  of  the  head. 
Where  a pathological  condition  exists  the  re- 
moval of  the  head  must  be  considered.  The  op- 
erations of  Whitman  and  Colonna  are  admirably 
suited  to  these  conditions  and  are  widely  used. 
An  alternative  operation  is  the  arthrodesis  of 
Gill. 
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Where  the  head  is  viable  one  of  t he  various 
types  of  osteotomy  yields  excellent  results.  The 
original  (low)  Lorenz  and  Shanz  osteotomies 
have  been  modified  by  the  higher  ones  of  Hass, 
McMnrray  and  finally  by  Leadbetter’s  recent 
cervical-axial  technique.  The  greatest  draw- 
backs to  the  original  osteotomies  was  the  sac- 
rifice of  length  and  tendency  to  valgus  of  the 
knee.  These  have  been  largely  overcome  now  by 
the  newer  technique.  Osteotomies  attempt  to 
eliminate  the  lateral  shearing  stress  by  placing 
the  distal  fragment  inferior  to  the  head,  after 
operation.  Oftentimes  union  of  the  old  fracture 
site  occurs  concurrently  (or  as  often  as  2 years 
later)  with  union  of  the  osteotomized  fragments. 

Because  of  improvements  in  procedure,  the 
criteria  for  good  end  results  now  implies  com- 
plete correction  of  the  shearing  force  of  the  neck 
on  the  ununited  head,  with  union  of  fragments, 
less  shortening,  a remarkably  increased  range 
of  motion,  very  little  pain  or  discomfort,  and  a 
surprising  restoration  of  function.  The  chief 
objections  to  these  operations  has  been  the  diffi- 
culty of  accuracy  in  placing  the  line  of  oste- 
otomy because  it  is  essentially  a blind  procedure. 
Reich  has  suggested  Steinman  pin  fixation  and 


x-ray  check  before  the  cast  has  been  applied. 
Leadbetter’s  procedure  is  a great  advance  over 
former  operations  because  it  is  visually  done  and 
the  distal  fragment  can  be  more  easily  implanted 
under  the  head  and  neck,  the  latter  being  thrust 
into  valgus  position.  The  older  Brackett  opera- 
tion was  designed  for  a similar  reason.  Blount 
has  advocated  the  use  of  a blade-plate  as  a means 
of  internal  fixation  following  femoral  osteoto- 
mies, for  the  purpose  of  eliminating  the  neces- 
sity for  post-operative  plaster  fixation.  In  any 
event  there  must  be  enough  femoral  neck  and 
head  in  the  socket  to  give  adequate  purchase  of 
the  neck  on  the  remaining  head.  In  these  cases 
one  of  the  reconstruction  operations  had  better 
be  done. 

The  author  states  the  causes  of  failure  follow- 
ing femoral  osteotomy  to  be  (1)  improper  selec- 
tion oof  the  level  of  the  osteotomy  (slipping  of 
the  fragments),  (2)  loss  of  joint  motion  (3)  dense 
scarring  preventing  separation  or  the  fragments 
(Leadbetter’s  procedure.  He  does  not  feel,  as 
does  Blount,  that  the  cast  is  detrimental,  nor 
does  lie  believe  that  his  blade-plate  internal  fixa- 
tion is  necessary.  As  a matter  of  fact,  it  is  the 
author’s  opinion  that  the  added  surgical  insult 
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that  the  pin  insertion  entails  cannot  easily  be 
overlooked.  He  prefers  to  do  the  high  oblique 
osteotomy  or  Leadbetter’s  operation  without  this 
aid,  since  the  blacle-plate  would,  in  addition,  pre- 
vent the  final  subsequent  settling  in  or  jamming 
inward  which  is  favored  by  and  during  the  pro- 
cess  of  absorption  of  the  osteotomy  surfaces  pre- 
liminary to  osteogenesis.  He  definitely  prefers 
the  cast  and  states  as  his  only  contraindication 
to  it  to  be  in  the  ease  of  an  individual  with  an 
arthritic  knee,  with  impending  ankylosis,  or  in 
whom  such  ankylosis  may  result  from  prolonged 
immobilization. 

The  disadvantages  of  the  low  osteotomy  are 
stated  to  be  (1)  greater  sacrifice  of  length  and 
(2)  greater  incidence  of  knock  knee  deformity. 

J.  KULOWSKI,  M.  D. 


NEWS  NOTES 


Office  of  the  Surgeon  General 

ARMY  ENGINEERS  TO  BUILD  GREATEST 
MEDICAL  CENTER 

What  is  planned  to  be  the  greatest  medical 
research  center  in  the  world  will  be  built  at 
Forest  Glen,  Maryland,  by  the  Corps  of  en- 
gineers for  the  Office  of  The  Surgeon  General, 
according  to  a recent  announcement  made  by 
Major  General  Raymond  W.  Bliss,  The  Surgeon 
General.  In  keeping  with  technological  advances 
in  all  fields,  based  on  experiences  in  the  late 
war,  the  center  will  be  equipped  to  anticipate 
and  meet  the  medical  problems  of  the  future  as 
well  as  to  cope  with  those  of  the  present.  The  in- 
itial cost  is  estimated  at  approximately  $40,- 
000,000.  Construction  will  be  supervised  by  the 
District  Engineer,  Washington,  D.  C.  Engineer 
District. 

Officially  designated  as  the  “Army  Medical 
Research  and  Graduate  Teaching  Center,”  the 
project  will  consist  of  a 1,000-bed  general  hos- 
pital, capable  of  expansion  to  1,500  beds ; the 
Army  Institute  of  Pathology  building;  the  Army 
Medical  Museum  and  Center  Administration 
building;  Central  Laboratory  Group  buildings; 
and  the  Army  Institute  of  Medicine  and  Surgery. 
A working  library,  animal  farm,  quarters  for 
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the  staff  and  other  buildings  are  included  in  the 
plans. 

Located  just  outside  of  Washington,  the  new 
Army  Medical  Center  will  have  the  advantage 
of  close  relationship  to  the  Walter  Reed  General 
Hospital,  the  Naval  Medical  ( 'enter,  the  medical 
schools  of  the  District  and  the  proposed  new 
Washington  Medical  Center,  with  all  of  whom 
ideas  can  be  interchanged.  In  addition,  mem- 
bers of  the  District  of  Columbia  Medical  Soci- 
ety, among  them  some  of  the  finest  specialists 
in  the  world,  and  medical  experts  from  other 
Government  departments,  will  be  available  for 
consultation.  The  Center  will  also  cooperate 
with  the  National  Bureau  of  Standards,  the  Na- 
tional Institute  of  Health  and  the  National  Re- 
search Council. 


SECRETARY  OF  WAR  PATTERSON  TELLS 
OF  ARMY’S  MEDICAL  PERSONNEL 

Secretary  of  War  Robert  P.  Patterson,  speak- 
ing before  the  American  Medical  Association  in 
Atlantic  City,  New  Jersey,  on  June  10,  ex- 
pressed his  “appreciation  of  the  contribution  to 
victory  made  by  the  American  doctor  in  World 


War  11,  and  praised  the  medical  service  of  the 
American  Army  in  that  war  as  “the  finest  of 
any  army  in  the  world,— any  place,  any  time.” 

He  stated,  “it  was  the  caliber  of  the  medical 
care  during  the  war  that  made  the  Army  resolve 
to  maintain  the  best  features  of  that  service  in 
the  years  ahead.  And  so  the  War  Department 
is  taking  steps  to  provide  for  its  modern  Army 
a Medical  Corps  that  can  do  this  very  thing.” 

He  stated  further  “a  basic  essential  to  such 
a Medical  Corps  is  personnel — enough  and  of 
the  highest  possible  qualifications.  As  a step  to- 
wards making  Army  medicine  a satisfying  career 
for  qualified  doctors,  a bill  has  been  introduced 
in  Congress  providing  the  means  to  make  the 
Army  more  tolerable  from  an  economic  point  of 
view,  and — more  important— to  make  service  in 
the  Medical  Corps  a stimulating  experience 
from  a professional  point  of  view.” 

Speaking  before  the  House  of  Delegates,  Sec- 
retary Patterson  said,  “Present  plans  of  the 
War  Department  call  for  an  Army  of  1,070,000 
men.  We  shall  need  an  Army  of  more  or  less 
that  size  so  long  as  we  have  our  present  commit- 
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ments  for  occupation  abroad  and  national  secur- 
ity at  home. 

“6,000  doctors  are  required  to  provide  ade- 
quate medical  service  for  an  army  of  1,070,000 
strength.  At  present  we  have  5,000  doctors  in 
the  Medical  Corps.  However,  only  1,100  of  these 
are  in  the  Regular  Army.  If  the  present  state 
of  national  emergency  were  to  be  terminated 
we  would  lose  all  our  doctors  except  those  in 
the  Regular  Army.  Even  if  the  emergency  re- 
mains in  effect,  the  younger  officers  now  on 
temporary  service  will  be  leaving  in  large  num- 
bers on  expiration  of  their  two  years’  service. 
Unless  prompt  measures  are  taken,  the  prospects 
are  that  we  will  be  short  3,700  doctors  by  mid- 
year of  1949,  and  short  4,000  doctors,  or  more 
than  two-thirds  of  our  requirement,  by  mid-year 
of  1950.” 

The  Secretary  said  a major  step  in  the  pro- 
gram to  provide  a professionally  competent  and 
adequate  medical  service  for  the  Army  is  the  in- 
troduction in  Congress  of  legislation  to  “provide 
for  the  procurement  of  physicians  and  surgeons 
in  the  Medical  Department  of  the  Army.”  That 
legislation  is  identified  in  the  House  of  Repre- 
sentatives as  H.  R.  3174,  and  in  the  Senate  as 
S.  1143. 

“At  a casual  reading  of  the  bill,”  he  contin- 
ued “it  would  seem  that  the  principal  purpose 


of  that  legislation  is  to  provide  more  pay  for 
medical  officers.  Such  a conclusion  would  con- 
fuse the  means  with  the  end.  The  actual  pur- 
pose of  that  bill  is  to  promote  and  enhance  the 
professional  standing  of  the  Army  Medical 
Corps. 

“The  War  Department  is  convinced,  after 
more  than  170  years  of  close  association  with 
the  medical  profession,  that  the  skill  of  the  Amer- 
ican medical  man  cannot  be  bought  for  dollars 
and  cents.  But  it  is  given  generously  as  a mat- 
ter of  patriotism  and  professional  pride.  The 
doctor  can  have  such  a pride  in  the  Army  medi- 
cal service  only  when  that  service  has  the  highest 
possible  professional  dignity.  I am  already  on 
record  with  the  statement  made  last  year  that  ‘it 
is  my  sincere  desire  to  maintain  the  medical 
standards  of  the  Army  at  the  highest  possible 
professional  level.’  I want  now  to  reiterate  that 
statement  as  expressing  both  the  Army’s  and  my 
determination.  General  Eisenhower  also  express- 
ed the  Army’s  position  when,  in  a memorandum 
to  the  Army’s  top  commanders,  he  said: 

‘The  realization  of  our  objectives  places  upon 
us,  the  military,  the  challange  to  make  our  pro- 
fessional officers  the  equal  in  knowledge  and 
training  of  civilians  in  similar  fields  and  make 
our  professional  environment  as  inviting  as  those 
outside.’ 

“The  War  Department  knows  that  a medical 
serivce  equal  to  the  needs  of  our  modern  Army 
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can  be  obtained  and  continued  only  by  estab- 
lishing a professional  level  equal  to  the  best  in 
civilian  practice.  Establishment  of  that  profes- 
sional level  is  our  goal.  All  other  advanes,  bene- 
fits or  gains  serve  only  as  steps  toward  that 
goal.” 

In  concluding  he  said,  ‘‘The  basic  need  of  an 
adequate  Army  medical  service  is  a professional 
competence  second  to  none.  The  legislation  now 
ward  making  that  high  grade  professional  at- 
tainment possible.  The  War  Department  will  do 
everything  else  in  its  power  to  establish  and  fos- 
ter the  professional  environment  required.  I ask 
your  support  of  this  legislation  and  of  our  entire 
Medical  Corps  program.” 


Resume  of  ‘‘RECENT  ADVANCES  IN  TIIE 
TREATMENT  OF  LUNG  ABSCESSES’-’ 

By  Dr.  Brian  B.  Blades,  Walter  Reed  General 
Hospital 

Refinemen  s in  operative  technics  improved 
anesthesia  and  the  benefits  of  antibiotic  pro- 
tected surgery  have  made  it  possible  to  supply 


safely  pulmonary  resection  for  the  treatment  of 
chronic,  pulmonary  abscesses.  The  approximate 
mortality  rates  in  the  surgical  treatment  of  pul- 
monary abscess  in  1942  was  15.2%.  At  the  pres- 
ent time  operative  mortality  for  excisional  sur- 
gery in  the  treatment  of  chronic  pulmonary  ab- 
scess is  about  5%  ; moreover,  the  number  of  sat- 
isfactory cures  has  increased  from  approximate- 
ly 57%  in  1942  to  more  than  80%  at  the  pres- 
ent time. 

During  the  past  war  the  incidence  of  acute 
pulmonary  abscesses  in  members  of  the  Armed 
Forces  was  low.  It  is  not  surprising  that  pul- 
monary abscesses  secondary  to  wounds  of  the 
idlest  were  uncommon  since  it  has  been  estab- 
lished for  many  years  that  the  lung  has  tremen- 
dous resist ence  to  infections  introduced  by  for- 
eign bodies.  It  is  of  interest,  however,  that  so 
few  eases  of  acute,  fulminating  pulmonary  ab- 
scesses were  found  in  the  millions  of  people  who 
were  in  the  Armed  Forces.  Some  idea  of  the  rar- 
ity of  acute  pulmonary  abscesses  requiring  drain- 
age can  be  obtained  when  one  realizes  that  dur- 
ing the  entire  war  only  three  lung  abscesses  were 
drained  at  Walter  Reed  General  Hospital.  The 
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experiences  of  others  in  large  Army  general  hos- 
uitals  were  similar. 

The  rarity  of  acute,  fulminating  pulmonary 
abscesses  and  the  replacement  of  thit  lesion  by 
more  chronic,  idolent  type  of  pulmonary  sup- 
puration may  be  explained  by  two  factors.  Indi- 
viduals on  military  duty  have  good  dental  care. 
Dental  caries,  abscessed  teeth  and  so  forth,  do 
not  exist,  or  if  they  do  are  promptly  remedied. 
Therefore,  one  of  the  chief  etiologic  factors  for 
the  production  of  pulmonary  abscesses  was  elim- 
inated. The  almost  universal  use  of  the  sulfona- 
mide derivatives  and  later  penicillin  in  all  types 
of  pulmonary  disease  probably  accounts  for  the 
absence  of  fulminating  infections  and  explains 
the  existence  of  a more  chronic,  less  severe  type 
of  abscess  formation. 

Since  patients  were  not  extremely  ill,  there 
was  a tendency  to  delay  surgical  intervention 
and,  in  fact,  probably  in  many  cases  the  infec- 
tion responded  to  antibiotic  therapy  and  surgi- 
cal intervention  was  avoided.  In  cases  in  which 
tissue  destruction  was  sufficient  to  require  oper- 
ative treatment  the  lesions  were  apt  to  be  mul- 
tiple involving  an  entire  lobe  and  in  some  cases 
the  entire  lung.  Extirpation  of  the  diseased  tis- 
sue in  these  cases  gave  excellent  results.  Except 
in  very  early  cases  where  the  abscesses  were  well 
circumscribed  and  drainage  was  instituted  early, 
final  results  were  unsatisfactory  because  of  the 
presence  of  multiple  abscesses  and  destruction 
of  pulmonary  parenchyma. 

Data  accumulated  during  the  war  and  subse- 
quent experience  in  civilian  hospitals  indicates 
that  in  the  great  majority  of  cases  excisional  sur- 
gery is  the  treatment  of  choice  for  pulmonary 
abscesses  of  all  varieties.  The  necessity  for 
emergency  drainage  of  a pulmonary  abscess  in 
its  very  early  stage  has  been  largely  obviated  by 
the  use  of  penicillin  and  other  antibiotics. 


Resume  of  “STREPTOMYCIN  IN  THE 
TREATMENT  OF  TUBERCULOSIS” 

By  Lt.  Col.  John  B.  Wallace,  MC,  Fitzsimons 
General  Hospital 

Streptomycin  has  a beneficial  effect,  at  least 
temporarily,  in  a majority  of  the  cases  of  tuber- 
culosis in  which  it  is  used  but  the  treatment  is 
accompanied  by  some  real  dangers. 
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Such  is  tlie  indication  from  observations  now 
underway  at  the  Army’s  Fitzsimons  General 
Hospital  at  Denver,  a center  for  tuberculosis 
treatment. 

In  the  spring  of  1936  the  Army,  Navy  and 
Veterans’  administration  were  allotted  an 
amount  of  the  still  rare  and  costly  drug  suffi- 
cient to  permit  an  investigation  of  its  efficacy, 
particularly  in  respect  to  t lie  disease  for  which 
extravagant  claims  had  been  made.  Fitzsimons 
hospital  was  selected  as  the  army  installation  for 
this  project,  carried  out  under  the  Division  of 
Research  and  Development  of  the  Offiie  of  The 
Surgeon  General. 

It  is  still  too  early  to  make  definite  pronounce- 
ments. 

Some  of  the  more  overt  and  alarming  symp- 
toms of  tuberculosis  subsided.  No  doubt  remains 
that  streptomycin  should  he  used  without  delay 
in  cases  of  tuberculous  meningitis,  which  usually 
are  rapidly  fatal.  It  also  may  he  used  with  dis- 
cretion and  probably  good  results  in  cases  of 
pulmonary  tuberculosis. 

Tt  is  by  no  means  a “cure,”  however,  and 


there  is  some  evidence  that  use  of  the  drug 
slows  down  the  development  of  the  body’s  nat- 
ural resistance  to  the  tuberculosis  germ.  It  may 
temporarily  mask  symptoms  which  will  appear 
in  more  aggravated  form  later. 

Streptomycin  also  has  proved  a life  saver  in 
several  mixed  infections  of  the  ear,  brain  and 
meninges,  or  linings  of  the  brain  and  spinal 
cord.  It  is  proving  quite  effective  in  mastoid 
infections,  usually  in  conjunction  with  penicil- 
lin but  where  organisms  are  present  which  are 
resistant  to  this  drug.  Some  of  the  most  drastic 
results  have  been  obtained  in  cases  of  meningitis, 
when  it  is  introduced  directly  into  the  cerebro- 
spinal fluid.  Meningitis  may  be  due  to  one  or 
more  of  several  organisms,  in  addition  to  the 
so-called  meningococci,  which  are  the  most  com- 
mon cause.  Streptomycin  has  saved  several  lives 
in  the  army  practice. 

Some  of  the  best  results  have  come  from  use 
of  the  drug  to  prevent  the  spread  of  peritonitis, 
provided  a susceptible  organism  is  responsible 
for  the  condition.  There  were  52  recoveries 
among  57  patients,  and  the  deaths  of  three  of 
those  who  succumbed  was  not  due  directly  to 
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sistant  to  any  of  the  sulfa  drugs  or  penicillin, 
are  responsible  for  some  of  the  most  devastating 
human  and  animal  maladies.  These  include  in- 
fluenza, poliomyelitis,  parrot  fever,  and  a host 
of  others. 

The  first  of  the  new  diseases  is  encephalomyo- 
carditis.  The  responsible  virus  was  isolated  from 
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the  peritonitis.  Best  results  were  obtained  when 
streptomycin  and  penicillin  treatments  were 
combined. 

In  wound  infections  the  new  drug  cannot  take 
the  place  of  penicillin,  although  it  may  be  of 
considerable  value  in  certain  selected  cases. 

Ordinarily  the  drug  should  not  be  used  with- 
out first  determining  the  causative  organism  and 
the  dosage  to  which  it  is  susceptible. 
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Resume  of  “RESEARCH  IN  VIRUS 
DISEASES” 

By  Dr.  Joseph  E.  Smadel,  Army  Medical  Depart- 
ment Research  and  Graduate  School. 

Discovery  by  Army  Medical  Corps  officers 
of  two  hitherto  unknown  virus  diseases  of  men 
was  announced. 

Virus  diseases,  caused  by  the  most  minute 
known  organisms  which  are  relatively  highly  re- 
a dead  chimpanzee  at  an  Army  Air  Forces  hos- 
pital at  Coral  Gables,  Fla.,  during  the  war.  At 
that  time  no  human  cases  were  suspected. 

The  doctors  found 'that  this  virus  caused  a 
rapidly  fatal  disease  with  a characteristic  pat- 
tern in  mice,  hamsters,  cotton  rats  and  monkeys 
and  a non-fatal  fever  in  guinea  pigs  and  rabbits. 
In  the  fatal  cases  it  attached  the  heart  muscles, 
as  does  ordinary  myocarditis,  and  at  the  same 
time  caused  serious  lesions  in  the  brain.  The 
brain  attack  was  chiefly  on  the  cortex  of  the 
cerebellum,  the  organ  of  “balance.” 

The  organism  was  shown  to  have  no  relation- 
ship to  about  20  unknown  human  and  animal 
viruses  with  which  it  was  matched.  A person 
who  once  has  been  infected  with  a virus  disease 
developes  antibodies  in  the  blood  which  give 
some  degree  of  protection  against  re-infection. 
No  such  antibodies  were  found  in  the  blood  of 
hospital  patients.  There  was  grave  doubt  wheth- 
er encephalomyorcarditis  actually  was  a disease 
of  man. 

The  antibodies  were  found,  however,  in  frozen 
blood  samples  from  patients  in  a Manila  Army 
Hospital  in  1945.  There  had  been  no  satisfac- 
tory diagnosis  of  these  cases.  It  Avas  recalled, 
however,  that  among  troops  in  the  Pacific  there 
had  been  outbreaks  of  so-called  three-day  fever. 
It  was,  as  the  name  signifies,  a feArer  of  rather 
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brief  duration.  No  causative  agent  had  been 
found. 

It  now  appears  that  at  least,  some  of  these  men 
suffered  from  eneephalomyorcarditis  without, 
however,  the  heart  and  brain  involvements  found 
in  those  animals  to  whom  the  malady  is  fatal. 
The  disease  in  the  soldiers  may  have  existed  only 
as  a complication  to  some  other  malady. 

The  evidence  to  date  indicates  that  while  the 
disease  effects  man,  it  is  now  very  serious.  Re- 
search will  be  continued,  however,  because  dis- 
ease-causing viruses  are  likely  to  undergo  slight 
mutations  which  make  them  devastating. 

The  other  new  virus  malady — which  also  does 
not  appear  serious  at  present — is  Fort  Bragg 
fever. 

Its  characteristic  symptoms  are  a brief  fever 
and  a rash  found  chiefly  on  the  front  of  the 
legs.  The  virus  has  been  isolated  and  is  being 
studied.  It  appears  to  be  an  extremely  delicate 
virus  which  rapidly  is  inactivated  when  kept 
in  extreme  cold.  This  does  not  effect  most 
viruses. 

Finding  of  some  chemical  substance  which 


will  be  effective  against  viruses — especially  the 
virus  of  influenza — is  one  of  the  major  goals  of 
present  medical  research.  Some  progress  has 
been  made  in  this  direction,  Dr..  Smadel  report- 
ed. One  drug  which  seems  to  inhibit  temporarily 
the  growth  of  flu  virus  is  closely  related  to  ata- 
brine,  the  malaria-suppressive  used  on  such  a 
wide  scale  during  the  war.  This  particular  drug 
would  appear  to  have  no  practical  value  at  pres- 
ent. During  the  past  month  Rockefeller  Insti- 
tute workers  have  reported  that  certain  biologi- 
cal substances,  such  as  apple  pectin  and  certain 
blood  substances,  have  an  inhibitory  effect  on 
the  flu  virus. 

(Continued  on  page  78) 


DISTRICT  NO.  1 

Arizona  State  Nurses  Ass  n. 

(CONSTITUENT  OF  THE  AMERICAN 
NURSES'  ASSN) 

Nurses’  Professional  Registry 

2538  N.  1 0TH  ST.  PHOENIX  4-4151 


■■■■■■■■ 

x * i 


™E 

fan  Quick 

URINE-SUGAR  TESTING 

SimfrCe — Sfieedef  — 


Cli nitest  is  a copper  reduction  test  with  re- 
agents compressed  in  a single  tablet.  Heat 
is  generated  by  the  reaction  of  the  tablet 
dropped  in  a fixed  amount  of  diluted  specimen. 

No.  2106  Clinitest  Plastic  Set  contains  necessary  appa- 
ratus and  36  tablets  for  determining  sugar  in  urine. 


’AMES  COMPANY,  INC. 

ELKHART,  INDIANA 


Vol.  1 So.  5 


Arizona  Medicine 


77 


AMEBIASIS 


/ ” s * ; i * ji 

r .... • 


iS  * » 

a.  .• 


"The  symptoms  of  amebiasis  are 
bizarre  and  simulate  other  diseases. 
The  amebic  etiology  should  not  be 
overlooked,  since  it  is  impossible  to 
foretell  when  amebic  dysentery 
may  develop.”  1 


■ he  nonirritatin^,  orally  administered,  high  iodine  amebacide 
— Diodoquin  (5,7-diiodo-8-hydroxyquinoline) — "is  well  tolerated.  ...  The 

i 

great  advantage  of  this  simple  treatment  is  that  in  the  vast  majority,  it 
destroys  the  cysts  of  E.  histolytica  and  is,  therefore,  especially  valuable  in 

i 

sterilizing  ’cyst-carriers.’  It  caji  readily  betaken  by  ambulant  patients....’’2 


1.  D'Antoni,  J.  S.:  Amebiasis, 
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2.  Manson-Bahr,  P..-  Some  Tropical 
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Glasgow,  M.  J.  27-.l2'3  {May)  1946. 
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The  status  of  t lie  research  at  present  holds  out 
considerable  promise  for  the  near  future. 


Resume  of  “RECENT  DEVELOPMENTS  IN 
MALARIA  THERAPY” 

By  Dr.  Alt'  S.  Airing,  University  of  Chicago 

American  scientists  tested  approximately 
15,000  chemical  compounds  during  the  war  in 
their  search  for  malaria  cures  or  suppressives, 
but  only  the  13,276th  (pentaquine)  offered 
promise  of  a “cure"  for  the  tertian  malaria 
which  caused  loss  of  16,000,000  manpower  days 
to  the  army  and  navy,  together  with  363  deaths. 

Several  drugs  were  developed  which  “sup- 
pressed" the  disease  which  was  one  of  the  great- 
est single  medical  problems  of  the  war.  Even 
though  a soldier  became  infected,  the  character- 
istic chills  and  fevers  did  not  appear  while  such 
a drug  was  taken  regularly,  and  the  man  con- 
tinued to  work  or  fight.  The  malaria,  however, 
was  almost  certain  to  appear  as  soon  as  the  drug 
was  stopped. 

(Continued  on  page  80) 


HACCISHCLM 

A Rest  Home  for  the  Care  of  Acute , Chronic 
or  Convalescent  Patients 


Under  Medical  Supervision  Medical  Staff  Open 

No  Communicable  Diseases  Accepted 
Alcoholics  Admitted  On  Duty  24  Hours 


MOUNTAIN  SPRING 
WATER . . . 

FIRST  IN 


® PURITY 
® FRESHNESS 
® TASTE 


Do  you  'nave  patients  whose  ailments  pro- 
hibit them  from  drinking  tap  water? 
You  can  recommend  fresh,  naturally  pure 
Mountain  Spring  Water  with  complete 
safety!  Here  is  a crystal-clear,  thirst- 
quenching water  that  has  been  approved 
by  city  and  state  health  authorities  for 
its  high  standard  of  purity  for  more  than 
20  years.  A chemical  analysis  will  be 
mailed  without  obligation  upon  request. 

PURE-TEST  MINERAL-FREE  WATER 
ALSO  AVAILABLE 

MOUNTAIN  SPRING  WATER  CO. 

1806  W.  Spruce  Phone  3-4323 

(3  Blocks  South  of  6 Points) 


Serving  Phoenix  and  the  Valley  for  over  25  years 


367  North  Twenty-first  Avenue 
Phone  3-4751  PHOENIX 
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NEW  and  ETHICAL 

A MODERN  PRESCRIPTION  PHARMACY 

The  McDowell  Pharmacy,  located  at  Seventh  Street  and  East  McDowell  Road, 
carrying  a complete  stock  of  Drugs,  Chemicals  and  Bios,  consisting  of  the  best 
trade  names,  such  as  Abbott's,  Breon,  Eli  Lilly,  Parke  Davis,  Sharp  & Dohme,  Up- 
john, Wyeth,  Merck  & Co.  and  others. 

Your  K will  be  filled  as  ordered  with  a fresh  stock,  and  by  the  best  Registered 
Pharmacist. 

Yes,  we  have  Streptomycin. 

Phones  3-4332  and  2-3137 

McDowell  pharmacy 

Seventh  Street  and  East  McDowell  O.  T.  "RED"  FOUNTAIN,  Owner 


LAS  ENCINAS 

PASADENA,  CALIFORNIA 

Internal  Medicine 
Including  Nervous  Diseases 


Write  for  illustrated  booklet 

Stephen  Srnith,  M.D.,  F.A.C.P  Charles  W.  Thompson,  M.D.,  F.A.C.P. 

MEDICAL  DIRECTORS 

LAS  ENCINAS,  PASADENA,  CALIF. 
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There  was  one  drug  which  was  known  to 
“cure”  the  benign  tertian  malaria  caused  by 
t he  bite  of  a mosquito  known  as  p.  vivax,  found 
in  both  the  Pacific  and  Mediterranean  areas. 
This  form  of  the  disease  is  highly  disabling  but 
seldom  fatal.  The  drug  was  a compound  known 
as  plasmochin.  It  was  highly  toxic — altogether 
too  much  so  for  use  in  the  field. 

Hundreds  of  compounds  related  to  plasmo- 
chin were  tested  with  experimental  animals,  both 
for  toxicity  and  effectiveness  against  malaria. 
Finally  one  known  as  pentaquine  was  found  to 
be  only  about  half  as  toxic  as  plasmochin  and  to 
have  considerably  greater  curative  value. 

Before  the  new  drug  was  used  with  soldiers  or 
sailors  it  was  tested  extensively  on  a volunteer 
basis  with  convicts  in  state  prisons,  and  con- 
scientous  objectors,  each  individual  of  which  vol- 
unteered to  receive  infections  with  the  malaria. 

The  tests  to  date  indicate,  he  reported,  that 
the  new  drug  in  appropriate  doses  will  reduce 
the  relapse  rate  in  severely  infected  patients 
from  1)8  per  cent  to  16  per  cent.  In  moderate  in- 
( Continued  on  page  82) 


St.  Monica's  Hospital 

and 

Health  Center 

1200  S.  5th  Ave.  Phoenix,  Arizona 

• 

Now  Accepting  Tubercular  Patients 
in  Its  Contagious  Wing 


Serving  Arizona  Since  1867 


Tucson  Casa  Grande 


Standard  Surgical  Supply,  Company 

Representing  the  Following  Leading  Manufacturers 

Taylor  Instruments  Co.  Pelton  Sterilizer  Co. 

American  Cystoscope  Makers  Co.  Clay  Adams  Co. 

C.  R.  Bard,  Inc.  Phillips  North  American  X-Ray  Co. 

Allison  Manufacturing  Co.  Welch  Allyn  Co. 

Becton  Dickinson  Co.  Gomco  Co. 

Kny  Scheerer  Instrument  Co.  W.  A.  Baum 

And  many  others  too  numerous  to  include. 

• 


710  N.  First  St. 


Phoenix,  Arizona 
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Los  Angeles  Tumor  Institute 

1407  South  Hope  Street  Los  Angeles  15,  California 

PRospect  1418 

★ 


ALBERT  SOILAND,  M.D. 

Founder  1873-1946 

DIRECTORS 

WILLIAM  E.  COSTOLOW,  M.D. 
ORVILLE  N.  MELAND,  hA. D. 


ROY  W.  JOHNSON,  M.D. 
JOHN  W.  BUDD,  M.D. 
JUSTIN  J.  STEIN,  M.D. 

J.  SAMUEL  BINKLEY,  M.D. 

PHYSICISTS 

A.  H.  WARNER,  Ph.D. 
RUSSELL  H.  NEIL,  A.B. 


PIONEER  HOTEL 

J.  M.  PROCTOR,  Mgr. 

$ 


t Medical  Profession 

oAlways  Welcome 


Modern  - Air  Cooled 


Tucson,  Arizona 
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fections  the  relapse  rate  can  be  cut  to  four  per 
cent.  Pentaquine  works  best,  be  said,  when  com- 
bined with  quinine. 

It  is  not,  however,  a safe  drug  for  self  medi- 
cation and  requires  hospitalization,  since  sev- 
eral complications  are  possible.  In  very  heavy 
infections  several  treatments  may  be  necessary. 

Two  valuable  suppressive  drugs  were  devel- 
oped, in  addition  to  atabrine,  which  was  used  ex- 
tensively and  with  fair  success  early  in  the  war. 
These  are  the  American  chloroquine  and  the 
British  paludrine.  Both  were  superior  in  cer- 
tain aspects  to  atabrine  and  each  possesses  cer- 
tain advantages  which  must  be  wieghed  against 
the  particular  circumstances. 


NUMBER  OF  BIRTHS  REMAINS  HIGH 
DURING  FIRST  QUARTER  OF  1947 

In  the  first  quarter  of  1947  approximately 

973.000  births  were  registered  in  the  United 
States,  according  to  preliminary  estimates  re- 
leased today  by  the  National  Office  of  Vital 
Statistics,  U.  S.  Public  Health  Service,  Federal 
Security  Agency.  This  is  46.5%  more  than  the 

664.000  births  estimated  to  have  been  registered 
in  the  first  three  months  of  1946,  and  it  is  29% 
more  than  the  number  recorded  in  the  first 
quarter  of  1943,  the  year  which  held  the  record 
for  births  until  outstripped  by  1946. 

Deaths  in  this  country  are  estimated  to  have 
totaled  388,000  in  the  first  three  months  of  1947. 
This  is  the  same  estimated  number  as  that  for 
the  first  quarter  of  1946.  In  1946  there  was  a 
mild  epidemic  of  influenza  and  other  respiratory 
infections  that  incraesed  the  number  of  deaths 
in  January  over  the  number  recorded  in  non- 
epidemic ye ars.  In  1947  the  incidence  of  influ- 
enza increased  in  March  and  the  provisional 
death  rate  reported  for  March  was  higher  than 


for  that  month  in  any  year  since  1943.  The 
death  rate  for  this  past  March  was  11.3  per 
thousand  population,  as  compared  with  11.7  for 
March,  1943.  For  the  first  quarter  of  1947  the 
death  rate  on  a cumulative  basis  was  11.0  or  1% 
less  than  the  comparable  rate  of  11.1  deaths  per 

1,000  population  (excluding  the  armed  forces 
overseas)  for  the  first  quarter  of  1946. 


SOUTHWEST  MEDICAL  ASSOCIATION 
WILL  MEET  IN  PHOENIX 
NOVEMBER  6-7-8 


PRINTERS 

for  the  MEDICAL  PROFESSION 

Everything  from  a Prescription  Blank 
to  a Medical  Journal 

Bower  Printing  & Stationery  Co. 

(Formely  A.  C.  Taylor  Printing  Co.) 

Telephone  3-6300 

142  S.  Central  Ave.  - Phoenix,  Arixona 


^MaccAlpine  2brug  Co. 
jj  The  Store  g 

This  label  is  your  guarantee  of  accurate 
prescription  compounding 

FREE  DELIVERY  PHONE  4-2606 

2303  No.  7th  St.  Phoenix,  Arizona 


EYELID  DERMATITIS 

Frequent  symptom  of 
nail  lacquer  allergy 


tyeMr 


AR-EX  HYPO-AlUMCm  NAIL  POLISH 

EXCLUSIVELY  BY 


In  clinical  tests  proved  SAFE  for  98% 
of  women  who  could  wear  no  other 
polish  used. 

At  last,  a nail  polish  for  your  allergic  patients. 
In  7 lustrous  shades.  Send  for  clinical  resumet 


AR-EX  COSMETICS,  INC.  1036  w.  van  buren  st„  Chicago  7,  ill. 


Qc 

' yO  AR-EX 
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RESOLUTION 


Adopted  by  The  Board  of  Directors  of  The 
American  Society  of  Anesthesiologists,  Inc., 
June  11,  1947  at  Atlantic  City,  New  Jersey — 

WHEREAS,  the  development  and  further- 
ance of  modern  Anesthesiology  is  of  great  im- 
portance to  the  welfare  of  patients,  and 

WHEREAS,  Anesthesiology  is  a component 
part  of  the  practice  of  medicine ; 

NOW  THEREFORE  BE  IT  RESOLVED : 

That  the  American  Society  of  Anesthesiolo- 
gists, Inc.,  recommends  strongly 

A.  The  establishment  of  departments  of  An- 
esthesiology in  all  medical  schools  and 
hospitals  under  the  direction  of  a doctor 
of  medicine  actively  engaged  in  the  prac- 
tice of  Anesthesiology. 

B.  That  the  department  of  Anesthesiology 


shall  hear  the  same  relationship  to  the 
medical  school  and/or  hospital  as  is  borne 
by  other  medical  departments  of  the  in- 
stitution. 

AND  BE  IT  FURTHER  RESOLVED: 

That  The  American  Society  of  Anesthesiolo- 
gists, Inc.,  disapproves 

A.  Of  the  training  of  persons  other  than  doc- 
tors of  medicine  in  the  science  and  art  of 
anesthesia,  for  the  assumption  of  re- 
sponsibility in  the  care  of  patients  where 
it  may  he  necessary  to  exercise  medical 
judgment,  and  particularly  does  it  dis- 
approve of  the  issuance  of  certificates  for 
such  training  hv  its  members. 

B.  The  existanee  of  departments  of  Anes- 
thesiology in  hospitals  and/or  medical 
schools  under  the  direction  of  persons 
other  than  doctors  of  medicine  or  under 
the  nominal  direction  of  doctors  of  medi- 
cine not  actively  engaged  in  the  practice 
of  Anesthesiology. 


EL  SERENO 
LODGE 

Spacious,  Quiet 
Suburban 

★ 


SPECIALIZING  IN  THE  TREATMENT  OF  ALCOHOLISM 

Other  Cases  Accepted 

MEDICAL  STAFF  OPEN  R.  N.  IN  CHARGE 


EL  SERENO  LODGE 

PHOENIX 


1 1 th  Ave.  and  West  Broadway 


Telephone  4-6757 
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The  subject  is:  AHergy. 


In  LIFE  and  other  national  magazines, 
Parke-Davis  presents  a timely  mes- 
sage about  allergy  (shown  below).  It 
appears  in  full  color  . . . reaches  an 
audience  of  nearly  23  million  people. 
It  is  No.  206  in  the  “See  Your  Doctor" 
series  published  in  behalf  of  the  medi- 
cal profession. 


The  advice,  as  usual,  is 

“SEE  YOUR  DOCTOR’ 
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Southwest  Aiedical  c4^^n. 

GRADUATE  SEMINAR  TO  BE  HELD 
IN  PHOENIX 

The  Graduate  Seminar  of  the  Southwestern 
Medical  Association  will  be  held  this  year  in 
Phoenix  November  6,  7,  and  8 at  the  Westward 

Ho  Hotel. 

A special  effort  is  being-  made  to  obtain  a 
record  attendance  from  Arizona,  New  Mexico, 
western  Texas,  and  northern  Mexico.  It  is  be- 
lieved that  the  program  will  attract  physicians 
also  from  California,  Nevada  and  Utah. 

All  the  speakers  invited  are  men  with  long  ex- 
perience in  graduate  teaching,  are  known  to  be 
excellent  speakers,  and  occupy  positions  of  prom- 
inence in  their  respective  fields. 

The  following  speakers  will  participate : 

Dr.  H.  L.  Bockus — Professor  of  Gastroenter- 
ology, University  of  Pennsylvania  Graduate 
School  and  President  of  the  American  Gastro- 
enterological Association. 


Dr.  L.  K.  Ferguson — Associate  Professor  of 
Surgery,  Graduate  School  of  Medicine,  Univer- 
sity of  Pennsylvania. 

Dr.  Max  Strumia — Associate  Professor  of 
Pathology,  University  of  Pennsylvania  Graduate 
School  of  Medicine,  and  an  authority  in  clini- 
cal pathology. 

Dr.  Edmund  Spaeth — Professor  of  Ophthal- 
mology, University  of  Pennsylvania  Graduate 
School  of  Medicine. 

Dr.  B.  P.  Alpers — Professor  of  Neurology, 
Jefferson  Medical  College. 

Dr.  Ignacio  Chavez — Professor  of  Medicine, 
University  of  Mexico  and  head  of  the  Cardio- 
logic Institute. 

This  program  represents  a post-graduate  sem- 
inar by  national  authorities  brought  to  the  door- 
step of  the  physicians  of  the  state. 

There  is  a nominal  registration  fee  of  six 
dollars. 

Hotel  reservations  should  be  made  early  with 
Dr.  James  Moore,  Professional  Building,  Phoe- 

mX'  JOSEPH  BANK,  M.  D. 


Have 
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ARIZONA  STATE  MEDICAL  ASSOCIATION 

Organized  1892 

642  SECURITY  BUILDING 
234  N.  CENTRAL  AVE.,  PHOENIX,  ARIZONA 


OFFICERS  AND  COUNCIL 


Preston  T.  Brown 

President 

15 

E.  Monroe,  Phoenix 

Harold  W.  Kohl..... 

.President  Elect 

1811 

E.  Speedway,  Tucson 

Robert  E.  Hastings 

1811 

E.  Speedway,  Tucson 

Vice  President 

Frank  J.  Milloy 

15 

E.  Monroe,  Phoenix 

Secretary 

C.  E.  Yount . ... 

Prescott 

James  R.  Moore 

15 

E.  Monroe,  Phoenix 

...Speaker  of  House 

15 

E Monroe,  Phoenix 

O.  E.  Utzinger  

Ray 

Alternate-Delegate 

D.  F.  Harbridge 

Medical  Defense 

15 

E Monroe.  Phoenix 

District  Councilors 


Robert  S.  Flinn 

15  E.  Monroe,  Phoenix 

...  Central 

District 

Arthur  C.  Carlson... 

Cottonwood 

..Northern 

District 

Hal  W.  Rice..... 

District 

Bisbee 

Councilors  at  Large 


George  O.  Bassett  Prescott 

W.  Paul  Holbrook Tucson 

Dan  L.  Mahoney Tucson 


COMMITTEES 
STANDING  COMMITTEES 

INDUSTRIAL  RELATIONS:  Dr,  James  Lytton-Smith,  Phoenix; 

Dr.  Robert  E.  Hastings.  Tucson;  Dr.  Ira  E.  Harris,  Miami; 
Dr.  Harry  T.  Southworth,  Prescott;  Dr.  Charles  W.  Suit,  Jr., 
Phoenix. 

SCIENTIFIC  ASSEMBLY:  Dr.  Harold  W.  Kohl,  Tucson;  Dr.  O. 
W.  Thoeny,  Phoenix;  Dr.  H.  T.  Southworth.  Prescott;  Dr. 
Robert  E.  Hastings.  Tucson. 

MEDICAL  ECONOMICS:  Dr.  Robert  S.  Flinn,  Phoenix;  Dr. 

Meade  dyne,  Tucson;  Dr.  Joseph  M.  Greer.  Phoenix. 

MEDICAL  DEFENSE:  Dr.  D.  F.  Harbridge.  Phoenix;  Dr.  A.  C. 

Carlson,  Cottonwood:  Dr.  O.  E.  Utzinger.  Ray. 

EDITING  & PUBLISHING:  Dr.  Jesse  D Hamer.  Phoenix; 
Dr.  Walter  Brazie.  Kingman;  Dr.  R.  Lee  Foster.  Phoenix. 

PUBLIC  POLICY  & LEGISLATION:  Dr.  Jesse  D.  Hamer.  Phoe- 

nix; Dr  Walter  Brazie.  Kingman;  Dr.  H.  G.  Cogswell, 
Tucson. 

HISTORY  & OBITUARIES:  Dr.  Hal  W.  Rice.  Historian,  Bisbee: 
Dr.  Frank  J.  Milloy.  Phoenix;  Dr.  Harold  W.  Kohl.  Tucson. 

PROFESSIONAL  BOARD 

Dr.  Hugh  C.  Thompson,  Tucson;  Dr.  B.  S.  Heywood.  Holbrook; 
Dr  E A.  Born,  Prescott:  Dr.  C.  B.  Warrenburg.  Phoenix; 
Dr.  E.  Payne  Palmer,  Phoenix;  Dr.  Geo  L.  Dixon.  Tucson; 
Dr.  B.  L.  Snyder,  Phoenix. 

HEALTH  ACTIVITIES  BOARD 

Dr.  M.  W Merrill.  Phoenix;  Dr.  Robert  M.  Matts,  Yuma; 
Dr.  D E.  Nelson,  Safford:  Dr.  John  D.  Hamer,  Tiger;  Dr.  Paul 
W McCracken.  Phoenix;  Dr.  H.  H.  Brainard,  Tucson:  Dr. 

Broda  O.  Barnes,  Kingman. 


EDWARD  L.  JACHOWSKI  PHONE  4-7049 

OWNER  & MANAGER 

PHOENIX  LIMB  SHOP 

SPECIALISTS  IN  ARTIFICIAL  LIMBS 
LADY  ATTENDANT 
1016  East  McDowell 
PHOENIX,  ARIZONA 

SERVICE  MANUFACTURE  REPAIR 

THE  CLINICAL  LABORATORY 

428  North  Central  Phoenix,  Arizona 
Telephone  4-7326 

Diagnostic  X-Ray  Clinical  Pathology 

EDWARD  G.  BREGMAN,  M.D. 

GENEVIEVE  A.  ARNESON.  B.S. 

HELEN  E.  BALMER,  B.S.,  A.S.,  C.P. 

e.  a.  gatterdam,  m.  d. 

Allergy 

910  Professional  Bldg.  Phoenix 

Phone  Wheel  Chairs,  Crutches 

4-4621  For  Sale  or  Rent 

A unger’s  Arizona  Brace  Shop 

Manufacturers  Artificial  Limbs,  Braces.  Trusses 
Individual  Attention  Given  to  Doctors  Prescriptions 
Camp  Surgical  Belts 
CLYDE  A.  AUNGER,  Manager 
145  E.  Van  Buren  Phoenix,  Arizona 

LINCOLN 

MEMORIAL  HOSPITAL 

Specialising  in 

the  Treatment  of  Alcoholism 

Medical  Staff 

Referred  cases  only 

NILE  M.  ROBSON,  Supt. 

Casa  Grande,  Arizona 
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" . . . to  keep  always  in 
mind  ouroriginal  purpose 
—to  produce  milk  that 
meets,  first  of  all,  the 
health  needs  of  tiny  chil- 
dren. By  so  doing,  to  offer 
to  people  of  all  ages  milk 
that  fulfills  these  highest 
standards  of  wholesome- 
ness, richness  and  purity, 

“To  maintain  Borden 
leadership  in  scientific 
and  sanitary  requirements, 
to  deliver  this  vital  food 
to  you  when  you  need  it, 
regardless  of  difficulties. 

Finally,  to  bring  Borden’s 
to  you  at  a price  that  will 
enable  millions  to  enjoy 
milk  that  can  be  depended 
upon  . . . always.” 

1858-  1 9 a 7 
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The  function  of  Amigen  and  Protolysate 
is  to  supply  the  amino  acids  essential 
for  nutrition.  Both  can  be  given  in  place 
of  proteinwhen  protein  cannot  be  eaten 
or  digested,  or  in  addition  to  protein 
when  the  protein  intake  is  insufficient. 
Administered  in  adequate  amounts, 
they  prevent  wastage  of  protein,  restore 
previous  losses,  or  build  up  new  body 
protein. 


or*  -*J S*  ** 


Like  Amigen,  Protolysate  is  an  enzymic 
digest  of  casein  and  consists  of  amino 
acids  and  polypeptides.  Like  Amigen, 
Protolysate  supplies  the  nitrogen  es- 
sential for  maintenance,  repair  and 
growth. 

Unlike  Amigen,  which  may  be  em- 
ployed both  orally  and  parenterally, 
Protolysate  is  designed  only  for  oral 

use. 


PROTOLYSATE 

For  Oral  Administration 
^ dry  enzymic  digest  of  casein  containing  atnin 
acids  and  Polypeptides,  useful  as  a source  of  rea  - 
i!5  absorbed  food  nitrogen  when  given  orally  «r 
} tu*>e  Protolysate  is  designed  for  adrninistr 
n *n  cases  requiring  predigested  protein- 
of  administration  and  the  amount  to 
l'  should  be  prescribed  by  the  physic* 


1 lb.  cans  at  drug  stores 


MEAD  JOHNSON  & CO.,  EVANSVILLE  21,  INDIANA 

There  is  no  shortage  now  of  AMIGEN  for  parenteral  use.  There  is  no  shortage  now  of  PROTOLYSATE  for  oral  use, 


1 ol.  4,  No.  5 


Arizona  Medicine 


89 


You  Prescribe 
We  Provide... 


Dorseij 


DEPENDABLE  PHARMACEUTICALS 

Like  a gem,  every  case  in  your  daily  practice  presents 
many  facets  besides  the  strictly  medical  ones — constitution, 
temperament,  environment,  AND  the  reliability  of  the  medica- 
tion you  prescribe. 

Most  of  these  contributing  factors  are  outside  your  control. 
Certainly,  in  these  busy  days,  you  cannot  take  time  to  trace 
the  manufacturing  history  of  every  drug  you  use. 

What  you  can  do  is  to  prescribe  pharmaceuticals  of  un- 
questioned reliability — drugs  you  can  depend  upon. 

You  can  depend  upon  Dorsey  products  for  unvarying  pur- 
ity and  potency,  for  they  are  made  under  rigidly  standard- 
ized conditions.  Laboratory  and  manufacturing  equipment,  per- 
sonnel and  procedure  are  constantly  protecting  your  treat- 
ment with  Dorsey  drugs. 


THE  SMITH-DORSEY  COMPANY 

LINCOLN,  NEBRASKA “ 


Branches  at  Dallas  and  Los  Angeles 


MANUFACTURERS  OF 

PURIFIED  SOLUTION  OF  LIVER-DORSEY 
SOLUTION  OF  ESTROGENIC  SUBSTANCES-DORSEY 
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KOROMEX  JELLY 


• Fastest  Spermicidal  Time 

measurable  under  Brown  and  Gamble  technique 


• Proper  Viscosity 

for  cervical  occlusion 


• Stable  Over  Long  Period  of  Time 

pH  consistent  with  that  of  the  normal  vagina 


• and  in  addition 

time-tested  clinical  record 


ACTIVE  INGREDIENTS:  Boric  acid  2.0%,  oxyquinolin  benzoate 
0.02%  and  phenylmercuric  acetate  0.02%  in  a base  of  glycerin, 
gum  tragacanth,  gum  acacia,  perfume  and  de-ionized  water. 


Prescribe  Koromex  Jelly  with  Confidence 
. . . send  for  literature 


HOLLAND-RANTOS  COMPANY,  INC.,  551  FIFTH  AVENUE,  NEW  YORK  17,  N.  Y. 
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Iis  vertical  fluoroscope  is,  more  often  than  not,  the 

first  piece  of  X-ray  equipment  in  which  the  physician  invests. 
The  right  decision  here  is  important;  in  selecting  one  hearing  the 


Picker  mark,  he  follows  in  the  footsteps  of  many  whose  initial 


judgment  has  been  gratifyingly  rewarded  by  long  years  of  dependable  service. 

For  the  Picker  Vertical  Fluoroscope,  like  all  other  Picker  x-ray  apparatus,  is  built  to  the  highest 


standards,  although  its  cost  is  no  strain  on  even  the  modest  budget. 


Let  your  local  Picker  representative  tell  you  about  the  many 
advantages  this  new  model  offers. 

built  like  a fine  watch. ..to  give 
years  of  dependable  service 


Completely  enclosed 
One-piece  welded  design 
Shockproof;  rayproof 
Effortless  screen  movement 


Wide  travel-range 
Eye  level  controls 
Orthodiagraph  — optional 
Built-in  room  light 


PICKER  X-RAY  CORPORATION 

300  FOURTH  AVE.  • NEW  YORK  10,  N.  Y. 
WAITE  M'F'G  DIVISION  • CLEVELAND,  OHIO 


SINCE  1879  PIONEERS  IN  THE  MANUFACTURE  OF  ELECTRO-MEDICAL  APPARATUS 

BLAIR  SURGICAL  SUPPLY 

24-28  East  Broadway,  Tucson,  Arizona  20  East  Monroe,  Phoenix,  Arizona 
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'arden  Grove  Sanitarium 
is  noted  for  its  Hospitality. 
The  superb  accommodations 
combined  with  complete  medical 
and  diagnostic  service  make  the 
sanitarium  one  of  choice  to  the  discriminating. 

Internal  Medicine 
Nervous  Disorders 


ADDRESS  CORRESPONDENCE 
GARDEN  GROVE  SANITARIUM  ° 
GARDEN  GROVE,  CALIFORNIA 


Alrizona 


lcine 


IZONA  STATE  MEDICAL  ASSOCIATION 


NOVEMBER, 


SCIENTIFIC  SECTION 

ABBREVIATED  HISTORY  OF  CANCER 25 

INCIDENCE  OF  CERTAIN  DISEASES  AMONG  THE  NAVAJOS  29 

OSTEODYSTROPHIA  FIBROSA  32 

SURGERY  IN  CONGENITAL  MALFORMATIONS  OF  THE  HEART 

AND  GREAT  VESSELS 38 

VIRUS  HEPATITIS  . 44 

ACUTE  INFECTIONS  OF  THE  SKIN 47 

THE  EFFECT  OF  TIME  OF  HEATING  SERA  AT  56°  C.  UPON  THE  KLINE  TEST 51 

MISCELLANEOUS 

PROBLEMS  OF  RURAL  ENROLLMENT— SOME  SUGGESTED  SOLUTIONS ..53 

ARIZONA  MEDICAL  PROBLEMS 55 

CANCER  CURRENT  LITERATURE 59 

POLIOMYELITIS  CURRENT  LITERATURE ...60 

ARIZONA  BLUE  SHIELD  PLAN 61 

EDITORIALS 

THE  HEALTH  ACTIVITIES  BOARD .....69 

NEWS  NOTES  69 

CLINICAL  PATHOLOGICAL  CONFERENCES 74 

WOMEN'S  AUXILIARY  .78 

ARIZONA  STATE  MEDICAL  ASSOCIATION  DIRECTORY ...98 

PHYSICIANS'  DIRECTORY  ..TOO 


Every  epileptic  seizure  takes  its  toll— psychically  and  somatically. 
Mental  deterioration,  extreme  emotional  instability  and  physical 
decline  are  generally  the  ultimate  fate  of  the  untreated. 

DILANTIN  SODIUM  KAPSEALS,  bv  effective  anti-convulsant 
action  with  comparatively  little  hypnotic  effect, 
help  grant  the  epileptic  a happier  life— freer  from  attacks 
and  from  the  fear  of  attacks. 

DILANTIN  SODIUM  KAPSEALS  are  one  of  a long  line  of  Parke-Davis 
preparations  whose  service  to  the  profession  created  a dependable 
symbol  of  significance  in  medical  therapeutics-MEDiCAMENTA  vera. 


DILANTIN  SODIUM  KAPSEALS 
(diphenvlhydantoin  sodium),  containing  0.03  gm. 
(1/2  grain)  and  0.1  gm.  (1-1/2  grains),  are 
supplied  in  bottles  of  100  and  1000. 

Individual  dosage  is  determined  by  the  response 
of  the  patient. 


PAIVKE,  DAVIS  & COMPANY  • DETROIT  3 2,  MICHIGAN 


FOR  BETTER  NUTRITIONAL 
HEALTH  IN  THE  AGED 


Impaired  strength  and  poor  general 
health  in  the  aged,  which  have  so 
erroneously  become  associated  with 
senility,  are  in  reality  often  due  to 
no  more  than  a state  of  subnutrition. 
Food  dislikes,  personal  idiosyncrasies, 
masticatory  difficulties,  and  digestive 
abnormalities  are  the  usual  contrib- 
uting factors.  The  use  of  an  easily 
digested,  nutritious  food  supplement 
can  do  much  in  preventing  these  nu- 
tritional deficiencies,  and  in  giving 
new  strength  and  vigor  to  patients 
well  advanced  in  years. 


The  delicious  food  drink  made  by 
mixing  Ovaltine  with  milk  is  advan- 
tageously employed  in  augmenting 
the  nutrient  intake  of  the  aged.  This 
well  rounded  dietary  supplement  im- 
poses no  digestive  burdens,  and  pro- 
vides in  generous  amounts  the  very 
nutrients  needed.  Because  of  its  low 
curd  tension,  it  leaves  the  stomach 
quickly,  and  is  easily  digested.  The 
table  indicates  its  rational  nutritional 
composition.  Two  or  three  glassfuls 
daily  bring  to  full  nutritional  accepta- 
bility even  a fair  diet. 


THE  WANDER  COMPANY,  360  N.  MICHIGAN  AVE.,  CHICAGO  1,  ILL. 
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single  copy  25  cents.  Entered  as  second  class  matter  March  1,  1921,  at  Postoffice  at  Phoenix,  Arizona,  act  of  March  3,  1879. 


LAS  ENCINAS  SANITARIUM 

Pasadena,  California 

INTERNAL  MEDICINE  INCLUDING  FUNCTIONAL  AND  ORGANIC  NERVOUS  SYSTEM  DISEASES 

Board  of  Directors:  GEORGE  DOCK,  M.D.,  President;  J.  ROBERT  SANFORD,  M.D.,  Vice-President 
Address:  STEPHEN  SMITH,  M.D.,  F.A.C.P.;  CHARLES  W.  THOMPSON,  M.D.,  F.A.C.P, 

Medical  Directors,  Pasadena,  California 


M E SANTO  I N 

( Methyl  - Phenyl  - Ethyl  - Hydan  toi  n ) 

A NEW  ANTI-CONVULSANT 
FOR  THE  TREATMENT  OF  EPILEPSY 

ADVANTAGES 

Effective  in  resistant  cases 
Well  tolerated 

Low  incidence  of  side  effects 

Supplied  in  Tablets  of  0.1  Gm.,  Bottles  of  50,  250  and  1,000 

SANDOZ  CHEMICAL  WORKS,  INC.,  new  york 

Pharmaceutical  Divisio  n 

West  Coast  Office  — 450  Sutter  Street  San  Francisco  8,  California 
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He  sees  that  first-downs  are  measured  accurately,  but  he  lets  his  diet  be  measured 
by  the  whims  of  his  appetite.  Sooner  or  later  he  faces  the  penalty  of  sub- 
clinical  vitamin  deficiency — along  with  a host  of  other  self-made  victims:  food- 
faddists,  excessive  smokers,  alcoholics,  those  on  self-imposed  and  ill-advised 
reducing  diets,  patients  "too  busy”  to  eat  properly,  to  name  only  a few. 
When  such  patients  come  to  you,  dietary  reform  is  your  first  thought. 
Your  second  may  well  be  a suitable  vitamin  supplement.  For  these  cases, 
consider  the  advantages  of  specifying  Abbott  Vitamin  Products:  known 
quality  . . . assured  potency . . . wide  variety  to  fit  every  vitamin  need — in 
supplemental  or  therapeutic  levels  of  dosage,  in  oral  or  parenteral 
forms,  in  single  or  multiple  vitamin  preparations.  Abbott  Vitamin 
Products  are  readily  available  at  all  prescription  pharmacies. 

Abbott  Laboratories,  North  Chicago,  Illinois 


c'f  y 


tt 
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ESTINYL  (ethinyl  estradiol)  is  “chemically  similar  to  natural  es- 
trogen."1 It  is  more  active  orally  than  any  other  synthetic  or 
natural  estrogen  known  today.  ESTINYL  is  the  first  estradiol 
preparation  that  is  efficacious  by  mouth  in  really  minute 
amounts.  It  provides  the  economy  inherent  in  low  dosage.  Five- 
hundredths  of  a milligram  daily  is  sufficient  to  relieve  the  ave- 
rage menopausal  patient.  ESTINYL,  closely  allied  to  the  primary 
follicular  hormone,  does  more  than  mitigate  vasomotor  symp- 
toms. ESTINYL  quickly  relieves  the  common  nervous  manifesta- 
tions and  bodily  fatigue,  and  replaces  them  with  a sense  of 
emotional  and  physical  fitness. 


tablets 

Average  menopausal  symptoms:  One  0.05  mg.  ESTINYL  Tablet 
. Severe  menopausal  symptoms:  Two  or  three  0.05  mg. 
ESTINYL  Tablets  daily.  Many  patients  may  be  maintained  in 
comfort  with  0.02  mg.  ESTINYL  Tablet  daily  after  initial  control 
of  estrogen  deficiency. 

Packaging:  ESTINYL  TABLETS  of  0.05  mg.— pink,  coated  tablets  and  0.02  mg. 
— buff,  coated  tablets,  bottles  of  100,  250  and  1,000. 

4 

1.  Bickers,  W.:  Am.  J.  Obst.  & Gynec.  51:100,  1946. 

Trade-Mark  ESTINYL-Reg.  U.S.  Pat.  Off. 
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Solomon  Grundy 

There  are  still  too  many  Solomon  Grundys  — "born  on  Monday. . . died 
on  Saturday"— for  despite  the  gratifying  decline  in  infant  mortality, 
there  is  still  only  slight  reduction  in  the  number  of  deaths  of  infants  under  one 
month.  To  better  an  infant’s  chance  of  survival,  the  first  feedings — and 
the  right  formula  — can  do  much  to  minimize  the  early  hazards  to  life. 

'Dexin'  has  proved  an  excellent  "first  carbohydrate"  because  of  its 
high  dextrin  content.  It  ( 1 ) resists  fermentation  by  the  usual  intestinal 
organisms;  (2)  tends  to  hold  gas  formation,  distention  and  diarrhea 
to  a minimum,  and  (3)  promotes  the  formation  of  soft,  flocculent, 
easily  digested  curds. 


Simply  prepared  in  hot  orcold  milk, 'Dexin'  brand  High  Dextrin  Carbo- 
hydrate is  well  taken  and  well  retained.  'Dexin'  does  make  a difference. 


t 

HIGH  DEXTRIN  CARBOHYDRATE 


Dexin’ 


BRAND 


Composition — Dextrins  75%  • Maltose  24%  • Mineral  Ash  0.25”!  • Moisture 
0.75”!  • Available  carbohydrate  99”!  • 115  calories  per  ounce  • 6 level  packed 
tablespoonfuls  equal  1 ounce  • Containers  of  twelve  ounces  and  three  pounds  • 
Accepted  by  the  Council  on  Foods  and  Nutrition,  American  Medical  Association. 

‘Dexin’  Res.  Trademark 


Literature  on  request 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  9 & 11  East  41st  St.,  New  York  17,  N.  Y. 
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Outstanding  clinical  endocrinologists,  both  here  and  abroad,  have  commented  on  the  brighter 
mental  outlook  displayed  by  women  receiving  "Premarin."  Not  only  does  Premarin  impart  a 
feeling  of  "well-being"  but  it  offers  many  other  advantages  as  well. 


It  is  orally  active. 

It  is  well  tolerated. 

It  is  promptly  effective  in  controlling  the  menopausal  syndrome. 


"Premarin"  is  supplied  in  three  potencies -tablets  of  2.5  mg.,  125  mg.  and  0.625  mg.  It  is  also 
available  in  liquid  form  containing  0 625  mg.  in  each  4 cc.  (l  teaspoonful). 


While  sodium  estrone  sulfate  is  the  principal  estrogen  in  "Premarin,"  other  equine  estrogens  . . . 
estradiol,  equilin,  equilenin,  hippulin  ...  are  also  present  in  varying  small  amounts,  probably  as 
water-soluble  sulfates.  The  water  solubility  of  conjugated  estrogens  (equine)  permits  rapid  ab- 
sorption from  the  gastrointestinal  tract. 


CONJUGATED  ESTROGENS 
(equine) 


* Premarin ® 


AYERST,  McKENNA  & HARRISON  Limited 


22  EAST  40th  STREET 


NEW  YORK  16,  N . Y. 
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New  plastic  cartridge 


CRYSTALLINE  PENICILLIN 
G SODIUM  SQUIBB 

in  Oil  and  Wax 


You  get  these  advantages  with  Squibb’s  New  Double-Cell 
Plastic  Cartridges  for  B-D°  disposable  or  permanent  syringes: 


• New  Plastic  Cartridges  minimize  breakage  hazards 

• Sterile  Aspirating  Test  Solution  guards  against  acciden- 
tal intravenous  injection 

• Crystalline  Penicillin  G Sodium  Squibb  in  Oil  and  Wax 
at  room  temperature  requires  no  heating 

• Improved  lubrication  of  stoppers  further  decreases  break- 
age— speeds  injections 


CRYSTALLINE  PENICILLIN  G SODIUM 

IN  OIL  AND  WAX 


300,000  units  in  1 cc.  dou- 
ble-cell plastic  cartridges 
for  B - D ° Disposable 
Syringes  or  in  B-D°  per- 
manent syringes. 

*T.  M.  Reg.  Becton,  Dickinson  & Co. 


NOW  comes  in  the  new  plastic  double-cell  cartridge  which 
minimizes  breakage  hazards. 

One  cell  of  the  double-cell  cartridge  contains  300,000  units 
of  crystalline  penicillin  G sodium  in  refined  peanut  oil  and 
4.8%  bleached  beeswax  (Romansky  formula).  The  other  cell 
contains  Sterile  Aspirating  Test  Solution.  Therapeutic  serum 
concentration  levels  are  maintained  for  24  hours  with  one  or  two 
injections.  In  overwhelming  infections,  the  dose  may  be  doubled 
but  the  frequency  need  not  be.  Ambulatory  treatment  is  prac- 
tical for  many  diseases  formerly  requiring  hospitalization. 

For  real  convenience  in  administering  penicillin  in  the  home, 
office  or  emergencies  try  Crystalline  Penicillin  G Sodium  Squibb 
in  Oil  and  Wax  in  the  new  plastic  double-cell  cartridge. 
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Theobald  Smith 

( 1859-1934 ) 

proved  it  in  allergy 

Smith  discovered  the  phenomenon  of  sensitivity 
—animals  injected  with  a foreign  serum  or 
protein  often  die  or  show  severe  symp- 
toms after  a second  injection,  even  in 
minute  quantities.  Smith’s  conclusive 
research  proving  this  phenomenon  later 
led  to  the  development  of  further 
studies  of  allergic  reactions. 


vv 


SSfSMa. 


Yes,  and  experience  is  the  best  teacher  in  smoking  too! 

EXPERIENCE  during  the  wartime  cigarette 
shortage  taught  smokers  the  differences  in 
cigarette  quality.  In  those  days,  people  smoked 
— and  compared — many  different  brands.  That  s 
the  experience  from  which  so  many  smokers 
learned  that  Camels  suit  them  best.  As  a result, 
more  people  are  smoking  Camels  than  ever 
before. 

Try  Camels!  Let  your  taste  and  throat  tell  you 
why,  with  millions  who  have  tried  and  compared, 

Camels  are  the  choice  of  experience! 


According  to  a Nationwide  survey : 

More  Doctors  smoke  Cam  fas 

than  any  other  cigarette 


R.  J.  Reynolds  Tobacco  Company,  Winston-Salem,  North  Carolina 
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For  better  skin  care 


Even  the  mildest  soaps  contain  fatty  acids  and 
alkali  which,  on  continued  use,  may  be- 
come a source  of  irritation  that  produces 
or  aggravates  eczematous  lesions. 

jl[l l kill mW  the  modern 
soapless  detergent,  has  the 
same  pH  as  the  normal  skin 
and  is  hypoallergenic,  con- 
taining no  fatty  acids, 
alkali,  color  or  perfume. 
pHisoderm  effectively 
cleans  without  irritation. 

It  makes  an  abundant 
lather  in  hard  and  cold 
water,  and  is  approxi- 
mately 40  per  cent  more 
surface  active  than  soap. 


Write  for  detailed 
literature  and  samples 


Trademark  reg.  U.  S.  Pat.  Off.  & Canada 


sudsing  detergent  cream 


Regular,  Oily  and  Dry  Types  in  bottles 
of  2 oz.,  7 oz.,  12  oz.  and  1 gallon. 
Also  in  3 oz.  refillable  hand  dispensers. 


WINTHROP 


OMPANY,  INC. 

New  York  13,  N.  Y.  • Windsor,  Ont ., 
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MEAT 

simi  Protein  'Deficiency 

While  protein  deficiencies  per  se  are  difficult  to  recognize  in  their 
incipiency,  conditions  which  lead  to  negative  nitrogen  balance  are 
well  known.  The  presence  of  any  of  the  following  states  which 
characteristically  exert  an  adverse  influence  on  nitrogen  balance, 
calls  for  immediate  measures  to  prevent  serious  protein  depletion: 

1.  Diseases  of  the  digestive  organs,  which  impair  proper 
digestion  and  absorption. 

2.  Wasting  diseases,  infections  and  thyrotoxicosis,  which 
increase  protein  breakdown  and  need  far  above  normal 
levels. 

3.  Hemorrhage,  burns,  and  chronic  exudative  processes, 
causing  excessive  loss  of  protein. 

A high  protein  diet,  whenever  possible,  is  considered  to  be  the 
most  effective  method  of  protein  administration  in  the  prevention 
and  correction  of  protein  deficiencies. 

Meat,  which  readily  is  eaten  two  or  more  times  daily,  is  an 
excellent  component  of  the  high  protein  diet.  Meat  is  an  out- 
standing  source  of  protein  for  the  following  reasons.  The  protein 
of  meat  is  biologically  complete,  capable  of  satisfying  the  body’s 
protein  needs.  The  percentage  of  protein  contained  in  meat  makes 
it  one  of  man’s  most  important  protein  foods.  And,  all  meat  is 
highly  digestible — 96  to  98  per  cent  — an  important  consideration 
especially  in  the  presence  of  disease. 

The  Seal  of  Acceptance  denotes  that  the  nutri- 
tional statements  made  in  this  advertisement 
are  acceptable  to  the  Council  on  Foods  and 
Nutrition  of  the  American  Medical  Association. 


AMERICAN  MEAT  INSTITUTE 


MAIN  OFFICE , CHICAGO  . . . MEMBERS  THROUGHOUT  THE  UNITED  STATES 
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. . the  benzedrine  inhaler 
can  be  satisfactorily  employed 
for  young  children  for  the  relief 
of  obstructive  symptoms 
in  the  nasopharynx  due  either 
to  infection  or  to  allergic  edema. 
No  untoward  symptoms  were  noted 
from  the  use  of  the  inhaler.” 


small  fry 


Vollmer,  E.S.:  Arch.  Otolaryng.  26:91. 

welcome  this  therapy 


Youngsters  say  “I  like  it  because 
it  doesn’t  sting  and  because  it  makes  my 
nose  feel  better.” 

For  children's  use  between  office  treatments, 
many  physicians  recommend  Benzedrine 
Inhaler,  N.N.R.,  because  of  its  wide  margin 
of  safety,  its  ease  of  application 
and  the  prompt  relief  of  nasal  congestion 
which  it  affords.  (An  adult  should 
supervise  therapy  and  retain  possession 
of  the  tube.) 


Smith,  Kline  & French  Laboratories 
Philadelphia 


Benzedrine 


t 

L 


Inhaler. 

means  of  nasal  medication 


Each  Benzedrine  Inhaler- is  packed  with 
racemic  amphetamine,  S.K.F.,  250  mg.; 
menthol,  12.5  mg.;  and  aromatics. 
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H ow  irritation  varies 
from  different  cigarettes 


Tests * made  on  rabbits'  eyes  reveal  the  influence  of  hygroscopic  agents 


TYPE  OF  CIGARETTE 


Cigarettes  made  by  the 
Philip  Morris  method 


Cigarettes  made  with 
no  hygroscopic  agent 


Popular  cigarette  #1 
(ordinary  method) 


Popular  cigarette  #2 
(ordinary  method) 


Popular  cigarette  #3 

(ordinary  method) 


Popular  cigarette  #4 
(ordinary  method) 


CONCLUSION:*  Results  show  that  regardless  of  blend  of  tobacco,  flavoring 
materials,  or  method  of  manufacture,  the  irritation  produced  by  all  ordinary 
cigarettes  is  substantially  the  same,  and  measurably  greater  than  that  caused 
by  Philip  Morris. 


CLINICAL  CONFIRMATION : **  When  smokers  changed  to  Philip 
Morris,  substantially  every  case  of  irritation  of  the  nose  and 
throat  due  to  smoking  cleared  completely  or  definitely  improved. 


*N.  Y.  State  Journ.  Med.  35  No.  11,590  **Um>goscope  1935,  XLV,  No.  2,  149-154 

TO  THE  PHYSICIAN  WHO  SMOKES  A PIPE:  We  suggest  an  unusually  fine  new  blend -COUNTRY 
DOCTOR  Pipe  MIXTURE.  Made  by  the  same  process  as  used  in  the  manufacture  of  Philip  Morris  Cigarettes. 
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2 OUNCES 


American 
MEDICAL 
t ASSN. 


^OOlflON  OF  A 5 

Phosphate  a no 


^fe4joSootwiZED4s?g^ 


LACTOGEN  + WATER  = FORMULA 


1 LEVEL  TABLESPOON 

40  CALORIES 
(APPROX.) 


2 FLUID  OUNCES 

20  CALORIES 
PER  OZ.  (APPROX.) 


Nestle 

/ lift  It  t.  wOO'.. 

«<*,  COWS-  Mil*  |(O„0f 

J°n°fWllkFof  ,MilkSu9a,# 


Successful  in  Infant  Nutrition 


C°Ws'  milk  modify0 


>^RtNS 


MAl?52j 


DEXTROGEN  + WATER  = FORMULA 


1 FLUID  OUNCE 
50  CALORIES 


l'/i  OUNCES 


2 Vi  FLUID  OUNCES 

20  CALORIES 
PER  OUNCE 


No  advertising  or  feeding  directions,  except 
to  physicians.  lor  feeding  directions  and  pre- 
scripiion  pads,  send  your  professional  blank  to 


Nestle’s  Milk 
Products,  Inc. 

155  EAST  44™  ST.,  NEW  YORK,  17,  N.Y. 

\\\  •••  ■ V 
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A 


. e Aj'n'"’is,r< 

t PreC‘  |„UO«<>" 

2 Abs°rptior 

3 Co"<P  * Ac,ion 
a sostc,ine 


For  oral  use  0.2  mg.  tablets — vials  of  30,  bottles  of 
100  and  500;  0.1  mg.  tablets  — bottles  of  100  and 
500  • For  intravenous  injection:  1 cc.  ampuls,  0.2  mg. 


Purodigin  has  these  advantages: 

PRECISE  DOSAGE:  Purodigin  (Digitoxin  Wyeth)  is  absolutely 
uniform  . . . standardized  by  weight,  prescribed  by  weight. 

LACK  OF  IRRITATION:  Purodigin  is  concentrated  dosage  is 
only  one  thousandth  that  of  digitalis  leaf.  Nausea  is  rare. 

ABSORPTION  of  Purodigin  is  virtually  complete.  Almost  no 
irritating  residue  is  left  in  the  digestive  tract. 

SUSTAINED  ACTION:  Purodigin  remains  in  the  body  as  long 
as  digitalis. 


Try  Purodigin — especially  for  those  patients  who  do  not  easily  tolerate 
digitalis  leaf.  Without  interrupting  treatment,  simply  prescribe  0. 1-0.2 
milligram  Purodigin  in  place  of  0. 1-0.2  gram  digitalis. 


CRYSTALLINE  DIGITOXIN 


s> 


WYETH  INCORPORATED  * PHILADELPHIA  3,  PA. 
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Str 


WIEPTOMYCIN  MERQ 

CHLORIDE  COMPUD 

1029 


I.OT  NO 


Consult  acrar&IMnvine  circular . 
be  a<!mii»tered  under  tia 

openrljuon  of  (J^yssieian. 

Nation  Data:  Aug.  1948 
KRCKjt  CO.,  he.  . RAHWAY,  IU 

“an«/o<!<«<r*«Kl  Ctumuttt 


The  development  of  Streptomycin  Calcium  Chloride 
Complex  Merck  constitutes  an  important  advance  in 
Streptomycin  therapy.  This  improved  form  of  Streptomycin 
provides  these  noteworthy  advantages: 


Awmmcma. 


A 

NEW 

IMPROVED 
FORM  OF 
STREPTOMYCIN 


• INCREASED  PURITY 

• MINIMUM  PAIN  ON  INJECTION 

• UNIFORM  POTENCY 


STREPTOMYCIN 
CALCIUM  CHLORIDE  COMPLEX 
MERCK 

MERCK  & CO.,  Inc.  odtttiuflac/Utinp  RAHWAY,  N.  J. 

In  Canada:  MERCK  & CO.,  Ltd.  Montreal,  Que. 


LITERATURE  AVAILABLE 
ON  REQUEST 


Vol.  1 , No.  (i 
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(Above)  Fitting  practice  session  at  recent  CAMP  Instructional  Course 


YOUR  PATIENTS  ARE  PROPERLY  FITTED 

When  You  Recommend  CJtfAP  Scientific  Supports 

CAMP  fitters  are  conscientiously  trained  to  work  on  the  physician’s 
team  as  technicians  in  scientfic  supports.  Annual  four-day  sessions 
in  New  York  and  Chicago  (now  in  their  19th  year),  a steady 
schedule  of  regional  classes,  individual  instruction  by  the  corps  of 
CAMP  registered  nurses  and  professionally  edited  handbooks  and 
other  helpful  literature  have  trained  thousands  of  fitters  in  pre- 
scription accuracy  and  ethical  procedure. 

S.  H.  CAMP  AND  COMPANY,  JACKSON,  MICHIGAN 

World’s  Largest  Manufacturers  of  Scientific  Supports 

Offices  in  New  York  • Chicago  • Windsor,  Ontario  • London,  England 
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??Ain’t  that  something?  My  muscles  aren’t  flabby  fat— ’cause 
(thanks  to  you)  I have  plenty  of  protein  in  my  Biolac 


Biolac 


"Baby  Talk  for  a Good  Square  Meal" 

Biolac  is  a liquid  modified  milk,  prepared  from  whole  and  shun 
milks,  with  added  lactose  and  fortified  with  vitamin  B,,  concen- 
trate of  vitamins  A and  D from  cod  liver  oil,  and  iron  citrate. 
Evaporated,  homogenized  and  sterilized.  Vitamin  C supplementation 
only  is  necessary.  Available  in  13  Jl.  oz.  tins  at  all  drug  stores. 


In  fact,  BIOLAC  supplies  among  other  essential  nutrients  the  valuable 
proteins  of  milk  (and  thus  the  essential  amino  acids 
for  sound  structural  development)— at  a significantly  higher  level  than  human 
milk.  By  homogenization  and  heat  treatment,  curd  size  and  tension 
are  reduced  for  digestibility,  and  proteins  are  rendered  desirably 
hypoallergenic.  • BIOLAC  is  a complete  food  (when  vitamin  C 
is  added).  Its  fat  content  is  adjusted  to  a readily 
assimilable  level,  and  its  added  lactose  contributes 
to  the  formation  of  natural,  soft  stools.  Mothers 
appreciate  BIOLAC  because  of  its  safety  and  simplicity. 

BORDEN’S  PRESCRIPTION  PRODUCTS  DIVISION 

350  MADISON  AVENUE,  NEW  YORK  17,  N.Y. 
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No.  208  in  the  “See  Your  Doctor”  series 

. . . published  in  behalf  of  the  medical  profession 


To  an  audience  of  over  23  million  people,  in  LIFE  and 
other  national  magazines,  Parke-Davis  presents  the  mes- 
sage shown  below. 


° "i  a serie 
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A reproduction  in  full  color  will  be  sent  on  request. 

Write  to  Parke,  Davis  & Company, 
Detroit  32,  Michigan. 


Arizona  Medicine 


November,  1947 


20 


. • • of  the 

Compare  the  compact,  easy-to-operate  efficiency  of  this  Ritter  ENT 
Unit  with  ordinary  equipment.  Every  tool  for  your  examination  and  treat- 
ment is  ready  within  arm’s  reach  on  the  Ritter  Unit.  Controls  of  air  pres- 
sure, vacuum  suction  and  voltage  are  centralized  at  your  fingertips.  The 
cautery  handle,  two  low-voltage  instrument  holders  and  the  Ritter  air  cut- 
off are  mounted  in  an  angled  position  for  guick  selection.  As  you  pick  up 
your  tongue  depressor,  it  lights.  As  you  release  it  and  return  it  to  the 
holder,  the  current  automatically  shuts  off.  These  are  a few  examples  of 
the  many  exclusive  features  of  this  handsome,  modern  Unit. 

Write  for  Ritter  Catalogue  AM  -1147 


PHYSICIANS  AND  HOSPITALS  SUPPLY  CO.,  Inc. 

MINNEAPOLIS  MINNESOTA 
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IT  DOES  HAPPEN  HERE 


Severe  rickets  still  occurs  — even  in  sunny  climates 


Vitamin  1)  has  become  such  an  accepted  practice  in  infant  feeding  that  it  is  easy  to  think  that 
rickets  has  been  eradicated.  However,  even  deforming  rickets  is  still  seen,  as  witness  the  above  three 
contemporary  cases  from  three  different  sections  of  the  United  States,  two  of  them  having  well 
above  the  average  annual  sunshine  hours  for  the  country.  In  no  case  had  any  antiricketic  been  given 
during  the  first  two  years  of  life.  li  is  apparent  that  sunlight  did  not  prevent  rickets.  In  other  cases  of 
rickets,  cod  liver  oil  was  given  inadequately  (drop  dosage)  and  even  this  was  continued  only  during 
the  winter  months. 


To  combat  rickets  simply,  inexpensively,  effectively  — 


OLEUM  PERCOMORPHUM 


This  highly  potent  source  of  natural  vitamins  A and  I),  if  administered  regularly  from  the  first  weeks 
of  life,  will  not  only  prevent  such  visible  stigmata  of  rickets  as  pictured  above,  but  also  many  other 
less  apparent  skeletal  defects  that  might  interfere  with  good  health.  What  parent  would  not  gladly 
pay  for  tins  protection!  And  yet  the  average  prophylactic  dose  of  Oleum  Percomorphum  costs  less 
than  one  cent  a day.  Moreover,  since  the  dosage  of  this  product  is  measured  in  drops,  it  is  easy  to 
administer  Oleum  Percomorphum  and  babies  take  it  willingly.  Thus  there  is  assurance  that  vitamin 
I)  will  be  administered  regularly. 


OLEUM  PERCOMORPHUM  WITH  OTHER 
FISH-LIVER  OILS  AND  VIOSTEROL 

Pot  ency,  60,000  vitamin  A units  and  8,500  vitamin  D 
units  per  gram.  Supplied  in  10  cc.  and  50  cc.  bottles; 
and  as  capsules  in  bottles  containing  50  and  250. 


MEAD  JOHNSON  & COMPANY,  Evansville  21.  Indiana,  U.  S.  A 
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Replacing  turmoil  with  serenity  for  women  under- 
going menopausal  disturbances  has  become  a matter 
of  comparatively  specific  therapy 


Choice  of  an  estrogenic  product  in  this  condition 
is  likewise  well  charted  For  optimum  relief 
of  symptoms,  the  competent  physician  selects  a 
product  whose  manufacturing  history  he  need 
never  question 


This,  perhaps,  may  account  for  the  wide  use  of 
Solution  of  Estrogenic  Substances,  Dorsey.  Made  by 
Smith-Dorsey  Company,  whose  plant  facilities, 
personnel  and  procedure  are  above  reproach,  these 
products  merit  the  continuing  confidence  of 
careful  doctors. 


*Dorseq 


THE  SMITH-DORSEY  COMPANY,  Lincoln,  Nebraska 

BRANCHES  AT  LOS  ANGELES  AND  DALLAS 


Vol.  4,  No.  6 
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mu 


'arden  Grove  Sanitarium 


is-  noted  for  its  Hospitality. 
The  superb  accommodations 
combined  with  complete  medical 
and  diagnostic  service  make  the 
sanitarium  one  of  choice  to  the  discriminating. 


ADDRESS  CORRESPONDENCE 
GARDEN  GROVE  SANITARIUM' 
GARDEN  GROVE,  CALIFORNIA 


Internal  Medicine 


Nervous  Disorders 
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is  vertical  fluoroscope  is,  more  often  than  not,  the 
.first  piece  of  X-ray  equipment  in  which  the  physician  invests. 
The  right  decision  here  is  important;  in  selecting  one  hearing  the 
Picker  mark,  he  follows  in  the  footsteps  of  many  whose  initial 


judgment  has  been  gratifyingly  rewarded  by  long  years  of  dependable  service. 

For  the  Picker  Vertical  Fluoroscope,  like  all  other  Picker  x-ray  apparatus,  is  built  to  the  highest 


standards,  although  its  cost  is  no  strain  on  even  the  modest  budget. 


Let  your  local  Picker  representative  tell  you  about  the  many 
advantages  this  new  model  offers. 


built  like  a fine  watch... to  give 
years  of  dependable  service 


Completely  enclosed 
One-piece  welded  design 
Shockproof;  rayproof 
Effortless  screen  movement 


Wide  travel  range 
Eye  level  controls 
Orthodiagraph  — optional 
Built-in  room  light 


PICKER  X-RAY  CORPORATION 

300  FOURTH  AVE.  • NEW  YORK  10,  N.  Y. 
WAITE  M'F'G  DIVISION  • CLEVELAND,  OHIO 


SINCE  1879  PIONEERS  IN  THE  MANUFACTURE  OF  ELECTRO-MEDICAL  APPARATUS 

BLAIR  SURGICAL  SUPPLY 
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ABBREVIATED  HISTORY  OF  CANCER 

E.  PAYNE  PALMER,  M.  I). 

Phoenix,  Arizona 


/^ANCER,  a malignant  tumor  made  up  chief- 
^ ly  of  epithelial  cells,  has  existed  throughout 
the  ages.  The  early  histories  of  Egypt,  Greece, 
and  India  make  mention  of  cancer.  Wherever 
we  find  medical  documents,  the  Egyptian  Pa- 
pyrie  as  well  as  the  cuneiform  tablets  of  Baby- 
lonia, or  the  manuscripts  of  old  India,  we  find 
descriptions  relative  to  malignant  tumors.  There 
is  a very  important  passage  in  the  Papyrus 
Ebers,  written  in  the  15th  Century  B.  C.  and 
the  oldest  known  medical  document,  which  men- 
tions a tumor  and  says  that  such  a tumor  must 
not  be  touched.  Tumors  in  general  are  referred 
to  ■ there  is  no  clear  reference  to  cancer ; how- 
ever, of  more  importance  are  the  bones  of  early 
man  or  of  mummies,  both  of  which  show  evidence 
of  such  tumors. 

In  the  Hippocritic  Collection,  we  find  a great 
many  references  to  cancer.  Hippocrates  knew  a 
great  deal  about  the  recognition  of  the  disease, 
having  described  many  forms  of  cancer ; indeed, 
he  originated  the  term,  carcinoma.  For  treat- 
ment of  the  disease,  only  the  cautery  and  various 
caustic  pastes  were  recommended. 

The  first  plastic  surgery  for  cancer  was  per- 
formed by  Aurelius  Cornelius  Celsus,  who  knew 
more  about  the  natural  history  of  cancer  than  his 
Hippocratic  predecessors.  The  first  description 
of  an  important  clinical  sign  of  breast  cancer 
appears  in  the  writings  of  Leonides  of  Alexan- 
dria (C.  180  A.D.).  Galens ’ (C.  129-200  A.D.) 
classification  of  tumors  endured  for  fifteen  hun- 
dred years.  Avenzoar,  an  Arabian  physician, 
made  noteworthy  contributions  concerning  can- 
cer. 

Rolando  (C.  1230)  at  Salerno  warned  against 
operating  on  deep  seated  cancer.  Guy  de  Chau- 
lise  (D.  1368),  who  has  been  called  the  father  of 

Presented  before  Annual  Meeting  Arizona  State  Medical  As- 
sociation, Tucson  8.  1947. 


surgery,  outlined  the  treatment  of  cancer  as  pre- 
sented in  the  great  surgical  text  of  the  Pre- 
Renaissance.  Antonio  Benivieni,  ( I ) . 1502)  who 
lived  in  Florence,  made  the  first  recorded  au- 
topsy on  a cancer  case.  Ambroise  Pare  (1510- 
1590)  made  great  contributions  to  anatomy  and 
the  treatment  of  wounds,  but  was  not  so  much 
concerned  with  cancer.  Hildamus  (1580-1634) 
was  the  first  to  excise  the  axillary  lymph  nodes 
in  breast  cancer. 

Severines  (1580-1656)  was  one  of  the  founders 
of  surgical  pathology.  He  was  able  to  make  a 
fairly  good  clinical  distinction  between  benign 
and  malignant  tumors  of  the  breast.  Joannes 
Soultetus  was  the  first  to  outline  the  various 
steps  in  the  operation  for  breast  cancer.  Mor- 
gagni (1682-1771)  was  the  founder  of  pathology; 
yet  he  did  not  understand  cancer  and  its  metas- 
tases.  Jean  Godinot,  a Canon  of  the  Cathedral 
of  Rheims,  left  money  to  be  used  for  the  erection 
of  the  first  cancer  hospital ; this  was  opened  in 
1740  with  twelve  beds.  It  was  then  believed  that 
cancer  was  contagious,  and  the  patients  were 
avoided. 

Henri  Francois  Le  Draw  (1685-1770)  was  the 
most  enlightened  cancer  surgeon  of  the  Eigh- 
teenth century.  Lie  regarded  cancer  as  a local 
disease  in  the  early  stages  and  understood  the 
spread  of  cancer  through  the  lymphatics  and  the 
blood  stream.  Bernard  Peysilke  (1735-1804) 
made  the  first  attempt  at  an  experimental  study 
of  the  problems  of  the  nature  of  cancer. 

Percival  Pott  (1744-1788)  was  the  first  to  rec- 
ognize and  describe  occupational  cancer.  John 
H.  Howard  (d.  1810-1811)  was  a pupil  of  Pott  ’s 
and  Avas  the  first  to  establish  a cancer  service  in 
a general  hospital.  The  plan  Avas  proposed  to  the 
Board  of  Governors  of  the  Middlesex  Hospital. 
HoAvard  secured  an  endowment  of  three  thou- 
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sand  five  hundred  pounds  for  the  cancer  service 
from  a friend,  Mr.  Samuel  Whitebread.  The  plan 
was  accepted  and  a record  of  twelve  bids  were 
opened  on  June  19,  1792.  The  cancer  service 
grew  stearily. 

The  Medical  Committee  of  the  Society  for  In- 
vestigating the  Nature  and  Cure  of  Cancer  was 
established  in  1806.  It  was  the  first  society  for 
the  study  of  cancer.  John  Hunter  (1782-1793) 
had  an  extensive  experience  with  cancer.  When 
he  died  in  1793,  Hunter  left  a large  number  of 
manuscripts.  Everard  Home,  Hunter’s  un- 
scrupulous brother-in-law,  had  the  manuscripts 
in  his  possession  from  1800  to  1823,  during  which 
time  he  extracted  much  of  the  information  con- 
tained in  them  and  presented  it  as  his  own. 
Hunter’s  Observations  on  Cancer  was  one  of 
them.  Laemec  (1781-1826)  made  important  con- 
tributions to  the  knowledge  of  cancer  by  the  in- 
vention of  the  stethoscope. 

John  Paris  (1785-1856)  was  first  to  discover 
and  describe  arsenic  cancer  in  both  men  and  ani- 
mals. Adam  Elias  Von  Siebold  (1775-1826) 
wrote  a classical  clinical  treatise  on  uterine  can- 
cer which  was  accurate  and  complete.  J.  C.  A. 
Recamier  (1774-1852)  Avas  first  to  recognize  the 
process  of  metastases.  He  described  for  the  first 
time  the  invasion  of  A^eins  by  cancer  cells.  He 
called  particular  attention  to  the  fact  that  super- 
numerary organs,  including  ne\Ti,  may  as  a re- 
sult of  chronic  irritation  give  rise  to  cancer. 

John  Collins  Warren  (1778-1856)  Avas  a dis- 
tinguished early  American  cancer  surgeon.  Sir 
Everard  Home  (1756-1832)  Avrote  a book  which 
contains  apparently  the  first  illustrations  of  mi- 
croscopic sections  of  cancer.  Thomas  Hodgkin 
(1798-1866)  noted  and  gave  the  first  description 
of  malignant  disease  of  the  lymphatic  system. 
Jacques  L.  Lisfranc  (1790-1847)  Avas  the  first 
to  carry  out  successfully  perineal  resection  of  the 
rectum  for  cancer.  Augusta  B.  Berard  (1802- 
1846)  Avas  particularly  interested  in  cancer  and 
wrote  a classical  treatise  on  tumors  of  the  par- 
otid. 

Jean  Reybard  (1790-1863)  performed  the  first 
intestinal  resection  for  cancer  ever  carried  out. 
He  reported  the  case  before  the  Royal  Academy 
of  Medicine,  and  the  members  of  the  Academy 
Avould  not  believe  him.  A Committee  of  four  of 
its  members  were  appointed  to  investigate.  The 
Committee  confirmed  Reybard ’s  report.  George 
McClellan  (1796-1847)  was  an  American  pioneer 
in  parotid  surgery  and  particularly  interested  in 


cancer.  He  Avas  the  founder  of  and  Professor  of 
►Surgery  of  the  Jefferson  Medical  College  (1826- 
1838). 

John  Adams  (1806-1877)  was  particularly  in- 
terested in  the  diagnosis  of  cancer  of  the  pros- 
tate. lie  called  attention  to  the  “irregular, 
knotty  ’ ' prostate  as  apt  to  be  cancerous.  Vilpeau 
(1795-1867)  had  a large  clinical  experience  with 
cancer.  He  wrote  a great  clinical  Avork  on  “Tu- 
mors of  the  Breast."  Charles-Phillips  Robin 
(1821-1888)  wrote  a basic  Avork  on  the  pathology 
of  uterine  cancer.  VirchoAV  (1821-1902)  Avas  a 
great  figure  in  the  history  of  pathology.  He 
placed  the  classification  of  tumors  upon  a ra- 
tional basis,  but  erred  seriously  on  the  matter  of 
histogenesis.  He  believed  that  the  cancer  cells 
arose  from  the  connective  tissue. 

Carl  Thiersch  (1822-1895)  proved  the  epi- 
thelial origin  of  cancer.  He  also  invented  the 
method  of  skin  grafting  Avhich  bears  his  name. 
Charles  IleAvitt  Moore  (1821-1870)  was  the  first 
to  formulate  the  general  principles  upon  which 
modern  surgical  attack  on  cancer  is  based.  Bill- 
roth made  important  contributions  concerning 
the  surgical  attack  on  most  types  of  cancer 
(1829-1894).  Billrocli  contributed  more  to  tu- 
mors than  any  other  surgeon  Avho  ever  lived  and 
accomplished  more  with  them  than  any  man  of 
Ins  time.  He  performed  the  first  total  laryngec- 
tomy for  cancer. 

Alexander  Von  Winnecarter  (1848-1916),  the 
first  assistant  to  Billroth,  made  the  first  compre- 
hensive study  of  the  end-results  of  cancer  sur- 
gery. This  Avas  important  evidence  at  a time 
when  cancer  Avas  considered  by  the  laity  and  the 
medical  profession  alike  to  be  incurable.  Sir 
James  Paget  (1814-1899)  in  1874,  described  a 
chronic  eruption  of  the  nipple  and  areola  Avhich 
in  fifteen  cases  had  been  followed  by  cancer  of 
the  breast.  This  was  the  first  description  of  the 
types  of  breast  cancer  which  bears  his  name.  His 
fame  rested  on  his  skill  as  a diagnostician. 

Richard  Von  Volkmann  (1890-1889)  Avas  the 
first  to  recognize  and  describe  industrial  tar  and 
paraffin  cancer.  He  Avas  among  the  first  to  pub- 
lish follow-up  statistics  for  surgery  in  cancer  of 
the  breast.  Cohnheim  (1839-1884)  believed  that 
tumors  occur  from  masses  of  tissue  misplaced 
during  embryonal  development.  Later  on  in  life 
these  cell  groups  suddenly  begin  to  develop  be- 
cause of  changes  in  blood  supply.  The  embry- 
onal theory  Avas  not  wholly  neAV  with  Cohnheim. 
However,  he  extended  and  supported  it  by  so 
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much  new  work  that  he  deserves  the  credit  of 
being  its  originator. 

Freund  (1833-1907)  performed  the  first  ab- 
dominal hysterectomy  for  cancer  of  the  corpus 
and  obtained  a cure.  R.  II.  Harting  and  W. 
Hesse  first  described  miner’s  cancer  in  1879, 
after  a series  of  autopsies  which  disclosed  cancer 
of  the  lungs.  These  authors  believed  that  the 
disease  was  due  to  inhalation  of  the  mine  dust. 
Recently,  evidence  of  the  ability  of  emanation  to 
cause  cancer  when  absorbed  in  the  body  con- 
vinced workers  that  miner’s  cancer  is  due  to  the 
inhalation  of  radioactive  substances. 

Samuel  Weissel  Gross  (1837-1889)  made  im- 
portant contributions  to  cancer.  He  insisted  on 
the  removal  of  the  whole  breast  and  the  axillary 
lymph  nodes  on  every  case  of  breast  cancer. 
Gross  believed  that  early  operation  offered  hope 
of  a cure.  Anton  Walfler  (1850-1917)  advanced 
the  concept  that  both  adenomas  and  cancer  de- 
veloped from  embryonal  epithelial  masses  in  the 
cortex  of  the  gland,  the  so-called  “fetal  adeno- 
mas.” Grossietz  (1850-1932)  contributed  to  the 
knowledge  of  renal  tumors  and  gave  impetus  to 
a great  deal  of  work  on  this  subject. 

William  Stewart  Halstead’s  (1852-1922)  meth- 
od for  radical  mastectomy  can  be  fairly  charac- 
terized as  the  greatest  contribution  ever  made  to 
the  treatment  of  breast  cancer.  I had  the  privi- 
lege of  watching  him  through  a six-week  period 
and  shall  always  remember  his  painstaking, 
sharp  dissection,  gentle  manipulation  of  tissue, 
and  meticulous  hemostasis  which  were  charac- 
teristic of  all  of  Halstead’s  surgery.  He  deserves 
a large  share  of  the  credit  for  the  present  high 
standards  of  surgical  teaching  in  America.  It 
was  a great  privilege  to  have  known  him. 

Black  (1847-1902)  developed  the  exterioriza- 
tion operation  for  cancer  of  the  colon.  He  did 
not  attetmpt  to  remove  the  regional  lymph  nodes. 
McJuliez  (1850-1905)  contributed  more  to  can- 
cer surgery  than  any  of  Billroth’s  other  pupils. 
He  was  the  first  to  carry  out  plastic  reconstruc- 
tion of  the  esophagus  after  resection  of  its  cervi- 
cal portion  for  cancer.  Alfred  Quinn  was  the 
first  to  elect  to  resect  cancer  of  the  rectum  by 
the  abdomino-perineal  route  in  a series  of  cases. 

Wilhelm  Conrad  Roentgen  in  the  late  hours  of 
the  night  of  November  8,  1895  while  working  in 
his  laboratory  at  the  Institute  of  Physics  of  the 
University  of  Wurzburg,  realized  that  he  had 
seen  for  the  first  time  rays  of  a new  kind.  Pierre 
Currie  and  Marie  Currie  reported  on  the  dis- 


covery of  radium  1898.  Tagi  Sjogren  in  June, 
1899  treated  an  elderly  man  with  advanced  epi- 
thilioma  of  the  cheek  with  roentgen  rays.  The 
lesion  healed  rapidly. 

Albert  Frieben  reported  the  first  case  of  can- 
cer caused  by  roentgen  rays.  S.  W.  Goldberg 
and  E.  S.  Landon  gave  the  first  report  of  the 
treatment  of  cancer  with  radium.  They  cured 
two  cases  of  basal-cell  cancer  of  the  face  with 
good  cosmetic  results.  Max  Otten  was  the  first 
to  publish  cases  of  cancer  of  the  lung  in  which 
the  diagnosis  was  confirmed  by  autopsy.  Guido 
Halzneck  was  first  to  work  out  a satisfactory 
method  for  the  roentgenological  diagnosis  of 
cancer  of  the  stomach. 

Wertheim  developed  a more  radical  operation 
for  cancer  of  the  cervix  than  had  been  utilized 
before,  in  that  he  removed  much  of  the  lymph 
node  bearing  tissue  in  the  pelvis  and  dissected 
out  the  uterus.-  The  mortality  was  at  first  very 
high,  but  in  his  last  hundred  cases  he  brought  it 
down  to  fifteen  per  cent.  Sehauter  was  at  the 
same  time  performing  vaginal  hysterectomies  for 
cancer  of  the  cervix  with  a lower  mortality,  be- 
cause his  immediate  mortality  was  almost  nil.  1 
enjoyed  the  privilege  of  working  with  both  of 
these  famous  men  for  three  months  in  their  clinic 
in  1910. 

Johannes  Fibiger,  by  feeding  rats  with  cock- 
roaches was  able  to  produce  gastric  papilloma 
and  in  some  instances,  cancer.  He  was  awarded 
the  Noble  prize  for  this  work.  James  Ewing  was 
Professor  of  Pathology  at  Cornell  University 
Medical  College,  New  York  City,  and  Patholo- 
gist to  the  Memorial  Hospital.  Realizing  that 
Ewing  was  one  of  the  best  authorities  on  the 
pathology  of  cancer,  I registered  as  a special 
'student  in  his  department  at  Cornell  in  Septem- 
ber, 1909  and  worked  with  him  in  the  problems 
of  general  pathology,  particularly  cancer.  My 
work  with  Ewing  carried  me  to  the  Memorial 
Hospital  where  I had  the  privilege  of  assisting 
William  Bradley  Coley  in  the  treatment  of  can- 
cer cases.  At  that  time  he  was  using  the  then 
famous  Coley  Serum  extensively  in  the  inoper- 
able malignant  patient. 

The  three  of  us  became  quite  intimate  and  fre- 
quently talked  of  a plan  to  educate  the  medical 
profession  and  the  laity  in  the  problems  of  can- 
cer. It  was  finally  decided  that  a meeting  of 
prominent  medical  men  and  laymen  who  were 
known  to  be  interested  in  the  problems  of  cancer 
be  called  to  discuss  the  formation  of  an  organ- 
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ization  to  plan  and  direct  the  work.  At  the  end 
of  the  semester  I went  to  Europe  for  further 
studies.  After  returning  home  I had  a number 
of  letters  from  Ewing,  all  containing  reference 
to  the  proposed  organization. 

The  American  Society  for  the  Control  of  Can- 
cer was  founded  in  May,  1913  at  the  Harvard 
Club,  New  York  City.  There  were  almost  insur- 
mountable difficulties  met  in  launching  of  the 
cancer  control  movement.  Between  the  years 
1913  and  1928  the  dominant  note  Avas  the  educa- 
tion of  the  laity  in  the  dangers  of  cancer.  A 
complete  reorganization  of  the  Society  was  un- 
dertaken in  1928,  when  it  was  incorporated.  At 
this  time  the  Society  became  a national  organi- 
zation and  began  the  education  and  organization 
of  the  medical  professions  for  a concerted  fight 
against  cancer.  In  1929,  the  American  College 
of  Surgeons  undertook  the  standardization  of 
cancer  hospitals  and  cancer  clinics.  There  are 
now  407  approved  cancer  clinics  in  the  United 
States  and  Canada. 

In  1935,  the  Woman’s  Field  Army  Avas  creat- 
ed, so  that  every  woman  should  knoAV  about 
cancer  for  her  oAvn  protection.  The  Society  sent 
James  Ewing  as  its  official  delegate  to  the  In- 
ternational Cancer  Congress  in  Brussells  in  1936. 
At  the  same  Congress  I was  the  official  delegate 
from  the  American  College  of  Surgeons.  This 
was  a splendid  Congress,  with  five  hundred  men 
and  women  Avith  an  intimate  knowledge  of  can- 
cer and  its  problems  attending  from  all  parts  of 
the  world  and  speaking  many  languages.  There 
Avere  six  official  languages  recognized  in  the 
meetings,  which  were  exceptionally  Avell  con- 
ducted. The  entertainment  of  guests  Avas  formal 
and  lavish ; even  the  King  of  Belgium  Avas  pres- 
ent at  some  of  the  meetings.  Much  good  result- 
ed, and  new  facts  were  brought  out  at  the 
Congress. 

Albert  C.  Broders  devised  a practical  method 
of  grading  cancer.  As  Broders  lias  pointed  out, 
this  great  study  Avas  considered  of  academic  in- 
terest only  and  failed  to  be  taken  seriously  by 
other  pathologists.  It  is  to  Broder’s  credit  that 
the  application  of  such  an  index  has  been  used 
and  discussed  since  his  contribution  to  cancer  in 
1920. 

In  1937  by  the  Act  of  the  Seventy-fifth  Con- 
gress, the  National  Cancer  Institute  Avas  created 
under  the  United  States  Public  Health  Service 
to  “conduct,  assist,  and  foster  researches;  in- 
vestigations, experiments,  and  studies  relating 


to  the  cause,  prevention  and  methods  of  diagno- 
sis and  treatment  of  cancer.”  The  sum  of  $750,- 
000.00  was  appropriated  for  the  erection  and 
equipment  of  a suitable  building,  and  an  annual 
maintenance  appropriation  of  $700,000.00  Avas 
authorized.  A National  Cancer  Advisory  Coun- 
cil Avas  created,  consisting  of  six  members  ap- 
pointed by  the  Surgeon  General.  In  honor  of 
her  father,  Dr.  Clement  Cleveland,  one  of  the 
founders  of  the  American  Society,  Mrs.  Robert 
G.  Mead,  through  the  NeAV  York  City  Cancer 
Committee,  established  the  Clement  Cleveland 
Medal  as  an  annual  award  for  outstanding  can- 
cer educational  Avork.  In  1938  Congress  passed 
a bill  authorizing  the  President  to  proclaim  April 
of  each  year  as  “National  Cancer  Control 
Month.” 

At  the  Executive  Committee  meeting  of  the 
American  Society  in  June,  1944,  a decision  Avas 
reached  to  change  the  name  of  the  American 
Society  for  the  Control  of  Cancer  to  “The  Amer- 
ican Cancer  Society,”  and  to  change  the  title 
of  the  Woman’s  Field  Army  to  “The  Field 
Army  of  the  American  Cancer  Society.”  This 
change  Avas  made  because  of  expansion  of  the 
American  Society’s  work. 

In  1946  the  Arizona  Division  of  the  Ameri- 
can Cancer  Society  was  incorporated  by  E. 
Payne  Palmer,  Bertha  L.  Palmer,  and  Ruth  B. 
Hartgraves.  The  Field  Army  has  an  active  Com- 
mander in  Ruth  B.  Hartgraves,  who  keeps  up 
an  active  cancer  program  throughout  the  year. 
The  Arizona  Division  of  the  American  Cancer 
Society  has  inaugurated  a school  encompassing 
the  entire  state ; at  least  one  representative  has 
been  included  from  each  county.  Instructions 
haATe  been  ghren  on  the  “Danger  Signals”  of 
cancer  as  Avell  as  explanations  of  the  words  most 
commonly  used  by  physicians  to  explain  cancer 
control.  The  school  has  also  offered  a thirteen- 
week  course  in  pre-natal  care,  with  special  em- 
phasis on  the  importance  of  bi-annual  examina- 
tions for  the  first  three  years  after  pregnancy. 

The  Arizona  Division  has  also  established  five 
surgical  dressing  units  to  make  dressings  for 
persons  suffering  from  an  ulcerated  condition 
due  to  cancer.  It  has  also  established  and  spon- 
sored Cancer  Detection  Centers,  namely:  North- 
ern District  Detection  Center,  Flagstaff,  Arizona 
(operates  once  per  month)  ; physician  in  charge, 
W.  D.  Kittredge,  Jr.;  Central  District  Detection 
Center,  St.  Monica’s  Hospital,  1200  S.  5th  Ave., 
Phoenix,  Arizona  (operates  once  per  Aveek), 
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physician  in  charge,  Maurice  B.  Rosenthal, 
M.  D. ; Southern  District  Detection  Center,  Tuc- 
son Medical  Center.  Tucson,  Arizona  (operates 
bi-monthly),  physician  in  charge,  Arthur  J.  Pres- 
ent, M.  D. ; Pima  Sounty  Hospital — Tumor  Serv- 
ice, sponsored  by  the  Pima  County  Medical  So- 
ciety (operates  weekly).  The  Arizona  Division 
also  pays  the  cost  of  hospitalization  and  treat- 
ment, including  x-ray  for  cancer  patients,  when 
they  lack  sufficient  funds  and  have  been  recom- 
mended by  an  accredited  physician. 

Mr.  Walter  Bimson  of  Phoenix  is  a National 
Director  representing  the  Seventh  District.  He 
is  also  a director  of  the  Arizona  Division.  I have 
had  the  honor  of  having  been  the  Arizona  Chair- 
man of  the  American  Society  since  shortly  after 
its  organization.  With  the  aid  of  the  medical 
profession  in  Arizona,  the  American  Society  has 
been  active  in  presenting  cancer  before  the  coun- 
ty and  state  medical  societies  and  in  educating 
the  laity  regarding  the  danger  signals  of  cancer. 
Much  good  has  resulted  from  our  campaigns  as 
evidenced  by  the  number  of  persons  who  have 
visited  the  physicians  in  our  state  seeking  advice 
relative  to  certain  conditions  which  might  be 
cancer. 

Playing  host  to  450  members  at  the  Edgewater 
Gulf  Hotel  in  Edgewater  Park,  Mississippi,  the 
Field  Army  of  the  American  Cancer  Society  held 
its  Tenth  Assembly  the  week  of  November  18-23, 
1946  inclusive.  In  a week  highlighted  by  crowd- 
ed  yet  inspiring  sessions  led  by  well  known  and 
interesting  speakers,  a representative  group  of 
Field  Army  Commanders,  volunteer  workers, 
doctors,  and  business  men  discussed  the  develop- 
ments during  the  past  ten  years  as  they  related 
to  the  future  program  of  the  Society. 


CONCLUSIONS 

Today,  we  know  infinitely  more  concerning 
the  factors  of  heredity,  immunity,  biology,  man- 
ner of  growth,  and  methods  of  producing  cancer 
artificially  than  ever  before;  yet,  the  problems 
of  cancer  are  still  unsolved.  No  one  has  discov- 
ered some  marked  and  constant  difference  be- 
tween the  normal  cells  and  the  cancer  cells.  The 
mechanism  that  changes  “ precancerous  cells” 
into  actual  cancer  or  activates  the  cancer  poten- 
tial inherent  in  each  tissue,  remains  unknown. 
Cancer  heredity  is  still  a moot  question.  In  the 
human,  only  a few  types  of  cancer  have  been 
demonstrated  to  be  hereditary,  but  it,  appears  to 
be  well  established  that  susceptibility  to  cancer 
may  be  transmitted  by  the  chromasomes. 

However,  it  is  not  time  to  say  that  no  progress 
has  been  made  simply  because  neither  the  cause 
of  cancer  nor  its  cure  of  all  cases  is  known. 
Great  progress  has  been  made  toward  their  final 
determination.  It  is  quite  possible  that  either 
the  cause  or  the  cure  will  be  demonstrable  facts 
in  the  not  too  far  distant  future.  Our  diagnos- 
tic and  operative  methods  are  much  more  effi- 
cient than  a few  years  ago,  and  besides  we  have 
x-rays  and  radium  to  destroy  the  cancer  cells. 
That  the  knowledge  of  cancer  already  available 
is  not  ordinarily  utilized  to  its  fullest  extent 
must  be  admitted.  Our  special  cancer  clinics, 
for  example,  are  made  available  to  all,  yet  too 
few  use  them.  Even  when  incurable,  the  disease 
can  usually  be  palliated.  This  is  a great  change 
from  fifty  years  ago,  when  cancer  Avas  regarded 
as  incurable  by  the  laity  and  medical  profession. 
Bo  though  progress  has  been  made,  there  are  still 
many  problems  to  be  solved  by  objecti\re  observa- 
tions  of  workers  at  the  bedside  and  in  the  Lab- 
oratory. 


INCIDENCE  OE  CERTAIN  DISEASES  AMONG  THE  NAVAJOS 

C.  G.  SALSBURY,  M.  I). 


Ganado, 

\ TARIATIONS  in  the  incidence  of  disease  in 
’ different  races  and  geographical  locations 
has  long  been  a subject  of  study. 

The  United  States,  with  its  melting  pot  of 
many  races  from  all  0ATer  the  world,  furnishes 
an  unequalled  opphrtunity  to  observe  and  study 
race  susceptibility  and  immunity. 

One  of  the  most  interesting  studies  was  made 

Presented  before  the  Arizona  State  Medical  Association,  Tuc- 
son, May  8,  1947. 


Arizona 

by  John  S.  DeTar  of  Detroit  in  1929. 

He  noted,  for  instance,  that  the  death  rate  in 
negroes  from  tuberculosis  Avas  exactly  double 
that,  in  whites.  Malaria  Avas  found  to  be  6 
times  more  prevalent  among  negroes  than  Avliites. 
Typhoid  Avas  2.5  times  more  prevalent  among 
negroes  than  whites. 

On  the  other  side  of  the  ledger,  scarlet  fever 
Avas  found  to  be  7 times  more  prevalent  among 
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whites  than  among  negroes.  Measles  twice,  diph- 
theria twice,  cancer  3 times,  and  appendicitis 
twice  as-  prevalent  as  among  the  negroes. 

The  Jewish  race  is  especially  susceptible  to 
diabetes,  in  tact,  more  so  than  any  other  race. 
According  to  Morrison,  it  is  2.5  times  as  fre- 
quent among  Jews  as  among  others.  “The  inci- 
dence of  diabetes  among  a race  as  widely  dis- 
seminated as  are  the  Jews,  living  under  vastly 
different  environmental  influences,  is  one  of  the 
strongest  arguments  for  the  susceptibility  being 
inherent  in  the  germ  plasma  of  the  race.  We  can 
find  no  more  striking  example  of  transmission 
by  the  genes  of  the  chromosomes,  of  a unit  char- 
acter of  a race  of  people,  if  we  search  the  an- 
nals of  medicine  from  Hippocrates  down  to  the 
present. 

On  the  other  hand,  the  -Jewish  race  seems  to 
have  much  greater  resistance  to  tuberculosis 
than  do  other  races. 

From  the  standpoint  of  racial  susceptibility 
or  resistance  to  disease,  perhaps  no  race  lias 
been  given  less  attention  or  offers  a more  fertile 
field  for  study  than  the  American  Indian.  This 
is  particularly  true  of  the  Navajo  tribe,  which 
is  the  largest  of  all,  representing  approximately 
1/6  of  the  present  day  Indian  population  of  the 
United  States.  They  are  also,  as  a whole,  one  of 
the  most  primitive  tribes. 

The  following  are  observations  made  in  con- 
nection with  the  work  carried  on  at  Sage  Me- 
morial Hospital  at  Ganado,  Arizona,  over  a 
period  of  nearly  20  years  and  covering  25,000 
routine  admissions.  Any  figures  given  cannot, 
of  course,  he  taken  as  an  indication  of  the  gen- 
eral prevalence  of  certain  diseases,  as  our  figures 
deal  with  hospital  admissions  and  not  with  the 
general  population. 

No  attempt  is  made  to  classify  the  incidence  of 
all  diseases  admitted,  but  rather  to  point  out  a 
few  of  the  most  interesting  facts. 

In  communicable  diseases  we  find  mumps, 
measles,  and  chicken  pox  about  as  frequently 
and  with  about  the  same  virulence  as  among 
white  children.  There  is  one  striking  exception. 

Altho  we  have  had  epidemics  of  scarlet  fever 
among  white  children  and  adults  on  our  campus, 
we  have  never  observed  a case  in  a Navajo  In- 
dian, and  we  have  never  heard  of  an  authenti- 
cated case  in  any  other  hospital  on  the  reserva- 
tion. This  is  particularly  interesting,  because 
the  Navajos  seem  to  have  no  immunity  to  other 
types  of  streptococcic  infection. 


In  this  series  of  25,000  admissions  we  have 
found  only  5 diabetics. 

Dr.  Elliott  P.  Joslin  happened  to  visit  Ganado 
at  the  time  the  second  of  the  five  cases  was  dis- 
covered and  was  amused  when  he  found  the 
woman  s name  was  Mrs.  Sugar. 

Diabetes  Melt  it  us: 


Hospital 

No. 

Sex  Age 

Name 

Year 

4331 

Fe  55 

Asdzan  Tso 

1933 

11853 

Fe  55 

Asdzanl  Balie 

1 939 

12363 

Fe  46 

Asdzan  Yazzie 

1939 

113664 

M 60 

Ilosteen  Toll  Neey 

1940 

24524 

Fe  48 

Mrs.  Cliee  Yazzie 

1945 

Blood  chemistries  done  on  a large  number  of 
Navajo  patients  show  an  average  blood  sugar  of 
approximately  90  mg.  against  a normal  in  white 
people  of  approximately  120  mg. 

It  would  seem  that  the  clew  to  this  difference 
might  be  found  in  the  diet. 

Gallbladder  disease  accounted  for  1.5%  of  all 
admissions  in  this  series.  Stones  were  found  in 
two-thirds  of  these  case  at  operation. 

Water  is  a scarce  article  in  the  Navajo  reserva- 
tion, and  the  Indians  drink  very  little.  This  may 
be  a contributing  factor. 

Only  Vs  of  1%  of  those  admitted  were  diag- 
nosed as  having  malignant  disease.  In  all  these 
25,000  admissions  and  20  years  of  work  on  the 
reservation,  we  have  seen  only  one  cancer  of  the 
breast  in  a Navajo  and  that  patient  was  a male. 
It  was  inoperable  when  found  by  the  field  doc- 
tor, and  the  patient  succumbed  within  a short 
time. 

Following  are  the  malignancies  we  have  seen  : 
Carcinoma , Bladder : 

Hospital  Sex  Age  Name  Year 

No. 

22289  M 43  Sam  Gee  McCurtain  1945 

Carcinoma,  Breast : 

94 10  M 68  Ilosteen  Billy  1937 

Carcinoma,  Cervix : 


3128 

Fe 

75 

Gla  Ra  Chi  A Biceah 

1931 

4006 

Fe 

63 

Astso  Naz  Bah 

1932 

3711 

Fe 

64 

A1  tso  i Bah 

1 932 

8628 

Fe 

60 

Nazbah 

1 936 

1 5346 

Fe 

36 

Yea  Bah  Nez 

1941 

16323 

Fe 

49 

Na  gli  vil  e Bah 

1942 

20182 

Fe 

54 

Mrs.  Sarah  Sebahi 

1944 

22108 

Fe 

31 

Mrs.  Vera  -Joe 

1945 

22124 

Fe 

62 

Y itsazbah 

1 945 
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22529  Fe  37 

Mrs.  Helen 

Greymonntain 

1945 

21115  Fe  53 

Mrs.  Zonnie  John 

1945 

23531  Fe  33 

Mrs.  Sunny  Claw 

1 945 

23771  Fe  36 

Mrs.  Mabel  Cow 

1946 

Carcinoma,  Cheek 

14655  Fe  84 

Ahidibah 

1940 

Carcinoma,  Colon 

11578  Fe  59 

Yikazbah  Smith 

1939 

13069  Fe  46 

Maggie  Kinliclieeni 

1939 

Carcinoma,  Gall  Bladder 

13385  Fe  50 

Mrs.  Paul  Woodty 
(with  C.  A.  of  common 
bile  duct) 

1940 

17495  Fe  51 

Mrs.  Shorty  Brown 

1942 

21393  Fe  60 

Asclzan  Yazzie 

1945 

Carcinoma,  Jaw 

20325  M 70 

Hasteen  Dzan  Nezi 

1944 

Carcinoma,  Pancreas 

23420  M 75 

John  Lee 

(with  metastasis  to  liv- 

1945 

er,  prostate,  and  bone 
— left  clavicle,  ribs, 
and  right  femur) 

Carcinoma,  Scrotum  and  Penis 

8196  M 70 

Bilagana  Yishi 

1946 

Carcinoma,  Stomach 

15017  M 76 

Bilin  dal  Bahi 

1941 

21206  M 73 

Hasteen  ha  haz  teli 

1945 

23613  M 78 

Old  Yellow 

1946 

24275  M 40 

Pele  Penally 

1946 

12876  Fe  53 

Alnabah 

1939 

Carcinoma,  Uterine 

20177  Fe  32 

Mrs.  Jean  Curley 

1944 

23711  Fe  64 

Mrs.  Alta  Ashley 

1946 

23558  Fe  47 

Mrs.  Esther  I lavish 

1946 

Sarcoma 

6858  M 17 

Raymond  Emerson 

1935 

Sarcoma,  Retroperitoneal 

1 4055  Fe  40 

Kez  Bah  Clark 

1940 

Total 

. . .34 

Appendicitis  ac 

counted  for  1.6%  of  all  ad- 

missions. 

Arthritis  of  various  types  accounted  for 
ly  .2  of  1%  of  admissions. 

near- 

3.9%  were  diag 
chitis. 

nosd  as  suffering  from 

broil- 

Gastroenteritis  was  responsible  for  3.2%  of  all 

admissions. 

Only  one  skin  disease  is  worth  mentioning, 
and  that  is  impetigo.  3.6%  of  eases  admitted 
were  suffering  from  impetigo,  affecting  almost 
every  part  of  the  body  surface. 

Pneumonia  was  found  in  3%  of  those  admitted. 


Nearly  5%  of  admissions  were  for  the  treat- 
ment of  trachoma.  However,  with  the  use  of  sul- 
fanilamide, this  menace  is  fast  disappearing.  A 
few  years  ago  50%  of  the  chiludren  in  our  school 
were  treated  daily  for  trachoma.  Now  there  are 
not  more  than  two  out  of  a student  body  of  near- 
ly 150  who  require  treatment. 

The  incidence  of  pulmonary  tuberculosis  is 
very  high  in  the  Navajo  tribe.  There  is  much 
less  bone  involvement  than  one  might  expect. 
Our  figures  on  tuberculosis  are  of  no  value  in 
this  study  as  we  do  not  admit  tubereulars  as 
such.  Estimates  on  the  number  of  open  cases, 
however,  run  as  high  as  5%  or  even  higher.  No 
accurate  statistics  are  available. 

During  the  first  five  years  of  my  service  with 
the  Navajos,  venereal  disease  was  almost  un- 
known. Not  more  than  half  a dozen  cases  were 
seen  during  that  time. 

During  the  war  about  15,000  Navajos  were 
engaged  in  war  work  all  over  the  western  United 
States.  In  many  cases  the  Indians  were  thrown 
in  with  the  worst  elements  on  the  fringes  of  the 
towns  where  they  were  located. 

Our  laboratory  reports  during  tins  period  in- 
dicated that  as  high  as  30%  of  our  adult  admis- 
sions were  Kahn  positive.  Gonorrhoeas  also  ap- 
peared in  alarming  numbers. 

A look  at  the  less  serious  side  shows  that  a 
bald  Navajo  is  about  as  rare  as  snow  in  July. 
He  wears  a hat  continuously  and  frequently 
wears  a fur  cap  even  in  summer.  Whatever  the 
reason,  it  is  a fact  that  one  almost  never  sees  a 
bald  Navajo. 

Dental  caries  is  seen  almost  as  frequently  in 
the  temporary  teeth  as  in  whites,  but  the  average 
adult  Navajo  has  much  better  teeth  than  his 
white  brother.  It  is  not  unusual  to  see  a Navajo 
50  or  60  years  of  age  with  a perfect,  complete 
set  of  teeth. 

Considering  the  fact  that  the  Navajo  defies 
every  law  of  dietetics,  it  is  remarkable  that  he  is 
as  free  from  digestive  and  intestinal  disorders 
as  he  is.  His  diet  is  not  properly  balanced.  He 
eats  at  irregular  hours.  But,  if  he  can  survive 
the  first  ten  years,  his  expectancy  for  a long  life 
is  surprisingly  good. 

To  those  who  work  among  other  races  in  the 
large  urban  centers,  there  would  seem  to  be  food 
for  thought  in  comparing  the  observations  in 
this  simply  study  with  those  made  among  white 
people  in  other  sections  of  the  country. 
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OSTEODYSTROPHIA  FIBROSA 

FREDERICK  L.  HARCOURT,  M.  J). 

Phoenix,  Arizona 


JVyTORE  than  25  cases  are  now  recorded  of  a 
curious  syndrome,  consisting  of  fibrocystic 
disease  of  the  bone  which  is  predominantly  uni- 
lateral. “geographical’  pigmentation  of  the  skin 
in  the  form  of  massive  brown  nevi  and,  in  fe- 
males, precocious  puberty.  Its  pathogenesis  re- 
mains obscure.  Hyperthyroidism  lias  been  pres- 
ent in  some  cases.1 

In  attempting  to  present  a diagnosis  of  such 
a rare  case  one  is  “sticking  his  neck  out.”  This 
is  particularly  true  when  such  cases  have  been 
followed  clinically  for  several  years  and  have 
been  studied  far  more  extensively  than  it  is  pos- 
sible to  do  in  this  case.  Such  rare  cases  should 
be  reported,  because,  as  mentioned  by  McCune,2 
Albright,3  and  others,  after  several  cases  with 
varied  but  somewhat  consistent  pathological 
features  have  been  studied,  a definite  syndrome 
is  recognized  and  the  study  of  medicine  is  ad- 
vanced. 

REPORT  OF  CASE 

HISTORY:  A white  female,  age  2 years  and  4 
months,  was  admitted  to  the  Pediatric  ward  in 
St.  Joseph’s  Hospital  on  July  24,  1946.  The  his- 
tory as  given  by  the  mother,  was  that  this  pa- 
tient began  menstruating  at  six  months  of  age. 
The  flow  had  always  occurred  very  regularly 
each  month,  but  an  increase  had  occurred  in  the 
amount  of  the  flow  and  severity  of  the  cramps 
up  until  her  admission.  When  the  child  was  IV2 
years  old,  the  mother  noticed  that  the  breasts 
were  getting  larger  and  that  hair  was  growing 
in  the  axillae  and  on  the  pubis.  The  child  had 
developed  quite  normally  as  to  the  proper  chro- 
nological sequence  of  events — eruption  of  the 
teeth,  weight  gain,  growth,  talking,  playing,  crawl- 
ing and  standing.  However,  when  the  patient  at- 
tempted to  walk,  the  legs  would  seem  to  tire  after 
a few  steps  and  buckle  beneath  her.  This  had 
continued  up  until  the  time  of  her  admission. 
The  patient  always  held  on  to  something  when 
attempting  to  walk.  The  mother  stated  that  the 
child  had  always  been  very  nervous  and  unusual- 
ly sensitive,  bursting  out  into  tantrums  if  strang- 
ers touched  her  or  if  she  did  not  like  something. 
The  mother  had  taken  the  child  to  many  doctors 
since  the  patient  was  six  months  of  age,  all  of 
whom  were  puzzled  and/or  believed  the  child 
would  eventually  get  back  to  normal.  Measles 
five  months  before  admission,  with  quick  recov- 
ery, and  frequent  colds  were  the  only  infectious 
diseases  the  patient  had  had.  She  had  been  vac- 
cinated for  smallpox,  diphtheria  and  tetanus.  The 
G-I  and  G-U  histories  were  negative.  She  was 


allergic  to  strawberries,  bananas  and  acid  foods. 
The  birth  and  delivery  were  normal. 

The  family  history  revealed  normal  develop- 
mental characteristics  on  both  sides  of  the  fam- 
ily. The  patient  had  a normal  brother  seven 
months  old. 

PHYSICAL  EXAMINATION:  Examination  re- 
vealed a well  developed,  well  nourished,  white, 
red-haired  girl,  appearing  her  stated  age,  not  ap- 
pearing acutely  ill  or  in  any  discomfort,  but  un- 
usually sensitive  to  examination.  Even  after 
numerous  contacts  with  the  patient,  she  would 
scream  and  cry  when  touched.  On  the  left  leg 
and  thigh,  in  between  the  buttocks,  and  on  the 
right  eyelid,  large  “geographically”  distributed 
brown  nevi  were  found.  The  breasts  were  devel- 
oped to  about  the  age  of  early  puberty.  There 
was  definite  hair  growth  in  the  axillae  and  on 
the  pubis.  The  rate  of  the  pulse  and  heart  was 
consistently  over  110  per  minute.  Abdominal  and 
rectal  examinations  were  negative.  The  vulvae 
were  hypertrophied  and  covered  with  some  dried 
clots  of  blood  as  evidence  of  recent  vaginal  bleed- 
ing. The  blood  pressure  ranged  around  150/100 
on  an  average.  The  fundi  were  negative.  The 
temperature  remained  normal.  The  rest  of  the 
examination  on  this  admission  was  essentially 
normal. 
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LABORATORY  OBSERVATIONS:  Throat  cul- 
tures and  repeated  urinalyses  were  normal.  The 
hemoglobin  averaged  80%  of  normal;  erythro- 
cytes 4,300,000;  leukocytes  8,000,  with  normal  dif- 
ferentials for  the  age  of  the  patient;  acid  phos- 
phates 4.5,  and  alkaline  phosphotase  3.5  Bodansky 
units;  inorganic  phosphorus  6 mg.  per  100  cc.; 
calcium  11  mg.  per  100  cc.;  cholesterol  140  mg. 
per  100  cc.;  Kahn  and  Kline  tests  were  negative; 
and  the  sedimentation  rate  was  36  mm.  in  60 
minutes. 

ROENTGENOLOGICAL  OBSERVATIONS: 
X-rays  on  July  29,  1946  were  interpreted  as  evi- 
dence of  extensive  decalcification  of  the  pelvis 
and  femora  with  the  suggestion  of  hyperparathy- 
roidism. On  July  30,  1946,  x-rays  revealed  definite 
invasion  of  the  sphenoid  bone  of  the  skull  and 
upper  end  of  the  right  humerus,  suggesting  prob- 
able metastatic  tumors. 

TREATMENT:  Several  consultants  at  this  time 
were  of  the  opinion  that  this  was  either  an 
ovarian,  adrenal,  or  perhaps  a pituitary  tumor  of 
a malignant  type,  so  exploratory  laparotomy  was 
agreed  upon.  On  August  3,  1946,  exploratory 
laparotomy  revealed  a follicular  cyst  the  diame- 
ter of  a nickel  on  the  right  ovary,  so  the  ovary 
was  removed.  No  other  abnormalities  were 
found.  Also  at  this  time,  a bone  biopsy  was  taken 
from  the  right  femur. 


HISTOLOGIC  OBSERVATION:  On  histologic 
study  of  the  bone  biopsy,  spicules  of  bone  with 
normal  medullary  tissue  in  some  areas  and 
marked  fibrosis  in  others,  were  seen,  suggesting 
either  a healing  osteitis  or  a fibrous  dysphasia 
of  bone.  Section  of  the  ovary, — resection  of  the 
ovary  in  many  areas  revealed  a follicular  cyst 
and  developing  follicles  consistent  with  maturity 
of  the  ovary.  No  evidence  of  ovulation  was' 
found. 

FURTHER  ROENTGENOLOGICAL  STUDIES: 
On  August  5 ,1946,  x-rays  of  the  entire  skeleton, 
chest,  and  abdomen  were  read  as  follows:  “The 
general  appearance  suggests  that  the  lesions  are 
in  the  nature  of  decalcification  rather  than  de- 
struction due  to  metastases.  This  is  accentuated 
by  the  absence  of  any  evidence  of  metastases  in 
the  lungs  or  ribs  with  the  decalcification  of  the 
entire  skeleton  being  generalized  and  more 
marked  in  the  regions  of  the  epiphyses.  How- 
ever, the  possibility  that  these  are  metastatic 
lesions  is  still  great.” 

PROGRESS:  The  surgical  wounds  healed  rap- 
idly and  on  August  9,  1946,  it  was  decided  that 
the  child  might  as  well  go  home  since  no  definite 
treatment  was  known.  Six  months  later  exam- 
ination of  the  child  at  the  Crippled  Children’s 
Hospital  in'  Phoenix,  revealed  that  progressive 
bowing  of  the  legs  had  occurred.  Locomotion 
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was  still  poor  if  not  poorer  than  on  her  previous 
admission.  The  patient  had  grown  taller  and  was 
much  thinner,  giving  her  an  older  appearance. 
The  blood  picture  had  remained  normal  as  on  her 
previous  admission  to  this  hospital.  Upon  re- 
checking the  history  with  the  mother  six  months 
later,  it  is  significant  to  note  that  the  patient 
had  one  menstrual  period  in  September,  one 
month  following  surgery,  but  has  had  no  periods 
in  the  last  four  months. 

COMMENT 

On  August  2,  1 0-4U,  in  attempting  to  establish 
a differential  diagnosis  of  sexual  precocity,  just 
to  satisfy  personal  interests,  a review  of  the  lit- 
erature revealed  that  neoplasms  of  the  gonads, 
pineal  gland,  adrenal  cortex,  pituitary,  and  mid 
brain,  were  the  most  common  sites  of  pathology 
in  cases  of  sexual  precocity.1  However,  it  is  oc- 
casionally seen  following  encephalitis  cases  but 
ruled  out  here  by  the  negative  history  and  clini- 
cal findings.  Briefly,  the  various  neoplasms 
mentioned  above  were  ruled  out  as  follows: 
(1)  Adrenogenital  syndrome  with  tumor  for  its 
tendency  to  masculinize  and  negative  physical 
findings;  (2)  Pheochromocytoma  by  its  occur- 
rence in  older  age  groups  and  negative  clinical 
findings;  (3)  Teratoma  of  the  ovary,  metasta- 
sizes rapidly  once  started,  infrequently  involves 
bones,  and  negative  physical  findings;  (4)  Ar- 


rhenoblastoma  of  the  ovary  by  its  tendency  to 
masculinize  and  negative  physical  findings;  (5) 
Granulosa  cell  tumor  of  the  ovary  by  its  rarity, 
the  patient’s  age,  frequently  bilateral,  causes 
atypical  bleeding,  negative  x-ray  and  physical 
findings;  (6)  Theca  cell  tumor  of  the  ovary  is 
even  rarer,  not  malignant  as  a rule,  usually  in 
post-menopausal  women,  negative  x-ray  and 
physical  findings;  (7)  Ilypernephromata  and 
Luteomata  are  masculinizing  as  a rule,  as  are 
tumors  of  the  pituitary  and  pineal  glands,  and. 
of  the  mid  brain.  X-rays  and  physical  findings 
revealed  no  evidence  of  tumor  of  these  organs. 
Precocity  due  to  the  pituitary  gland  is  rare  in 
either  sex  at  any  age. 

Of  course,  the  exploratory  laparotomy  and 
bone  biopsy  later  made  ruling  out  of  a majority 
of  the  above  possibilities  much  easier  and  more 
certain;  (8)  The  normal  blood  chemistry  helped 
rule  out  hyperparathyroidism  and  renal  rickets, 
d’he  latter  condition  presented  the  closest  resem- 
blance to  this  patient's  condition  particularly  in 
view  of  roentgenological  findings,  however  the 
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negative  history  and  normal  urinary  output 
tend  to  rule  it  out. 

After  considering  the  aforementioned  possi- 
bilities, which  none  clinically  fitted  this  case,  I 
settled  on  the  syndrome  Osteodystrophia  Fi- 
brosa (Osteitis  Fibrosa  Disseminata  and/or  Pol- 
yostotic fibrous  dysphesia)  as  reqorted  by  Mc- 


Cune  and  Bruch2 ; Albright,  Butler  Hampton 
and  Smith2;  Albright,  Scoville,  and  Sulkovich4, 
and  other  men,  mentioned  in  the  literature. 
These  men  have  reported  cases  which  gave  iden- 
tical case  reports  to  this  case,  while  others  now 
conclude  that  less  extensive  forms,  perhaps  in- 
volving only  one  small  section  of  the  skeleton 
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but  presenting  the  same  pathological  findings 
without  definite  clinical  evidence  of  endocrinal 
imbalance  do  occur.  However,  wide  clinical  vari- 
ations can  be  expected  in  any  disease,  so  we  will 
have  to  wait  until  more  is  known  about  this 
syndrome. 

As  to  the  prognosis  in  this  case,  one  can  only 
note  what  has  happened  in  other  such  cases  re- 
ported. Typically,  these  cases  showed  eventual 
bowing  of  the  legs  with  increasing  difficulty  in 
locomotion ; and  then  in  a few  years,  pathologi- 
cal fractures  occurred  which  healed  rapidly  only 
to  be  followed  by  another  pathological  fracture. 
Laboratory  findings  have  been  normal  in  these 
cases.  Exploratory  surgery  of  the  parathyroids, 
adrenals  and  ovaries  have  always  been  fruitless. 

SUMMARY 

Over  25  cases  of  Osteodystrophia  Fibrosa 
have  now  been  reported  in  the  literature,  but  it 
is  unlikely  that  this  condition  is  really  this  un- 
usual. When  a case  of  precocious  puberty  in  a 
female  comes  in  with  “geographically”  distrib- 
uted brown  nevi,  roentgenological  evidence  of 
changes  in  the  skeleton,  along  wtili  normal  lab- 
oratory findings,  this  diagnosis  should  be  con- 
sidered. 

The  cases  reported  in  the  literature  corre- 
spond to  the  exact  history  and  clinical  features 
of  this  case.  Now  that  exploratory  surgery,  lab- 
oratory, x-ray  and  clinical  findings  are  as  such, 
I believe  the  suggested  diagnosis  is  correct. 

Cases  of  this  kind  are  worthwhile  incorporat- 
ed into  the  literature  in  the  hope  that  analyses 
of  the  accumulated  information  will  sooner  or 
later  lend  to  more  significant  interpretation  than 
has  been  possible  in  the  past. 
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Copy  of  correspondence  with  Drs.  Fuller  A1 
bright,  Donovan  J.  McCune,  to  Dr.  Harcourt. 

12-21-46 

Dear  Dr.  Harcourt: 

I was  interested  in  reading  the  case  history 
which  you  sent  me.  There  is  no  question  but 
that  this  child  has  polyostotic  fibrous  dysplasia 
(osteitis  fibrosa  disseminata).  The  precocious 
puberty  and  brown  spots  are,  of  course,  part  of 
this  syndrome. 


The  x-rays  are  classical,  especially  the  thicken- 
ing of  the  bone  at  the  base  of  the  skull  and  the 
thickening  of  the  occiput.  The  epiphyseal  lines 
are  somewhat  wider  and  more  irregular  than  I 
have  seen  in  other  cases.  In  themselves  they  are 
somewhat  suggestive  of  rickets.  However,  the 
chemistry  is  not  that  of  rickets,  and  I think  the 
irregularity  is  due  to  islands  of  epiphyseal  carti- 
lage which  are  not  being  ossified.  The  teeth  cor- 
respond to  the  chronological  age,  which  is  a lit- 
tle surprising. 

I would  like  very  much  to  see  x-rays  of  the 
hand.  This  would  show  the  bone  age.  Further- 
more, the  x-ray  appearance  of  the  phalanges  is 
quite  characteristic. 

I would  be  interested  to  know  whether  the 
ovary,  when  removed,  showed  any  evidence  of 
ever  having  ovulated.  This  is  an  important  aca- 
demic point  in  the  further  elucidation  of  the  syn- 
drome. 

I am  sending  the  x-rays  on  to  Dr.  McCune  with 
a copy  of  this  letter. 

Fuller  Albright,  M.  D. 


Dear  Sirs: 

Enclosed  you  will  find  all  the  x-rays  taken  on 
this  case.  Please  use  whichever  ones  you  can. 
Also,  enclosed  are  color  films  of  the  case,  they 
can  he  enlarged  or  reprinted. 

Of  course,  1 do  not  know  whether  this  will  in- 
terest you  enough  to  reprint  in  the  Journal  or 
not.  Take  it  for  what  it’s  worth.  As  an  interne, 
the  time  spent  on  the  study  of  this  case  has  been 
long  and  at  intervals.  However,  several  of  the 
staff  members  have  urged  me  to  report  this  case, 
so  I’ve  tried  to  summarize  it  to  the  best  of  my 
time  and  ability. 

Sincerely  yours, 

Frederick  L.  Harcourt,  M.  D., 

St.  Joseph’s  Hospital,  Phoenix,  Ariz. 
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1-16-47 

Dear  Dr.  Harcourt: 

Dr.  Albright  has  finally  sent  me  the  films  of 
your  patient.  Dr.  Caffey  and  I,  in  reviewing  the 
films  are  much  struck  by  the  degrees  of  osteo- 
porosis discernible  throughout  the  skeleton  and 
particularly  the  unusual  width  and  irregularity 
of  the  epiphyseal  lines  to  which  Dr.  Albright  re- 
ferred in  his  letter.  In  a large  number  of  cases 
of  osteodystrophia  fibrosa  which  have  come  to 
our  attention,  we  have  not  previously  seen  such 
epiphyseal  changes  which  are  certainly  sugges- 
tive of  rickets.  I am  quite  at  a loss  for  an  explan- 
ation and  wish  that  I had  your  clinical  summary 
here  for  re-examination.  Are  you  quite  sure  that 
the  pigmentation  which  your  patient  presented 
was  of  a kind  seen  in  osteodystrophia  fibrosa 
and  was  the  evidence  of  precocious  puberty  clear 
cut  and  unequivocal  and,  finally,  is  there  any- 
thing in  the  history  to  suggest  chronic  kidney 
disorder  of  a kind  which  might  lead  to  renal 
rickets?  It  seems  rather  improbable  that  a child 
would  have  two  rare  disorders  at  the  same  time 
but  the  coincidence  has  to  be  borne  in  mind.  Al- 
though hypoparathyroidism  has  been  definitely 
excluded  in  the  case  studied,  I suppose  it  possible 
that  it  may  occur  in  some. 

This  is  indeed  a case  of  unusual  interest  which 
clearly  deserves  to  be  published.  If  I may  be  for- 
given the  suggestion,  somewhat  sharper  films 
would  reproduce  more  clearly. 

Donovan  J.  McCune,  M.  D. 


2-15-47 

In  answer  to  Dr.  Albright  and  Dr.  McCune’s 
communications,  further  study  was  carried  out 
on  this  patient  in  February,  1947  in  this  hospi- 
tal. X-rays  were  retaken  and  reported  as  consist- 
ent with  a diagnosis  of  Osteodystrophia  Fibrosa. 
Renal  studies  were  carried  out  and  found  to  be 
normal.  No  significant  changes  have  taken  place 
in  this  patient’s  clinical  condition.  The  labora- 
tory findings  have  not  changed. 


Roenfge  nolog  ical  Fin  clings 

Dr.  M.  R.  RICHTER : Radiographs  of  the 
skeleton  including  bones  of  the  lower  extremities, 
the  upper  extremities,  the  pelvis,  lumbar  and 
dorsal  spine,  as  Avell  as  the  skull  shows  a gener- 
alized picture  of  bone  dyserasia  involving  most 
all  of  the  epiphyseal  joints  both  at  the  adjacent 
diaphyseal  shaft  as  well  as  the  secondary  epi- 
physes themselves.  This  is  particularly  promi- 
nent in  the  knee  joints,  the  ankle  joints,  the  el- 
bow joints,  the  shoulder  joints,  several  of  the 
metacarpal  as  well  as  phalangeal  and  wrist 
joints.  The  lesions  are  also  prominent  ischial  as 
well  as  pubic  rami  bilaterally,  also  involving 
some  bones  of  the  sacrum  and  to  a lesser  extent 
the  bones  of  the  skull. 

These  lesions  can  be  described  as  an  osteolytic 
type  of  deformity,  while  they  are  symmetrical 
they  are  tending  to  be  a little  bit  more  perma- 
nent on  the  right  side  than  on  the  left.  The  le- 
sions and  the  extremities  are  characterized  by 
broadening  of  the  involved  areas  of  the  diaphys- 
es,  with  thinning  of  the  involved  cortises,  tend- 
ence  toward  bowing  of  the  long  bones  but  no 
definite  evidence  of  pathological  fractures  can 
be  identified.  The  sharply  defined  localized 
areas  of  increased  and  decreased  density  repre- 
senting oval  defects  in  the  shafts  of  the  bone 
are  characterized  by  ground  glass  type  of  density 
irregular  in  contour  with  some  trabecular  struc- 
tures seen  throughout  these  areas  of  decreased 
density.  This  is  particularly  true  of  wrist  joints, 
the  elbow  joints,  the  knee  joints,  the  hip  joints, 
as  well  as  some  of  the  distal  smaller  bones  such 
as  the  carpals.  The  metacarpals  are  likewise  en- 
volved  and  some  of  the  phalanges. 

There  is  very  little  soft  tissue  reaction  around 
the  joint  spaces. 
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In  the  examination  of  the  skull  hones  there  is 
a generalized  haziness  and  localized  areas  of 
patchy  increased  density  particularly  promi- 
nent in  the  frontal  bones  as  well  as  the  base  of 
the  skull  and  the  mandible.  These  lesions  are 
not  unlike  those  as  described  above. 


CONCLUSIONS 

The  generalized  picture  of  the  osseous  involve- 
ment is  consistent  with  that  lesion  that  is  de- 
scribed by  Lichenstein  & Jaffe  as  polyostitis 
fibrous  displasia. 


SURGERY  IN  CONGENITAL  MALFORMATIONS  OF  THE 
HEART  AND  GREAT  VESSELS 

WILLIAM  S.  CONKLIN,  M.  D. 

ELTON  WATKINS,  Jr.,  M.  D. 

Portland,  Oregon 


'“[-'HE  possibility  that  heart  lesions  could  be 
treated  by  surgical  operation  has  fascinated 
surgeons  for  many  years.  Although  the  success- 
ful repair  of  heart  wounds  has  been  reported 
quite  frequently  during  the  past  fifty  years,  the 
operative  correction  of  congenital  cardiac  de- 
fects has  had  a relatively  short  history. 

Progression  of  surgery  to  a point  where  the 
thoracic  cavity  may  be  invaded  and  the  blood 
flow  of  the  great  vessels  interrupted,  or  shunted 
into  various  unlikely  places,  has  been  dependent 
upon  elucidation  of  the  complex'  labile  physio- 
logical mechanisms  of  the  cardio-respiratory  sys- 
tem. More  specifically  it  has  depended  upon 
technical  points  of  anesthesia  and  of  postoper- 
ative care.  The  development  of  satisfactory 
techniques  for  suturing  blood  vessels  has  re- 
quired years  of  work  in  the  laboratory.  Orig- 
inally these  teehniuqes  were  devised  in  order  to 
elucidate  certain  physiological  problems,  by  pro- 
ducing vascular  shunts.  Within  the  last  few 
years,  however,  they  have  provided  the  means 
for  establishing  a surgical  approach  to  previous- 
ly untreatuble  conditions.  And  perhaps  their 
most  interesting  application  has  been  found  in 
the  treatment  of  congenital  anomalies  of  the 
heart  and  great  blood  vessels. 

The  embryology,  anatomical  classification  and 
clinical  manifestations  of  congenital  cardio-vas- 
cular  anomalies  have  been  well  established  as  a 
result  of  the  investigative  work  of  Rokitansky, 
Spitzer  and  Abbott;  but,  until  recently,  an  at- 
tempt at  accurate  clinical  diagnosis  was  rarely 
made.  Since  certain  lesions  can  now  be  com- 
pletely eradicated  while  the  deleterious  physio- 
logical effects  of  others  can  be  largely  vitiated, 
it  has  become  incumbent  upon  the  physician  to 
make  a more  specific  diagnosis  than  “congeni- 
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tal  heart  disease.  ” Because  of  the  cardinal  im- 
portance of  an  accurate  preoperative  diagnosis, 
my  discussion  today  will  consist  of  an  analysis 
of  those  factors  which  the  surgeon  considers  be- 
fore and  after  operation  on  a congenital  cardiac 
defect. 

The  attempts  to  correct  congenital  defects 
were  uniformly  disappointing  prior  to  1938. 
Doyen1,  in  1913,  attempted  to  incise  what  he 
considered  was  a stenotic  pulmonic  valve  with  a 
small  tenotome  knife  introduced  blindly  into 
the  right  ventricle.  The.  patient  expired  several 
hours  after  operation.  At  autopsy  deformity  of 
the  pulmonary  conus  was  demonstrated.  Since 
that  time  various  acquired  deformities  of  the 
heart  valves  have  been  incised  or  dilated,  but 
the  results  were  so  disappointing  that  the  pro- 
cedures fell  into  disfavor. 

Displacement  of  the  heart  into  the  abdominal 
cavity  or  anteriorly  onto  the  chest  wall,  ectopia 
cordis,  has  twice  been  the  object  of  surgical  in- 
tervention. In  each  of  these  cases  the  heart  lay 
on  the  anterior  chest  wall  covered  only  by  epi- 
cardium.  In  the  case  reported  by  Cutler  and 
Wilens2  in  1926,  it  was  impossible  completely  to 
cover  the  heart  with  freed  skin  because  tension 
of  the  sutures  produced  cardiac  embarrassment. 
The  child  died  shortly  after  operation.  Similar 
difficulty  was  encountered  by  Bloch3,  who  em- 
phasized that  it  was  impossible  to  return  the 
heart  into  a chest  cage  which  had  not  developed 
to  accommodate  it.  The  possibility  of  some  type 
of  pedicle  graft  covering  the  heart  should  be  con- 
sidered in  the  future  treatment  of  these  cases. 

Iu  1938  Gross4  reported  the  first  successful  li- 
gation of  a persistently  patent  ductus  arteriosus. 
This  procedure  had  been  recommended  by 
Munro5  in  1907  and  attempted  unsuccessfully  by 
Strieder6.  The  ductus  arteriosus,  connecting  the 
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aorta  to  the  pulmonary  artery,  forms  a channel 
for  blood  passing  from  the  right  ventricle  to  the 
aorta  during  embryonic  life.  When  the  lungs 
expand,  pulmonary  blood  flow  increases  and 
functional  closure  of  the  duct  occurs  shortly 
after  birth  in  the  majority  of  individuals.  The 
mechanism  of  closure  is  at  present  obscure  al- 
though the  contention  of  Kennedy  and  Clark7 
that  increased  oxygen  tension  in  the  blood  pass- 
ing through  the  duct  produces  muscular  contrac- 
tion of  the  vessel  walls  seems  Avell  supported  by 
experimental  evidence.  Occasionally  the  ductus 
arteriosus  remains  functionally  patent,  Shapiro 
and  Keyss  having  estimated  that  approximately 
20,000  individuals  in  this  country  have  persistent 
patency  of  the  ductus.  In  Maude  Abbott’s  col- 
lected cases  of  congenital  heart  disease  a patent 
ductus  arteriosus  was  found  in  24%,  although  in 
only  9.2%  of  the  cases  was  this  the  only  abnor- 
mality present.  Blalock  has  emphasized  that 
the  figure  of  9.2%  probably  represents  an  ab- 
normally low  figure  because  of  the  high  early 
mortality  associated  with  the  more  complicated 
lesions9. 

It  has  been  shown  that,  in  patent  ductus  ar- 
teriosus, the  output  of  the  left  ventricle  is  in- 
creased three  or  four  fold.  This  accounts  for  the 
decreased  exercise  tolerance  and  the  increased 
fatigability  that  these  patients  usually  exhibit. 
The  shunt  between  the  relatively  high  pressure 
of  the  aorta  and  the  low  pressure  of  the  pul- 
monary artery  presents  a communication  similar 
to  an  arteriovenous  aneurysm  and  the  signs  of 
such  a communication  are  found.  While  the  sys- 
tolic blood  pressure  is  normal  the  diastolic  pres- 
sure tends  to  be  low,  with  the  result  that  peri- 
pheral vascular  signs  including  wide  pulse  pres- 
sure, Corrigan  pulse,  capillary  pulse,  and  Duro- 
ziez’s  sign  can  be  demonstrated.  The  feature 
which  differentiates  patent  ductus  from  other 
cardiac  lesions  is  the  continuous  “macliinery- 
like”  murmur  which  is  heard  best  in  the  second 
and  third  left  interspaces,  near  the  sternum. 
This  murmur  is  considered  pathognomonic,  par- 
ticularly when  associated  with  a palpable  thrill 
in  the  same  area.  Transient  cyanosis  occasion- 
ally is  seen,  occurring  as  a result  of  increased 
pressure  in  the  pulmonary  circulation  (as  in 
coughing,  crying  and  respiratory  obstruction) 
when  the  direction  of  blood  flow  through  the 
duct  is  temporarily  reversed.  Reversal  of  flow 
with  cyanosis  also  occurs  when  the  heart  begins 
to  fail.  But  persistent  cyanosis,  in  the  absence 


of  failure,  indicates  that  some  other  type  of  con- 
genital defect  is  present  or  associated.  When 
there  is  pulmonary  stenosis,  as  in  Tetralogy  of 
Fallot,  the  ductus  arteriosus  may  remain  patent 
and  act  as  a collateral  channel  through  which 
pulmonary  circulation  is  maintained.  Under 
such  circumstances  surgical  elimination  of  the 
shunt  is  definitely  detrimental.  Persistent  cya- 
nosis, per  se,  is  thus  considered  a contraindica- 
tion to  surgical  ligation  or  division  of  a patent 
ductus  arteriosus. 

Gross  originally  thought  that  subacute  bac- 
terial endarteritis  superimposed  on  a patent  duc- 
tus arteriosus  was  a contraindication  to  ligation ; 
but  Touroff  has  shown  that  cultures  of  the  peri- 
pheral blood  usually  become  negative  as  soon  as 
such  a shunt  is  eliminated.  While  the  presence 
of  bacterial  infection  increases  the  operative 
mortality,  any  significant  survival  figures  would 
seem  to  justify  the  surgical  procedure  since  in 
the  past  the  prognosis  of  untreated  endarteritis 
has  been  practically  hopeless.  With  the  advent  of 
efficient  methods  for  sterilizing  the  blood  stream 
it  may  be  necessary  to  alter  this  opinion  or  its 
mode  of  application ; but  even  if  a completely 
successful  method  of  treating  endarteritis  by 
antibiotic  or  other  therapy  is  developed,  a per- 
sistent ductus  arteriosus  would  continue  to  im- 
pose added  strain  on  the  heart  and  predispose  to 
recurrence  of  the  bacterial  infection. 

Originally  Gross  ligated  the  ductus  in  con- 
tinuity with  a single  silk  ligature.  Since  several 
of  these  cases  showed  evidence  of  recanalization 
of  the  ductus  he  devised  a technique  for  divid- 
ing the  vessel  and  suturing  its  divided  ends  with 
fine  silk.  Theoretically  division  is  the  ideal  ap- 
proach to  this  problem ; but  the  technical  diffi- 
culties and  hazards  have  acted  as  a deterrent  to 
its  widespread  use.  Another  approach  has  been 
in  the  use  of  multiple  ligatures.  Blalock  uses 
a purse-string  suture  at  each  end  of  the  ductus, 
with  mattress  sutures  and  an  umbilical  tape  tie 
between  the  two  purse-strings.  My  usual  tech- 
nique, corresponding  to  that  which  John  C. 
Jones  has  used,  has  been  to  obliterate  the  duct 
with  a ligature  of  three-eighths  inch  umbilical 
tape  snugly  placed  at  each  of  its  ends.  The  knot 
in  each  umbilical  tape  is  transfixed  with  a fine 
silk  suture  to  prevent  its  slipping.  Length  per- 
mitting, I have  introduced  a transfixion  suture 
of  Deknatel  between  the  umbilical  tapes.  In  one 
case  the  ductus  was  so  short  that  only  one  ligi- 
ture  of  umbilical  tape  could  be  used.  In  none  of 
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these  eases  has  any  evidence  of  recanalization 
been  observed.  Wrapping  the  ductus  with  a type 
of  cellophane  which  causes  severe  tissue  reaction 
has  been  advocated  as  a means  to  promote  oblit- 
eration anti  prevent  recanalization.  Although 
there  have  been  no  reports  of  untoward  fibrotic 
reactions,  the  close  proximity  of  structures  such 
as  the  pulmonary  artery,  the  aorta,  the  left  main- 
stem  bronchus,  and  the  vagus  and  recurrent 
laryngeal  nerves,  makes  it  incumbent  upon  the 
surgeon  using  cellophane  to  prove  that  over  a 
period  of  many  years  there  will  be  no  involve- 
ment of  these  important  structures  in  the  diffuse 
fibrotic  reaction.  Covering  the  reactive  type  of 
cellophane  with  an  inert  form  of  the  same  sub- 
stance would  theoretically  reduce  such  hazard. 

Recently  I have  divided  a ductus  after  isolat- 
ing the  aortic  segment  containing  the  ductus 
with  the  clamp  devised  by  Potts,  Smith  and  Gilt- 
son.10  This  clamp  was  devised  originally  for  the 
purpose  of  isolating  a segment  of  aorta  so  that  a 
direct  side-to-side  anastomosis  of  the  aorta  to 
the  pulmonary  artery  could  be  carried  out  as  a 
modification  of  the  Blalock  operation.  The  clamp 
enables  one  to  isolate  a segment  of  the  aorta 
which  may  then  be  incised  without  blood  loss 
while  blood  flow  is  maintained  around  the  isolat- 
ed segment.  Crafoord  in  Sweden  has  completely 
clamped  the  aorta  at  the  site  of  the  ductus  while 
its  division  was  accomplished;11  but  in  cases  of 
uncomplicated  ductus  arteriosus,  which  do  not 
have  an  increased  collateral  circulation  such  as 
is  seen  in  coarctation  of  the  aorta,  this  technique 
is  considered  dangerous.  Clamping  the  aorta  for 
only  short  intervals  has  frequently  resulted  in 
paralysis  of  the  posterior  extremities  of  normal 
dogs.lu  Use  of  the  aforementioned  clamp  permits 
one  to  isolate  the  aortic  end  of  the  ductus  with- 
out completely  interrupting  the  flow  of  blood 
through  the  aorta.  I am  convinced  that  division 
of  a patent  ductus  arteriosus  is  preferable  to  its 
ligation  since  it  eliminates  the  possibility  of  re- 
canalization.  By  using  this  clamp  it  seems  that 
division  may  be  accomplished  with  relative  safety 
and  may  become  more  generally  applicable.  The 
danger  of  serious  hemorrhage  is  largely  elimin- 
ated and  even  very  short  ducts  may  be  found 
suitable  for  division. 

Prior  to  permanent  obliteration  or  division  of 
the  ductus,  it  should  be  compressed  temporarily 
to  observe  the  effect.  Typically  the  pulse  pres- 
sure will  narrow  and  the  thrill  transmitted 
through  the  pulmonary  artery  will  disappear. 


Cases  have  been  reported  in  which  the  left  pul- 
monary artery  was  mistakenly  ligated.  It  is 
therefore  obvious  that  structures  related  to  the 
ductus  should  be  identified  before  a ligature  is 
placed.  Should  persistent  cyanosis  appear  when 
the  duct  is  temporarily  occluded  its  ligation  or 
division  is  contraindicated. 

The  post-operative  course  following  oblitera- 
tion of  an  uncomplicated  patent  ductus  arteri- 
osus is  usually  smooth.  The  blood  pressure  and 
pulse  rate  should  be  followed  closely  during  the 
immediate  post-operative  period.  Hypertension 
may  develop  before  the  heart  has  adjusted  to 
elimination  of  the  shunt.  If  the  hypertension  is 
severe  or  persistent,  venesection  of  100-200  ec.  of 
blood  is  indicated.  It  has  been  my  practice  not 
to  close  the  mediastinal  operative  defect  tightly 
but  to  approximate  the  edges  roughly,  thereby 
allowing  free  drainage  of  fluid  into  the  left 
pleural  space.  Some  accumulation  of  serosang- 
uinous  fluid  in  the  pleural  cavity  is  anticipated. 
This  rarely  requires  more  than  one  thoracente- 
sis. The  tracheobronchial  tree  should  be  kept 
free  of  mucus  by  forced  voluntary  coughing,  car- 
bogen  inhalation,  and  if  necessary  by  motor  suc- 
tion of  the  tracheobronchial  tree  using  a urethral 
catheter  or  Levine  tube  introduced  through  the 
nose.  If  the  hospital  staff  is  diligent  in  perform- 
ance of  these  tasks  thoroughly  at  definite  inter- 
vals, bronchoscopic  aspiration  should  rarely  be 
necessary.  It  has  been  my  usual  practice  to  keep 
these  patients  on  limited  activity  for  a period  of 
several  weeks  following  surgery,  in  order  to  al- 
low ample  time  for  cardiac  adjustment. 

The  Blalock  operation  is  essentially  the  reverse 
procedure  to  elimination  of  a patent  ductus  ar- 
teriosus. The  ligation  of  a patent  ductus  is  con- 
tra-indicated if  there  is  persistent  cyanosis  be- 
cause such  cyanosis,  in  the  absence  of  failure,  is 
usually  produced  by  some  type  of  deformity  in 
the  pulmonary  artery.  The  lesion  in  the  pul- 
monary conus  may  be  solitary  or,  more  often,  it 
is  associated  with  a ventricular  septal  defect,  an 
over-riding  aorta,  and  an  enlarged  right  ven- 
tricle— the  Tetralogy  of  Fallot.  A constriction 
in  the  pulmonary  infundibulum  prevents  a large 
percentage  of  right  ventricular  output  from 
passing  to  the  lungs.  Under  these  circumstances 
a patent  ductus  arteriosus  will  increase  the  blood 
flow  to  the  lungs  and  will  alleviate  cyanosis. 
Elimination  of  a ductal  shunt  will  decrease  pul- 
monary circulation  and  cyanosis  may  then  ap- 
pear or  become  aggravated.  In  cases  of  pulmo- 
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nary  artery  deformity,  who  are  not  fortunate 
enough  to  possess  a patent  ductus  arteriosus, 
the  creation  of  an  artificial  ductus  by  means  of 
the  Blalock  operation  is  indicated.9, 12  Blalock 
first  developed  the  technique  of  this  operation 
in  order  to  determine  whether  pulmonary  vascu- 
lar sclerosis  could  be  produced  in  experimental 
animals  by  shunting  the  high  systemic  arterial 
pressure  into  the  pulmonary  circuit.  Although 
sclerosis  was  not  produced,  the  technique  proved 
useful  in  studying  the  physiological  effects  of 
patent  ductus  arteriosus  and  it  later  was  applied 
to  the  treatment  of  Tetralogy  of  Fallot  upon  the 
instigation  of  Dr.  Helen  Taussig. 

The  technique  used  by  Blalock  consists  in  di- 
vision of  a systemic  artery  arising  from  the  arch 
of  the  aorta  and  transplantation  of  the  proximal 
end  of  the  divided  artery  into  the  side  of  a pul- 
monary artery.  Children  suitable  for  operation 
show  persistent  cyanosis  and  disability  from 
early  childhood.  The  exercise  tolerance  is  fre- 
quently so  limited  that  the  children  are  bed- 
ridden. Oxygen  unsaturation  results  in  marked 
polycythemia  with  elevated  red  blood  count, 
hemoglobin  concentration,  and  increased  hemato- 
crit. Under-developinent  and  poor  nutrition  are 
other  manifestations  of  the  chronic  anoxemia. 

The  cyanosis  of  congenital  heart  disease  is 
caused  by  two  primary  factors,  1 : venous  blood 
passing  from  the  right  side  of  the  heart  through 
a ventricular  shunt  into  the  aorta,  and  2 : in- 
adequate oxygenation  of  blood  in  the  pulmonary 
capillaries.  In  a few  cases  of  Tetralogy,  later 
benefited  by  the  Blalock  operation,  a catheter 
has  been  introduced  through  the  interventricular 
septal  defect  so  that  blood  was  obtained  which 
proved  to  be  normally  oxygenated.13, 14  The  only 
explanation  for  this  phenomenon  would  be  that 
blood  returning  from  the  lungs  had  been  ob- 
tained and  that  there  was  no  defect  in  the  pul- 
monary oxygenation  mechanism.  The  fact  that 
these  cases  were  later  helped  by  the  Blalock  op- 
eration would  indicate  that  the  artificial  shunt 
alleviates  cyanosis  by  reducing  the  proportion  of 
ventricular  output  which  passes  directly  from 
right  heart  into  the  arterial  circulation  without 
reaching  the  lungs.  These  points  may  seem  rath- 
er esoteric  but  are  fundamental  in  understand- 
ing the  physical  findings  which  constitute  indi- 
cations for  the  Blalock  operation. 

In  the  Eisenmenger  complex  the  pulmonary 
vascular  tree  is  engorged  and  the  pulmonary 
blood  flow  is  increased.  The  Blalock  operation 


has  produced  no  improvement  in  cases  of  this 
type,  probably  because  inadequate  oxygenation 
of  blood  in  the  pulmonary  capillaries  is  the  chief 
factor  in  causing  cyanosis.  The  formation  of  a 
shunt  only  increases  the  engorgement  of  the  pul- 
monary vascular  tree  and  the  impairment  of  gas 
transfer  across  the  pulmonary  capillary  mem- 
brane. There  are  probably  borderline  eases  in 
which  the  pulmonary  conus  varies  in  size  and  in 
which  the  two  factors  of  the  shunt  and  inade- 
quate pulmonary  oxygenation  assume  varying 
significance  in  the  production  of  cyanosis. 

The  degree  of  vascularity  of  the  lung  bed  is 
of  paramount  importance  in  determining  wheth- 
er or  not  a cyanotic  child  may  be  helped  by  pro- 
ducing an  increase  in  the  flow  of  blood  to  the 
lungs.  The  size  of  the  pulmonary  vascular  tree 
is  determined  by  the  following  features : 1.  con- 
cavity of  that  part  of  the  left  heart  border  oc- 
cupied by  the  pulmonary  artery ; 2.  diminished 
prominence  of  the  pulmonary  vascular  markings ; 
3.  diminished  expansile  pulsation  of  the  pulmo- 
nary artery  shadows;  4.  clearing  of  the  pul- 
monary window  in  the  LAO.  Concavity  of  the 
pulmonary  artery  segment  of  the  left  heart  bor- 
der associated  with  right  ventricular  enlarge- 
ment produces  the  typical  boot-shaped  heart 
seen  in  Tetralogy  of  Fallot.  Rarely,  however, 
there  may  be  post-stenotic  dilatation  of  the  pul- 
monary conus  producing  a prominent  conus 
shadow.  The  reduced  prominence  and  dimin- 
ished expansile  pulsation  of  the  pulmonary  ar- 
tery shadows  are  more  reliable  indications  of  the 
size  of  the  pulmonary  vascular  tree,  but  require 
considerable  experience  with  cardiac  fluoro- 
scopic examination  of  normal  individuals.  Clear- 
ing of  the  pulmonary  window  is  difficult  to  de- 
termine in  young  patients  because  the  aortic 
shadow  lacks  density  and  delineation  of  its 
medial  curve  is  difficult.  Physical  findings  may 
include  a sharp,  clear  second  sound  in  the  pul- 
monic area.  This  sound  is  caused  by  closing  of 
the  aortic  valve,  which,  because  of  its  more  me- 
dial position  in  the  detorsed  heart,  transmits  its 
sound  into  the  pulmonic  area.  Since  only  the 
aortic  valve  produces  a second  sound,  the  pres- 
ence of  a reduplicated  pulmonic  second  sound 
is  a point  against  pulmonic  deformity.  Variable 
systolic  murmurs  may  be  heard.  The  history  of 
persistent  cyanosis  and  impairment  of  exercise 
tolerance  is  elicited.  Appearance  of  cyanosis 
after  a few  weeks  or  months  of  life  suggests  that 
physiological  closure  of  the  ductus  has  decreased 
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the  volume  of  pulmonary  blood  flow.  The  his- 
tory of  f‘ squatting”  to  regain  breath  after  ex- 
ertion is  very  often  elicited  in  the  Tetralogy  of 
Fallot.  Two  other  conditions  are  likely  to  be  con- 
fused with  Tetralogy  of  Fallot.  They  are  aortic 
atresia  and  complete  transposition  of  the  great 
vessels.  In  the  latter  condition  the  pulmonary 
artery  arises  from  the  left  ventricle,  the  blood 
passing  to  the  lungs  and  returning  via  the  pul- 
monary veins  to  the  left  atrium.  Systemic  circu- 
lation is  maintained  by  the  right  side  of  the 
heart.  A septal  defect  of  some  type  and/or  a 
patent  ductus  arteriosus  is  essential  to  life.  The 
Blalock  operation  is  not  indicated  because  the 
problem  here  is  to  transmit  aerated  blood  from 
the  left  pulmonary  circulation  into  the  right  sys- 
temic circulation  rather  than  to  increase  pulmo- 
nary blood  flow.  The  condition  is  apt  to  be  con- 
fused with  the  Tetralogy  of  Fallot  because  of  the 
narrowing  of  the  upper  portion  of  the  heart 
shadow;  but  when  the  patient  is  rotated  into  the 
LAO  position  there  is  a marked  widening  of  the 
great  vessel  shadows,  as  contrasted  to  the  PA 
view.  Such  a feature  is  diagnostic  of  this  condi- 
tion. The  rare  condition  of  aortic  atresia  may  be 
differentiated  by  the  increased  vascularity  of 
the  pulmonary  tree  associated  with  deformity  of 
the  aortic  knob  and  with  blood  pressure  changes. 

After  the  diagnosis  of  pulmonary  stenosis  has 
been  made,  one  must  consider  the  following  ques- 
tions: 1.  Is  the  patient  so  incapacitated  as  to 
require  operation?  2.  Is  the  patient  large 
enough  to  make  vessel  anastomosis  feasible?  3. 
Which  vessel  should  be  anastomosed  into  the  pul- 
monary circulation?  The  first  question  depends 
upon  the  age,  development,  and  exercise  toler- 
ance of  the  patient.  The  second  question  must 
be  answered  in  part  by  the  condition  of  the  pa- 
tient, since  the  progression  of  symptoms  in  a 
small  child  may  require  operation  at  an  earlier 
age  than  would  be  considered  ideal.  Which  of 
the  great  vessels  is  to  be  anastomosed  is  deter- 
mined by  the  amount  of  increased  blood  flow  de- 
sired. In  patients  with  considerable  incapacity, 
a large  vessel  such  as  the  innominate  artery  or 
left  carotid  artery  may  be  considered.  In  pa- 
tients with  less  intolerance,  the  subclavian  artery 
suffices.  This  question  also  arises  when  the 
Potts-Smith-Gibson  clamp  is  used  and  a side-to- 
side  anastomosis  is  made  between  the  aorta  and 
left  pulmonary  artery.  The  desired  increase  of 
pulmonary  blood  flow  determines  the  size  of  the 
hole  made  in  the  aorta  and  pulmonary  artery.  In- 


terruption of  the  flow  of  blood  through  one  of 
the  vessels  to  the  head  greatly  increases  the  oper- 
ative mortality  and  the  incidence  of  cerebral 
thrombosis  following  surgery.  Consequently,  it 
is  best  to  use  a subclavian  artery  if  possible.  If 
the  aortic  arch  passes  to  the  left  of  the  trachea 
in  its  normal  course,  the  right  subclavian  artery 
may  be  brought  down  to  the  right  pulmonary 
artery  with  only  minimal  kinking.  If  a right 
aortic  arch  is  demonstrated  at  the  time  of  fluoro- 
scopic examination,  the  left  thoracotomy  ap- 
proach is  used  with  the  intention  of  bringing  the 
left  subclavian  artery  down  to  the  pulmonary 
artery.  Ideally  the  proximal  end  of  the  systemic 
artery  is  anastomosed  into  the  side  of  a main 
pulmonary  artery,  although,  in  rare  cases,  it  may 
be  necessary  to  divide  the  pulmonary  artery  and 
perform  an  end-to-end  anastomosis  between  the 
proximal  end  of  the  systemic  artery  and  the  dis- 
tal end  of  the  divided  pulmonary  artery. 

The  technique  of  suture  has  been  described  by 
Blalock.12  The  right  and  left  pulmonary  arteries 
are  usually  found  to  be  of  normal  size,  although 
rarely,  there  may  be  complete  absence  of  one  or 
both  of  the  pulmonary  arteries  up  to  the  hilum. 
Under  these  conditions  anastomosis  cannot  be 
performed.  When  both  arteries  are  absent  there 
is  no  vessel  to  be  used  for  the  anastomosis.  In 
the  absence  of  one  artery  the  remaining  vessel 
cannot  be  used  since  there  will  be  insufficient 
pulmonary  circulation  during  the  period  of  its 
operative  occlusion.  The  only  exception  to  this 
rule  occurs  when  there  is  extensive  collateral 
flow  through  the  bronchial  vessels,  or  through 
trans-pleural  collateral  channels  from  the  inter- 
costal and  internal  mammary  arteries  to  the  lung. 
Collateral  flow  confuses  the  issue  in  these  cases 
because  the  dilated  bronchial  vessels  increase 
the  prominence  of  the  hilar  shadows  to  x-ray, 
and  at  the  time  of  surgery  make  isolation  of  the 
pulmonary  artery  difficult.  Up  to  the  present 
time  tlie  questions  of  the  amount  of  collateral 
flow  and  the  presence  of  deformity  along  the 
course  of  the  pulmonary  arteries  have  been  de- 
termined only  at  the  time  of  operation,  although 
the  amount  of  collateral  floAv  may  be  approxi- 
mated by  the  introduction  of  a catheter  into  the 
right  side  of  the  heart,  collection  of  samples  of 
blood  from  various  parts  of  the  heart  chambers, 
and  calculation  of  the  volume  of  blood  flow 
through  various  parts  of  the  heart  by  application 
of  the  Fick  principle.  Such  methods  are  only 
now  being  adapted  to  the  problem  of  blood  flow 
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in  congenital  heart  disease.  As  more  data  are 
accumulated,  these  methods  will  occupy  increas- 
ing significance  in  the  preoperative  evaluation. 
Radio-opaque  visualization  of  the  heart  chambers 
as  described  by  Robb  and  Steinberg  will  also  as- 
sume increasing  importance  in  the  demonstra- 
tion of  septal  defects,  direction  of  flow  through 
the  heart,  and  the  relative  importance  of  pul- 
monary artery  and  bronchial  artery  in  the  hilar 
shadow. 

The  medical  management  of  children  with 
polycythemia  is  aimed  at  preventing  the  occur- 
rence of  cerebral  thrombosis,  the  most  frequent 
complication  encountered.  Adequate  fluid  intake 
should  be  maintained  at  all  times  in  these  chil- 
dren. At  no  time  should  they  go  without  fluids 
for  more  than  twelve  hours.  If  the  signs  of  cere- 
bral thrombosis  appear,  the  child  should  be 
placed  in  an  oxygen  tent,  a venesection  of  one 
hundred  to  two  hundred  cc.  of  blood  performed, 
and  heparin  administered  in  a continuous  in- 
travenous injection  of  physiological  saline  solu- 
tion. The  coagulation  time  should  be  prolonged 
to  thirty  minutes  for  a period  of  twelve  hours 
and  if  cerebral  symptoms  are  not  diminished  at 
the  end  of  that  time,  heparin  should  be  admin- 
istered for  an  additional  twelve  to  forty-eight 
hours.  If  symptoms  of  subacute  bacterial  endo- 
carditis appear  antibiotic  therapy  should  he  in- 
stituted. 

There  is  one  other  important  cardiovascular 
anomaly,  coarctation  of  the  aorta,  in  which  surgi- 
cal therapy  has  been  successful.  The  segment  of 
thoracic  aorta,  from  which  the  great  vessels  and 
ductus  arteriosus  arise,  is  sometimes  malformed, 
either  being  greatly  constricted  or  completely 
obliterated.  The  most  common  form  of  coarcta- 
tion is  the  so-called  “adult”  type,  which  consists 
of  a short  constriction  just  at  or  slightly  beyond 
the  insertion  of  the  ligament  urn  arteriosum.  In 
the  “infantile”  type  of  coarctation  the  aortic 
isthmus  above  the  ligamentum  is  involved  for  a 
considerable  distance.  Such  children  usually  die 
in  infancy. 

Symptoms  of  the  adult  type  of  coarctation  of 
the  aorta  vary  with  the  degree  of  stenosis.  The 
diagnosis  is  usually  missed  because  of  a sin  of 
omission — failure  to  record  the  blood  pressure 
and  to  feel  the  pulse  both  in  the  upper  and  in 
the  lower  extremities.  There  is  hypertension  in 
the  arms  and  marked  hypotension  in  the  legs. 
The  cause  of  the  hypertension  in  the  upper  ex- 


tremities has  been  the  subject  of  much  debate.  It 
is  probably  produced  by  a compounding  of  the 
mechanical  effects  of  the  stenosis  plus  prolonged 
renal  ischemia  producing  a true  hypertension 
Fluoroscopic  examination  of  the  heart  shows  an 
enlarged  left  ventricle  with  diminished  promi- 
nence of  the  aortic  knob.  The  tortuous  collateral 
channels,  originating  in  the  intercostal  arteries 
and  the  internal  mammary  arteries,  produce  ero- 
sion of  the  lower  borders  of  the  ribs.  The  typi- 
cal “notching”  of  the  inferior  rib  borders  can 
be  seen  by  x-ray,  but  may  not  yet  have  developed 
in  young  children.  Occasionally  dilated  tortuous 
arteries  maj^  be  palpated  subcutaneously  in  the 
chest  wall.  A systolic  murmur  may  be  heard 
along  the  course  of  the  descending  aorta,  trans- 
mitted down  the  thoracic  spine. 

In  coarctation  of  the  aorta  life  expectancy  is 
considerably  reduced  since,  in  the  presence  of  a 
pronounced  stenosis,  cerebral  hemorrhage,  cere- 
bral thrombosis,  heart  failure,  rupture  of  the 
aorta,  or  subacute  bacterial  endarteritis  are  like- 
ly to  occur.  In  1945  successful  excision  of  the 
coarctated  segment  of  an  aorta  was  reported  by 
Crafoord  and  Nylin11  and  by  Gross  and  Huf- 
nagel.15  Their  techniques,  developed  independ- 
ently, are  the  same  with  only  minor  modifica- 
tions. Heavy  clamps  were  applied  to  the  aorta 
above  and  below  the  constricted  segment.  The 
proximal  clamp  was  placed  just  beyond  the  left 
subclavian  artery  so  that  circulation  to  the  head 
and  upper  extremities  was  unimpaired.  Circula- 
tion distal  to  the  clamps  was  maintained  through 
the  collateral  channels.  After  the  anomalous 
segment  of  aorta  had  been  excised,  continuity  of 
the  vessel  was  re-established  by  direct  end-to-end 
anastomosis.  In  this  manner  the  deformity  of 
the  aorta  was  completely  removed.  When  such 
a procedure  is  done  in  the  normal  dog  there  is 
a high  incidence  of  paralysis  of  the  lower  ex- 
tremities due  to  inadequate  blood  flow  to  the  dis- 
tal portion  of  the  spinal  cord.  In  individuals 
with  coarctation  there  is  a well-developed  col- 
lateral circulation  which  eliminates  this  hazard. 
Considerable  difficulty  is  encountered  in  enter- 
ing the  thorax  because  of  the  numerous  dilated 
arteries  in  the  chest  wall.  During  mobilization 
of  the  aorta  one  must  carefully  avoid  injury  to 
the  vagus  and  recurrent  laryngeal  nerves  and  to 
the  thoracic  duct.  In  the  first  human  operated 
upon  by  Gross,  immediately  after  the  clamps 
were  released  the  heart  went  into  uncontrollable 
dilatation  and  patient  expired.15,  lfi'  17  This  was 
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presumably  due  to  pooling'  of  blood  in  the  vas- 
cular tree  distal  to  the  site  of  clamping.  When 
the  clamps  were  released  the  return  of  blood  to 
the  heart  was  inadequate  and  deatli  occurred  as 
a result  of  an  acute  hypodiastolic  failure.  One 
of  us  (E.  W.)  has  substantiated  this  explana- 
tion by  observations  on  experimental  animals.18 
Since  this  unfortunate  occurrence  Gross  has  re- 
leased the  clamps  very  slowly  with  the  patient 
in  the  Trendelenberg  position.  The  rate  of  blood 
infusion  was  increased.  No  additional  deaths 
due  to  this  factor  have  been  reported. 

It  is  apparent  that,  since  1938,  there  have  been 
great  strides  in  the  surgical  treatment  of  con- 
genital cardiac  defects.  Modern  developments 
of  surgical  technique,  anesthesia,  and  post- 
operative care  have  played  major  roles  in  mak- 
ing these  advances  possible.  The  importance  of 
accurate  diagnosis  of  congenital  heart  lesions  has 
increased  since  some  of  the  diseases  are  no  long- 
er anatomical  curiosities  but  are  diseases  within 
the  realm  of  surgical  correction  or  relief.  We 
can  hope  that  in  the  next  few  years  additional 
lesions  will  fall  into  the  latter  category. 
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VIRUS  HEPATITIS 

JOSEPH  BANK,  M.  D. 
Phoenix,  Arizona 


/^vNSET.  The  onset  of  acute  hepatitis  may  be 
difficult  to  determine  in  an  individual  in- 
stance. It  is  recognized  that  hepatitis  may  occur 
with  faint,  transient,  or  without  any  overt  jaun- 
dice. The  date  of  onset  therefore  must  be  related 
to  onset  of  the  symptoms  of  hepatitis  rather  than 
jaundice  alone.  The  symptoms  beginning  before 
jaundice  becomes  manifest  may  persist  through 
the  period  of  jaundice  and  persist  long  after  it 
has  abated. 

About  half  of  the  preicteric*  symptoms  are 
gastrointestinal  in  character,  consisting  of  nau- 
sea, vomiting,  anorexia,  abdominal  pain,  and  di- 
arrhea. In  one-fourth  of  the  cases  jaundice  may 
be  the  first  symptom  to  attract  attention.  Less 
frequently  the  disease  may  he  ushered  in  by  up- 
per respiratory  infection  and  low  grade  fever. 
An  onset  with  symptoms  resembling  an  “acute 
abdomen”  is  not  infrequent. 

Symptoms.  The  character  and  severity  of 
symptoms  depend  upon  the  condition  of  the  pa- 
tient, age,  physical  state,  fatigue,  and  adequacy 


of  diet.  Infectious  hepatitis  is  not  the  benign 
disease  it  has  usually  been  considered  on  the  ba- 
sis of  descriptions  of  catarrhal  jaundice  in  chil- 
dren. In  adults  the  disability  may  last  from  an 
average  six  weeks  to  several  months.  Although 
the  mortality  rate  is  small,  the  fatal  cases  are 
often  unpredictable.  Therefore,  all  cases  must 
be  treated  seriously. 

The  manifestations  of  serum  hepatitis  may  be 
indistinguishable  from  the  average  case  of  in- 
fectious hepatitis.  When  differences  exist  they 
are  due  to  different  conditions  under  which  se- 
rum hepatitis  often  develops.  When  it  occurs  in 
patients  at  rest  in  bed  under  optimum  conditions 
of  nutrition,  such  as  in  fracture  patients,  the 
symptoms  may  be  very  mild,  without  fever,  and 
of  shorter  duration.  When  serum  jaundice  oc- 
curs in  patients  debilitated  by  other  disease,  in- 
fection, and  in  a bad  state  of  nutrition,  the  mor- 
tality rate  may  be  higher  than  in  infectious 
hepatitis. 

Pain.  Abdominal  pain  is  usually  located  in 
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the  upper  right  quadrant  or  epigastrium  to  the 
right  of  the  midline.  The  pain  resembles  that  of 
cholecystitis,  in  character  and  radiation.  In 
chronic  hepatitis  the  recurrent  upper  right 
quadrant  pain  is  frequently  mistaken  for  gall- 
stone colic  and  an  erroneous  diagnosis  of  gall- 
bladder disease  made.  Acute  abdominal  symp- 
toms may  lead  to  a diagnosis  of  appendicitis, 
cholecystitis,  intestinal  obstruction,  ruptured 
peptic  ulcer,  and  pelvic  inflammatory  disease. 

The  following  case  illustrates  the  performance 
of  laparotomy  for  suspected  cholecystitis  in  a 
patient  whose  “acute  abdomen”  was  merely  a 
recurrent  attack  of  chronic  hepatitis. 

CASE  I 

Mrs.  V.  L.,  age  55,  was  admitted  to  St.  Joseph’s 
hospital  March  8,  1947  because  of  severe  upper 
right  quadrant  pain  with  radiation  to  the  scapula 
requiring  morphine.  She  stated  that  she  had  been 
diagnosed  as  having  gallbladder  trouble  for  fif- 
teen years.  She  was  subject  to  periods  of  nausea, 
postprandial  distress,  and  intolerance  to  fats.  She 
had  never  been  jaundiced.  Marked  tenderness 
was  present  in  the  upper  right  quadrant  and  the 
liver  was  enlarged  four  fingers  below  the  costal 
margin.  Icterus  index  and  bromsulfalein  and 
cephalin  flocculation  tests  were  normal.  Cho- 
lecystography showed  a normal  visualization  and 
slow  emptying.  Because  of  the  recurrent  attacks 
of  “colic”  a laparotomy  was  performedd.  The 
gallbladder  and  biliary  ducts  were  found  normal. 
The  liver  was  enlarged  and  showed  evidence  of 
acute  hepatitis.  The  gallbladder  was  not  removed. 
The  patient  became  symptom  free  on  a hepatitis 
regimen.  The  liver  returned  to  normal  size  six 
weeks  after  surgery. 

Diarrhea.  Significant  diarrhea  may  be  pres- 
ent in  about  one-fourth  of  patients  with  hepati- 
tis, being  more  frequent  among  chronic  cases.  In 
acute  patients  it  is  less  common  in  serum  hepati- 
tis than  in  the  infectious  type.  It  is  usually  in- 
termittent and  frequently  associated  with  some 
degree  of  abdominal  pain.  There  seems  to  be  no 
relationship  between  the  diarrhea  and  various 
liver  function  tests.  Other  studies  including  stool 
examination,  sigmoidoscopy,  and  roentgen  exam- 
ination are  negative. 

Duration  of  jaundice.  As  might  be  expected, 
the  duration  of  jaundice  depends  upon  the  char- 
acter of  infection,  condition  of  the  patient,  and 
intensity  of  treatment.  Longest  periods  of  jaun- 
dice are  noted  in  patients  who  were  subject  to 
fatigue,  malnutrition,  or  other  debilitating  ill- 
ness at  the  onset  of  hepatitis.  Delayed  hospitali- 
zation or  institution  of  bed  rest  and  other  thera- 
peutic measures  cause  prolongation  of  the  period 
of  jaundice.  In  one  series1  jaundice  in  infectious 
hepatitis  ranged  from  7 to  185  days  with  an  aver- 
age of  45  days.  In  serum  hepatitis  the  jaundice 


varied  from  15  to  80  days,  with  an  average  of 
36  days. 

The  following  case  illustrates  the  rapidity  with 
which  intense  jaundice  may  subside  as  a result 
of  prompt  hospitalization  and  intensive  therapy. 

CASE  II 

H.  A.  W.,  an  obese  male,  age  76,  with  a long 
alcoholic  history,  was  admitted  to  Medical  Cen- 
ter, Tucson,  April  4,  1947  by  Dr.  Harold  Kosanke, 
because  of  generalized  abdominal  pain  which  was 
most  marked  in  the  upper  abdomen.  Cholecysti- 
tis, pancreatitis,  or  intestinal  obstruction  were 
suspected.  Tenderness  in  the  upper  abdomen  was 
present,  being  most  marked  in  the  hepatic  area. 
The  liver  was  enlarged  to  percussion,  about  three 
fingers  below  the  costal  margin.  Moderate  jaun- 
dice became  apparent  on  April  16th.  The  icterus 
index  was  40,  cephalin  flocculation  plus  3,  serum 
amylase,  urobilinogen,  serum  albumin,  N.P.N., 
and  routine  studies  were  within  normal  limits. 
Leukocytosis  was  absent  and  fever  slight.  Cho- 
lecystography showed  a visualized  gallbladder 
without  stones.  A provisional  diagnosis  of  hepa- 
titis was  made  and  intensive  therapy  instituted. 
On  April  9 the  icterus  index  rose  to  120,  symp- 
toms improved  rapidly  and  serum  bilirubin  be- 
came normal  on  April  16. 

Liver  function  tests.  Certain  liver  function 
tests  repeated  at  intervals  are  of  value  in  the  di- 
agnosis and  treatment  of  hepatitis.  During  the 
preicteric  stage  they  may  offer  the  only  evidence 
of  liver  disturbance.  Later  they  are  of  value  in 
estimating  the  course  of  the  disease  during  the 
post  icteric  and  convalescent  periods.  They  are 
of  particular  help  in  cases  of  hepatitis  without 
jaundice.  In  the  presence  of  jaundice  they  aid 
in  determining  the  degree  of  liver  damage  and 
in  differentiating  betwen  hepatic  and  extrahe- 
patic  obstructive  jaundice.  Results  of  tests  de- 
pend upon  the  test  selected  and  stage  of  the  dis- 
ease. During  the  post  icteric  stage  and  during 
exacerbations  of  chronic  hepatitis,  tests  will  de- 
tect hepatic  damage  less  frequently  than  during 
the  acute  stage.  The  most  reliable  group  of  he- 
patic tests  is  that  composed  of  serum  bilirubin, 
urobilinogen,  cephalin  flocculation,  bromsulfa- 
lein, and  serum  proteins.  There  is  no  apparent 
relationship  between  the  duration  of  icterus  and 
the  attainment  of  normal  liver  function  tests 
during  the  post  icteric  period.  Thus  bromsulfa- 
lein retention  may  be  observed  for  several  months 
in  some  patients  following  a comparatively  short 
period  of  jaundice.  In  others,  bromsulfalein 
excretion  may  become  normal  even  before  the 
icterus  index  has  returned  to  normal. 

Infectious  hepatitis  without  jaundice.  It  is 
generally  recognized  now  that  hepatitis  may  oc- 
cur without  jaundice.  Recognition  of  this  form 
of  the  disease  is  important,  because  of  the  public 
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health  aspect  in  acute  eases  and  because  of  in- 
adequate treatment  leading  to  development  of 
chronic  hepatitis.  Jaundice  is  often  a relative 
term.  Faint  jaundice  unnoticed  by  the  patient 
or  his  family  may  exist  prior  to  his  coming  un- 
der observation.  It  is  difficult  to  estimate  the 
incidence  of  hepatitis  without  jaundice.  In  dif- 
ferent epidemics  figures  of  30  per  cent  or  higher 
have  been  given. 

CASE  III 

A white  nurse,  age  24,  was  under  observation 
for  optic  atrophy  without  jaundice  being  noted. 
She  was  hospitalized  because  of  the  occurrence 
of  chill,  fever  (101°),  anorexia,  nausea  and  vomit- 
ing. For  three  weeks  prior  to  admission  she  had 
intermittent  diarrhea.  The  liver  was  enlarged 
three  fingers  below  the  costal  margin  and  tender. 
There  was  no  visible  jaundice;  icterus  index  was 
8;  bromsulfalein  25  per  cent  retention  in  forty- 
five  minutes;  sedimentation  rate  21;  blood  count 
normal  with  relative  lymphocytosis.  After  four 
weeks  of  hepatitis  regimen  bromsulfalein  excre- 
tion became  normal  and  liver  returned  to  nor- 
mal size. 

Chronic  hepatitis.  While  the  exact  incidence 
of  chronic  hepatitis  following  infectious  or  serum 
hepatitis  has  not  been  established,  the  occur- 
rence of  this  condition  in  not  infrequent.  The 
cause  of  the  persistence  of  this  disease  and 
whether  or  not  there  is  continued  virus  activity 
has  not  been  established.  Likewise,  no  final 
opinion  has  been  reached  concerning  the  path- 
ology of  these  chronic  cases.  It  has  been  suggest- 
ed but  not  proven  that  some  of  these  cases  may 
develop  portal  cirrhosis  or  hypertrophic  biliary 
cirrhosis.  In  one  case  in  which  chronic  hepatitis 
was  present  for  many  years  and  in  which  I had 
the  opportunity  of  securing  a liver  biopsy,  the 
usual  findings  of  portal  or  biliary  cirrhosis  were 
absent.  Instead,  the  pathologic  anatomy  was 
designated  as  ‘proliferative  hepatitis.” 

Chronic  hepatitis  may  develop  in  various 
ways  2 

1 . The  symptoms  may  be  continuous  from  the 
initial  onset  of  jaundice  and  last  years  without 
remission.  In  some  of  these  patients  jaundice 
may  recur. 

2.  The  symptoms  may  be  recurrent  and  as- 
sociated with  the  reappearance  of  jaundice. 
These  recurrences  have  been  noted  over  a period 
of  nine  months  to  ten  years. 

3.  Symptoms  of  hepatitis  may  recur  for  a 
period  of  many  years  but  without  the  reappear- 
ance of  jaundice  since  the  initial  attack. 

4.  Chronic  hepatitis  may  exist  without  jaun- 
dice at  any  time  even  during  the  onset. 

The  recurrent  episodes  of  symptoms  that  mark 


the  course  of  chronic  hepatitis  resemble  acute 
hepatitis.  Prodromal  symptoms  and  fever  are 
absent.  Liver  enlargement  in  varying  degree 
associated  with  tenderness,  upper  right  quadrant 
pain,  and  dyspepsia  are  present  in  all  cases. 
Weight  loss  is  present  in  over  half  of  the  cases. 
In  some,  intermittent  diarrhea  exists.  The  dys- 
peptic symptoms  include  epigastric  fullness  and 
distress,  intolerance  to  fats,  nausea,  and  an- 
orexia. Fatigue  is  very  common.  When  hepatic 
damage  is  demonstrable  the  most  frequently  posi- 
tive finding  is  bromsulfalein  retention.  Chroni- 
city  is  a significant  feature.  The  history  may 
date  back  to  childhood.  Attacks  may  be  initiat- 
ed by  dietary  error,  particularly  indulgence  in 
fatty  foods. 

The  following  case  illustrates  the  chrouicity 
of  the  disease  with  recurrent  jaundice  and  surgi- 
cal intervention. 

CASE  IV 

Mrs.  M.,  white  female  age  30,  was  admitted  to 
St.  Joseph’s  Hospital  February  28,  1947  because 
of  severe  upper  quadrant  pain.  Catarrhal  jaun- 
dice first  occurred  at  age  8.  For  three  years  prior 
to  admission  intermittent  attacks  of  “gallbladder 
colic”  occurred.  In  October,  1945  a cholecystec- 
tomy was  done.  The  gallbladder  showed  no  stones 
by  cholecystography  and  appeared  normal  after 
removal.  In  June,  1946  the  “old  gallbladder  trou- 
ble” returned  with  upper  right  quadrant  pain 
radiating  to  the  back,  nausea  and  moderate  jaun- 
dice. On  admission  the  liver  was  enlarged  three 
fingers  below  the  costal  margin  and  was  extreme- 
ly tender.  Liver  function  studies,  icterus  index, 
and  other  laboratory  studies  were  negative.  After 
two  weeks  in  the  hospital  and  three  weeks  addi- 
tional bed  rest  at  home  on  a hepatitis  regimen, 
the  pain  disappeared  and  the  liver  returned  to 
normal  size. 

Diagnosis.  The  diagnosis  of  hepatitis  depends 
upon  the  clinical  manifestations,  plus  a willing- 
ness to  keep  this  condition  constantly  in  mind 
and  carrying  out  several  laboratory  procedures. 
Hepatitis  must  be  differentiated  from  other 
conditions  depending  upon  the  stage  in  which  it 
is  seen.  In  the  preicteric  stage  of  acute  hepati- 
tis the  disease  may  simulate  any  acute  febrile 
illness.  Bromsulfalein  retention,  urobilinogen- 
uria,  tenderness  over  the  liver  are  usually  found 
within  three  days  after  the  onset.  Frequently 
leucocytosis  is  absent  and  relative  lymphocyto- 
sis noted. 

A diagnosis  of  acute  surgical  abdomen  must  be 
guarded  against  both  in  the  acute  and  chronic 
types.  The  high  degree  of  jaundice  frequently 
present  must  not  be  confused  with  malignant 
biliary  obstruction.  The  presence  of  positive  liv- 
er function  tests  is  helpful.  Their  absence  does 
not  exclude  the  disease.  This  is  particularly  true 
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of  chronic  hepatitis  in  which  the  diagnosis  may 
be  suspected  on  the  history  plus  the  finding  of 
an  enlarged,  tender  liver.  Serial  liver  function 
tests  are  more  helpful  than  single  observations. 
Vague  symptoms  unsupported  by  positive  lab- 
oratory data  may  lead  to  an  erroneous  impres- 
sion of  neurosis.3 

Treatment.  Although  there  is  no  specific 
treatment  for  hepatitis,  the  condition  will  usual- 
ly respond  to  general  measures.  Prolonged  rest 
in  bed,  preferably  in  a hospital,  is  essential  and 
constitutes  one  of  the  most  important  therapeu- 
tic measures.  The  length  of  time  must  be  decided 
individually  for  each  case.  Resumption  of  physi- 
cal activity  too  soon  will  lead  to  a recurrence  of 
symptoms  and  occasionally  also  a return  of  jaun- 
dice. A three  week  period  may  be  considered  a 
minimum. 

The  experience  of  most  workers4,  5>  6-  7>  8 has 
shown  that  a diet  high  in  calories,  carbohydrates, 
and  protein  and  low  in  fat  is  beneficial.  A mini- 


mum of  3000  calories  daily  is  desirable.  This 
may  be  accomplished  by  supplementing  the  reg- 
ular meals  Avith  liquid  feedings  of  high  caloric 
and  low  fat  value.  Although  reports  on  the  value 
of  methionine  and  choline  are  conflicting,9, 10, 11 
these  substances  may  be  employed,  particularly 
in  patients  of  poor  nutritional  status.  Success  of 
treatment  depends  not  only  upon  careful  and 
persistent  treatment,  but  also  upon  the  early 
recognition  of  the  disease,  when  symptoms  are 
mild,  and  prompt  hospitalization. 
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ACUTE  INFECTIONS  OF  THE  SKIN 

GEORGE  K.  ROGERS,  M.  D. 

Lois  Grunow  Memorial  Clinic 
Phoenix,  Arizona 


TN  this  paper  I shall  confine  myself  to  the  dis- 
cussion of  the  more  common  acute  pyodermas 
seen  in  general  practice.  Pyodermas  may  be 
superficial  or  deep.  They  may  be  due  to  super- 
ficial external  infection  and  re-infection,  or  sec- 
ondary to  infectious  eczematoid  dermatitis  and 
its  causes,  or  to  lice,  scabies  or  other  parasitic 
infestation.  The  systemic  conditions  such  as  gen- 
eral cachexia,  leukemia  and  diabetes  play  an 
important  role  in  the  development  of  recurrent 
pyodermas. 

Countless  drugs  have  been  used  in  the  treat- 
ment of  these  infections,  but  in  this  paper  only 
a few  of  the  ones  which  I have  found  to  be  most 
satisfactory  will  be  mentioned.  Certain  funda- 
mental rules  should  be  followed  in  the  treatment 
of  all  these  infections  and  these  are  listed  as 
follows,  as  well  as  some  of  the  more  recent  drugs. 

1.  Urinalysis  and  blood  count  to  be  done  on 
all  persistent  cases  of  infection. 

2.  Obese  or  underweight  individuals  brought 
to  normal. 

Presented  before  the  Pinal  County  Medical  Society. 

Read  before  the  Pinal  County  Medical  Society. 


3.  Elimination  of  reinfection  by  autoinocula- 
tion. This  is  accomplished  by  the  prevention  of 
soiled  dressings,  and  transference  of  infected 
material  by  clothing  such  as  soiled  underwear. 
Irritation  from  adhesive,  clothing,  bandages, 
medication,  friction,  and  trusses  lowers  the  skin 
resistance  to  invading  bacteria  and  should  be 
avoided.  The  patient’s  hands  should  be  kept 
clean  and  the  fingernails  cut  short.  It  is  advis- 
able, especially  in  the  young,  to  apply  antisep- 
tic ointment  to  the  fingernails  once  or  twice  a 
day,  thus  lessening  the  chances  of  spread  by  this 
means.  In  adults  a hand  lotion  containing  sulfa- 
thiazole  may  be  used  several  times  daily. 

4.  The  use  of  soap  and  water  is  to  be  encour- 
aged and  in  general  infection  potassium  perman- 
ganate baths  (30  grains  to  the  half  tub  of  warm 
water)  taken  two  or  three  times  daily  acts  as  a 
disinfecting  agent  and  tends  to  toughen  the  skin, 
thus  rendering  it  less  liable  to  reinfection. 

5.  The  use  of  ultra-violet  light. 

6.  X-radiation  in  certain  localized  types  of 
infection. 

7.  Vaccines  and  toxoids. 


48 


Arizona  Medicine 


November , 1947 


8.  Sulfathiazole. 

When  this  is  used  internally  a blood  level  of 
approximately  5 mgm.  per  100  ce.  should  be 
maintained  for  seven  to  ten  days  and  this  is  ac- 
complished  by  giving  one  gram  three  to  four 
times  daily  for  three  to  six  days.  If  improvement 
is  seen  the  dose  is  reduced  in  half  for  the  next 
seven  to  fourteen  days.  During  this  period  the 
urine  and  blood  should  be  checked.  Locally  sul- 
fathiazole ointment  5%  is  used. 

9.  Penicillin. 

Locally  it  should  be  used  as  a salve  containing 
30,000  units  to  the  oz.  (Penicillin  30,000  units, 
hvdrosorb  1 oz.)  Penicillin  is  also  used  by  in- 
jection 20,000  to  40,000  units  every  3 to  4 hours 
until  the  infection  subsides,  or  if  this  is  unde- 
sirable it  may  be  administered  in  300,000  units 
in  beeswax  once  or  twice  in  a 24  hour  period. 

10.  Furacin. 

Sulphonamides  have  disadvantages  in  that. 
1.  they  lack  effect  on  many  organisms,  especially 
the  gram  negative  ones;  2.  the  ease  with  which 
resistance  develops  in  some  strains  and  3.  the 
side  effects.  Furacin  is  derived  from  furfural 
which  comes  from  the  sugars  of  oat  hulls  and 
bran.  It  is  in  the  form  of  0.2%  lemon  colored 
ointment  which  becomes  almost  liquid  at  body 
temperature,  thus  facilitating  spreading  and  its 
penetration  of  skin  abrasions.  It  is  effective  on 
gram  positive  and  gram  negative  organisms.  It 
is  bactericidal  as  well  as  bacteriostatic  and  re- 
tains a high  degree  of  antibacterial  effectiveness 
in  the  presence  of  blood  and  serum.  The  toxicity 
of  furacin  is  relatively  low.  It  is  applied  as  a 
topical  application  and  is  best  covered  with  a 
piece  of  gauze. 

11.  Tyrothricin. 

Tyrothricin  is  a complex  protein  made  up  of 
gramicidin  and  tyrocidine.  It  is  supplied  as  ;i 
2%  solution  in  alcohol  and  because  of  its  high 
toxicity  its  use  has  been  limited  to  local  applica- 
tions. One  cc.  of  this  solution  is  diluted  with  bO 
ce.  of  sterile  distilled  water  and  applied  as  con- 
tinuous wet  jiacks  to  the  affected  areas.  It  is  an 
effective  bactericidal  agent  against  gram  posi- 
tive organisms  and  has  been  found  useful  in  the 
treatment  of  impetigo,  ecthyma,  furuncles  and 
carbuncles. 

12.  Streptomycin. 

Streptomycin  is  a highly  effective  antibac- 
terial agent  produced  by  the  actinomycete.  It  is 
not  a substitute  for  penicillin  which  acts  against 
many  bacteria,  most  of  which  are  grom  positive. 


while  streptomycin’s  most  useful  property  is  its 
activity  against  gram  negative  forms.  It  is  of 
low  toxicity  and  can  be  used  as  a topical  appli- 
cation, the  solution  containing  250  to  500  micro 
grams  per  cc. 

DISEASES 

A . Impetigo  contagiosa 

Impetigo  contagiosa  is  a highly  contagious 
disease  due  to  streptococcus,  staphylococcus  or 
both.  It  is  more  common  in  children  than  in 
adults  and  contact  is  usually  required  for  trans- 
mission. The  primary  lesion  is  a superficial  ves- 
icle or  bulla  which  readily  ruptures.  The  serum 
dries  forming  a honey-colored  crust,  which  on 
removal  leaves  a red  oozing  base.  The  lesions  are 
usually  multiple  and  may  be  circinate,  annular 
or  gyrate.  They  are  well  circumscribed  and  oc- 
cur especially  on  the  exposed  areas,  however,  no 
part  of  the  body  is  immune.  When  the  disease 
appears  on  the  scalp  one  must  look  for  pediculo- 
sis. Other  sources  of  infection  are  dirty  finger- 
nails, barber  and  beauty  shops  and  swimming 
pools  or  it  may  be  secondary  to  scabies,  contact 
dermatitis  or  eczema.  Impetigo  contagiosa  must 
be  differential  from,  1.  Tinea  circinate  which 
does  not  form  the  crust  of  impetigo  and  is  usual- 
ly covered  with  a fine  superficial  scale.  The 
fungus  can  be  readily  identified  by  microscopic 
examination.  2.  Bullous  erythema  multiforme 
is  frequently  ushered  in  by  constitutional  symp- 
toms and  besides  the  bullae  there  are  nu- 
merous red  macules  and  papules.  3.  Herpes  sim- 
plex consists  of  a small  group  of  vesicles  which 
remain  localized,  form  a scab  and  will  (deal-  spon- 
taneously in  the  course  of  a few  days. 

Treatment : 

The  object  of  treatment  is  to  bring  antipara- 
sitic  remedies  into  contact  with  the  base  of  the 
lesion,  therefore,  it  is  important  to  remove  the 
crusts.  This  can  be  accomplished  by  soap  and 
water  followed  by  ammoniated  mercury  3%  to 
5%  which  should  be  gently  massaged  into  each 
lesion  every  three  to  four  hours  during  the  day. 
Penicillin  ointment  is  also  very  effective  and  is 
used  in  the  same  manner.  Sulfa  ointment  should 
not  be  used  in  these  cases  as  the  above  two  drugs 
are  quite  effective  in  this  condition  and  one  does 
not  run  the  risk  of  sensitizing  the  patient  to 
sulfa.  If  the  condition  is  widespread  potassium 
permanganate  baths  should  be  taken  twice  a day. 
The  lesion  should  not  be  covered,  and  to  avoid 
reinfection  the  fingernails  should  be  cut  close 
and  tbe  ointment  applied  about  the  nails  twice  a 
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day.  Separate  towels  must  be  used  and  men 
should  shave  lightly,  using  5%  amoniated  mer- 
cury in  a brushless  or  lather  shave  cream.  Fol- 
lowing the  shave  the  face  is  sponged  with  rub- 
bing alcohol,  then  the  ointment  applied.  Ultra- 
violet light  will  speed  up  the  healing  of  this  con- 
dition. 

Impetigo  in  the  newborn  is  called  Pemphigus 
neonatorum  and  can  be  highly  dangerous,  occa- 
sionally being  fatal.  Constitutional  symptoms 
are  at  first  lacking  but  later  weakness  and  fever 
develop  with  possible  bacteremia,  pneumonia  or 
meningitis.  Penicillin  in  the  form  of  ointment 
and  injection  should  be  used  and  if  this  fails  to 
stop  the  spread,  sulfathiazole  externally  and  in- 
ternally should  be  tried.  In  dealing  with  these 
cases  antiseptic  measures  must  be  used.  Attend- 
ants should  wear  gowns  and  visitors  prohibited. 
Prophylaxis  consisting  of  washing  the  newborn 
with  soap  and  water  then  applying  a 3%  am- 
moniated  mercury  ointment  over  the  entire  body. 
Following  this  the  body  should  be  cleansed  daily 
with  sterile  cotton  seed  oil  with  no  further  soap 
and  water  being  used  while  the  patient  is  in  the 
hospital. 

B.  Bockh  art’s  impetigo  (superficial  papular 
perifolliculitis). 

This  is  a streptococcal  infection  similar  to  fol- 
liculitis and  consists  of  pin-head  sized  follicular 
pustules  pierced  by  a fine  hair  and  surrounded 
by  red  areola.  It  is  usually  secondary  to  lice, 
boils,  discharging  ears  or  sinus;  occasionally  no 
underlying  cause  is  found.  On  the  face  it  may 
be  a forerunner  of  sycosis  vulgaris. 

Treatment : 

The  pustules  should  be  opened  and  cleansed 
with  alcohol,  then  the  application  of  penicillin 
or  ammoniatecl  mercury  ointment  should  be  ap- 
plied every  three  to  four  hours.  X-ray  and  ultra- 
violet light  are  effective  in  shortening  the  course 
of  the  disease. 

C.  Ecthyma. 

This  is  similar  to  but  deeper  than  impetigo 
contagiosa,  therefore,  it  is  more  likely  to  leave 
scars.  It  is  due  to  a streptococcal  infection  fol- 
lowing minor  abrasions  or  uncleanliness.  The 
condition  occurs  most  commonly  on  the  legs  and 
this  is  probably  due  to  poor  circulation.  The  le- 
sions begin  as  a vesicle  or  pustule  which  ruptures, 
forming  crusts  which  are  “set-in”  the  skin  and 
surrounded  by  a red  zone.  On  the  removal  of 
the  crusts  a sharply  marginated  ulcer  is  left, 
the  base  of  which  is  covered  with  a gray  slough. 


Treatment : 

The  use  of  penicillin  or  annnoniated  mercury 
ointment  is  quite  effective.  I have  had  consid- 
erable personal  success  in  the  use  of  wet  com- 
presses of  tyrothrycin.  Cleanliness  is  necessary 
to  prevent  reinfection. 

D.  Sycosis  Vulgaris  (Barber’s  itch). 

This  eruption  usually  occurs  on  the  bearded 
area  of  the  face  and  if  present  for  less  than  six 
months  is  known  as  a folliculitis.  Cases  lasting 
more  than  this  time  then  become  known  as  Sy- 
cosis vulgaris.  Thus  it  is  that  this  disease  is 
very  resistant  to  treatment.  Sycosis  vulgaris  is 
a chronic  staphylococcus  infection  of  the  hairy 
area  including  the  beard,  eyebrows,  pubic  region 
or  axillae.  It  consists  of  grouped  or  single  pus- 
tular lesions  occuring  about  the  hair  follicles 
and  may  result  in  permanent  alopecia  and  scar 
ring.  It  is  to  be  differentiated  from  sycosis  of 
mycotic  origin  which  is  deeper,  more  inflam- 
matory and  more  circumscribed.  Its  course  is 
rapid  and  fungi  are  readily  demonstrated  on 
microscopic  examination.  Ioderma  or  bromo- 
derma  may  simulate  this  disease  so  one  must  as- 
certain if  iodides  or  bromides  have  been  taken 
by  the  patient.  Occasionally  contact  eczema  may 
be  confused  with  sycosis  vulgaris  but  it  can  be 
eliminated  on  taking  a careful  history. 

Treatment : 

Since  this  disease  is  of  long  standing  detailed 
instructions  must  be  given  to  the  patient.  Shav- 
ing should  be  light  with  the  shaving  cream  con- 
taining 5%  annnoniated  mercury.  After  shav- 
ing, the  face  is  then  sponged  with  alcohol,  and 
Quinilor  ointment  applied  Several  times  a day. 
Penicillin  in  the  form  of  ointment  and  injection 
may  be  used.  I have  had  considerable  success  in 
this  condition  with  the  use  of  Furaeiu  soluble 
dressing  which  is  rubbed  in  several  times  daily. 
Occasionally  manual  epilation  of  the  infected 
hair  is  necessary  but  one  must  be  careful  not  to 
make  a picker  out  of  the  patient,  as  they  will 
tend  to  prolong  the  infection  by  picking  out 
non-infected  as  well  as  infected  hair.  Stock 
staphylococcus  toxoid  is  frequently  helpful  and 
should  be  given  in  increasing  doses  twice  week- 
ly. X-ray  and  ultra-violet  radiation  should  be 
used  in  conjunction  with  the  above  treatment. 

E.  Furunculosis  and  carbuncles. 

This  infection  consists  of  an  acute  painful  cir- 
cumscribed perifollicular  abscess  usually  ending- 
in  a central  separation  of  the  whole  piloseba- 
ceous  structure  which  if  subsequently  discharged 
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as  a “core.”  They  begin  about  the  hair  folli- 
cles, the  favorite  areas  being  the  back  of  the  neck, 
axillae,  buttock  and  thighs.  This  is  due  to  rub- 
bing of  clothing  and  accumulation  of  dirt  in  the 
hair  follicles.  The  lesions  are  single  or  multiple 
and  are  spread  by  autoinoculation.  They  occur 
more  frequently  in  persons  predisposed  by  sebor- 
rhoeic  dermatitis,  diabetes  or  general  run  down 
condition.  The  diagnosis  is  relatively  easy  but 
one  must  rule  out  anthrax,  sporotrichosis  and 
other  fungus  infection,  as  well  as  ioderma  or 
bromoderma. 

Treatment : 

Treatment  consists  of  X-ray,  and  the  earliei- 
the  better.  If  given  early  one  can  disperse  the 
lesion  or  if  given  in  the  later  stag-es  it  will  speed 
up  the  process.  Strong  doses  of  ultra-violet  light 
are  also  effective  in  bringing  the  condition  to  a 
head.  An  excellent  form  of  therapy  is  to  dip  a 
tooth  pick  in  full  strength  phenol  and  insert  it 
in  the  central  opening,  the  surrounding  area 
being  covered  with  vaseline.  This  is  allowed  to 
remain  in  place  for  half  an  hour,  following  which 
a continuous  wet  dressing  of  Burow’s  solution  is 
applied.  If  seen  early,  cold  wet  dressings  are 
used;  if  the  later  stages,  the  compresses  should 
be  hot.  Hot  flax  seed  poultices  may  be  used  in 
place  of  the  wet  dressings.  The  wet  dressings 
should  be  used  until  all  draining  has  ceased  and 
then  penicillin  ointment  applied.  During  the 
course  of  the  disease  penicillin  by  injection  or 
sulfathiapole  by  mouth  is  effective.  In  the  early 
stages  an  excellent  method  of  treating  these  le- 
sions is  to  inject  penicillin  into  four  areas  about 
the  abscess,  using  20,000  units  per  cc.  mixed  with 
one  cc.  of  procaine  hydrochloride.  Inject  Vi  cc. 
of  this  solution  subcutaneously  at  the  four  points 
of  the  compass  just  beyond  the  border  of  the 
erythema,  repeat  every  day  for  several  days. 
For  the  most  part  it  is  not  necessary  to  incise 
the  lesions,  and  if  so,  a nick  at  the  apex  is  all 
that  is  necessary.  Deep  incisions  merely  break 
down  the  natural  barriers,  resulting  in  a persist- 
ant infected  wound  with  a subsequent  bad  scar. 
Boils  of  the  central  zone  of  the  face  have  a grave 
outlook  and  under  no  circumstances  should  be 
squeezed  or  incised  because  of  the  danger  of 
sinus  thrombosis,  meningitis  or  septicemia.  Peni- 
cillin by  injection  should  always  he  used  in  these 
cases.  In  recurrent  boils  potassium  permanga- 
nate baths  should  be  given  once  or  twice  a day, 
plus  the  use  staphylococcus  toxoid  bi-weekly. 
Foci  of  infection  or  general  systemic  disturb- 


ances should  be  corrected.  In  these  cases  a diet 
low  in  carbohydrates  is  advisable.  Tonics  con- 
taining arsenic  or  Tinpronate  (Searle)  two  tab- 
lets every  3 to  4 hours  for  several  days  is  helpful. 

F.  Hidroadenitis  Suppuritiva 

This  condition  occurs  in  adolescents  and 
adults.  It  is  a staphylococcus  infection  of  the 
sweat  (apocrine)  glands  of  the  axilla  or  pubic 
or  anal  areas.  The  lesions  begin  as  a tender  red 
nodule  which  is  at  first  firm,  later  becoming  a 
large  fluctuating  tumor  filled  with  a greenish 
yellow  pus.  They  may  be  single  or  multiple,  re- 
sulting in  the  entire  axilla  becoming  a red,  swol- 
len mass.  They  are  more  commonly  seen  in 
women,  probably  because  of  irritation  from 
shaving,  depilatories,  deodorants  or  dress  shields. 
They  are  differentiated  from  furuncles  in  that 
they  do  not  form  a slough  of  necrotic  material. 

Treatment : 

X-ray  therapy  in  the  early  stages  may  resolve 
the  lesions  without  the  necessity  of  incision.  New 
lesions  frequently  develop,  following  incision 
and  it  is  therefore  to  be  avoided  if  possible.  Lo- 
cal and  systemic  treatment  is  similar  to  that  of 
boils  and  carbuncles. 

G.  Erysipelas. 

This  is  an  acute  streptococcal  infection  of  the 
skin  or  subcutaneous  tissue  characterized  by  red- 
ness, swelling  and  a raised  well  demarcated  bor- 
der. Occasionally  vesicles  and  bullae  may  de- 
velop, resulting  in  localized  areas  of  gangrene. 
This  eruption  is  usually  preceded  by  constitu- 
tional reactions  such  as  chills,  fever,  headaches 
or  arthritic  pains,  which  may  become  more  se- 
vere as  the  infection  spreads.  Predisposing  fac- 
tors are  abrasions  of  the  skin  or  pre-existing 
dermatoses  such  as  fungus  infection  or  sebor- 
rhoeic  dermatitis.  The  disease  may  occur  any- 
where on  the  body,  but  the  face  and  scalp  are  the 
most  common  site. 

Treatment : 

X-ray  therapy,  and  the  earlier  given  the  bet- 
ter. Wet  compresses  of  Burow’s  solution  should 
be  applied  locally,  and  continuously  in  conjunc- 
tion with  penicillin  given  by  injection.  The  pa- 
tient should  be  kept  in  bed  with  an  increased 
fluid  diet,  and  isolated. 

H.  Cellulitis. 

Cellulitis  is  similar  to  erysipelas  but  occurs 
deeper  in  the  subcutaneous  tissue.  It.  usually 
follows  a macroscopic  or  microscopic  abrasion  of 
the  skin.  The  treatment  is  the  same  as  for  ery- 
sipelas. 


Vol.  4,  No.  6 


Arizona  Medicine 


51 


I.  Paronychia 

This  condition  may  be  pyogenic  (staphylococ- 
cus or  streptococcus)  or  mycotic  (usually  mo- 
nilia) in  origin.  The  tissue  about  the  involved 
nail  becomes  red,  swollen  and  tender.  Usually  it 
leads  to  deformity  of  the  nail  and  in  the  case  of 
fungi,  infection  of  the  nail  itself  is  common.  In 
many  cases  cultures  are  necessary  to  distinguish 
between  the  two  infections  although  that  due  to 
fungi  are  usually  the  more  persistant. 


Treatment : 

X-ray  given  in  the  early  stage  will  frequently 
resolve  the  inflammation.  Continuous  wet  dress- 
ings of  Burow’s  solution  or  tyrotliricin  is  used 
locally,  together  with  injections  of  penicillin  or 
sulfathiazole  by  mouth.  Occasionally  incision 
with  drainage  is  necessary. 

I realize  that  I have  just  touched  upon  a few 
points  concerning  the  treatment  of  these  pyo- 
dermas. They  are,  however,  of  practical  value 
and  are  the  ones  I have  found  most  satisfactory. 


THE  EFFECT  OF  TIME  OF  HEATING  SERA  AT  56°  C.  UPON 

THE  KLINE  TEST 

ROBERT  A.  GREENE  and 
EDWARD  L.  BREAZEALE1 


'-r'HE  majority  of  the  flocculation  tests  for 
-*■  syphilis  require  that  sera  be  inactivated  by 
heating  in  a water  bath.  The  usual  treatment  is 
55-56°C.  for  a period  of  15-30  minutes.  Kline 
and  Lloyd1  have  shown  that  sera  may  be  pre- 
pared by  heating  61°-62°C.  for  4 minutes. 

In  the  case  of  complement  fixation  technic, 
there  is  a definite  purpose  for  inactivation,  i.e., 
the  destruction  of  complement.  The  theoretical 
reasons  for  inactivating  sera  for  flocculation 
tests  are  somewhat  obscure.  If  reagin  is  to  be 
considered  as  an  antibody,  then  there  should  be 
no  necessity  for  inactivation,  since  bacterial  ag- 
glutinations are  usually  performed  upon  unheat- 
ed sera. 

Practically,  there  is  a good  reason  for  inacti- 
vating sera  for  flocculation  tests  for  syphilis. 
Numerous  investigators  have  reported  (but  it  is 
not  generally  recognized)  that  unheated  syphi- 
litic sera  gives  a high  percentage  of  negative 
reactions.  When  syphilitic  sera  are  heated,  most 
of  the  flocculation  tests  will  detect  approximate- 
ly 100%  of  the  cases  of  secondary  syphilis,  and 
from  75-90%  of  all  cases,  depending  upon  the 
stage  of  the  disease  and  how  much  treatment  the 
patient  has  received. 

Since  the  serum  alone  is  heated  in  the  inacti- 
vation process  (the  “antigen”  is  added  later)  it 
is  apparent  that  only  the  serum  can  be  affected 
by  the  process.  Furthermore,  sera  from  non- 
syphilitics, when ' heated,  remain  negative  ; sera 
from  syphilitics,  when  inactivated,  give  positive 
reactions. 

1.  Arizona  Serological  Laboratories,  Tucson.  Arizona. 


The  “antigens”  employed  in  these  tests  are  a 
colloidal  suspension  of  defatted  beef  heart  in  al- 
cohol (“alcosol”)  which  has  been  sensitized  by 
the  addition  of  a sterol.  The  antibody  (“re- 
agin”)  is  a colloid  found  in  syphilitic  serum,  but 
supposedly  not  in  the  sera  of  non-luetics.  The 
union  of  “antigen”  and  “antibody”  should  re- 
sult in  a reaction  which  can  be  observed  accord- 
ing to  the  accepted  definition  of  antigen  and 
antibody.  However,  unheated  syphilitic  sera 
fails,  in  a large  percentage  of  cases,  to  give  a 
positive  reaction. 

Eagle2  has  discussed  the  mechanism  of  floccu- 
lation tests,  and  has  pointed  out  that  the  anti- 
gens employed  in  flocculation  tests  are  relative- 
ly hydrophilic.  When  the  reagin  in  syphilitic 
serum  is  deposited  on  the  surface  of  the  antigen 
particles,  the  system  becomes  hydrophobic  and 
consequently  less  stable.  In  the  presence  of 
electrolytes  the  hydrophobic  colloids  are  floc- 
culated. 

Hydrophobic  colloids  may  be  fairly  easily 
flocculated  by  changes  in  pH,  surface  tension,  or 
the  addition  of  electrolytes ; hydrophilic  systems 
are  more  stable.  Since  the  process  of  inactiva- 
tion increases  the  reactivity  of  syphilitic  serum, 
but  does  not  affect  non-luetic  serum,  it  appears 
that  the  purpose  of  inactivation  is  to  increase 
the  unstability  of  the  system,  i.e.,  to  facilitate 
the  lyophil — lyophobe  transformation.  Reagin 
is  therefore  probably  the  constituent  which  is 
affected.  There  is  good  reason  to  believe  that 
changes  in  pH,  as  in  conductivity,  during  the  in- 
activation of  sera  are  relatively  unimportant ; 
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changes  in  surface  tension  may  he  significant. 
Breazeale2  lias  shown  that  changes  in  surface 
tension  do  occur  during  the  heating  of  serum 
and  that  these  changes  are  more  pronounced  in 
syphilitic  than  in  normal  serum. 

EXPERIMENTAL 

In  order  to  determine  what  effect  heating 
might  have  upon  sera  employed  in  flocculation 
tests,  the  following  experiments  were  conducted. 

When  specimens  were  received  at  this  labora- 
tory the  serum  was  separated  and  divided  into 
two  portions.  One  of  these  was  treated  in  the 
usual  manner,  and  the  Hinton,  Kahn  and  Kline 
tests  were  performed.  The  positive  sera  and  an 
equal  number  of  negative  sera  (all  unheated) 
were  placed  in  an  electrically  controlled  water 
bath  at  56°C.  Portions  were  removed  at  inter- 
vals and  the  Kline  diagnostic  test  was  perform- 
ed. The  reactions  were  recorded  in  terms  of  plus, 
and  also  in  terms  of  relative  particle  count.  A 
Sedgwick-Rafter  ocular  micrometer  was  em- 
ployed, and  the  number  of  particles  within  the 
ruled  area  of  the  micrometer  (approximately 
1 mm2)  were  counted.  The  results  are  given  be- 
low. Those  shown  are  representative  of  a large 
number  of  examinations.  An  equal  number  of 
negative  sera  were  employed,  but  only  a few 
are  given  here. 


DISCUSSION 

An  examination  of  the  previous  table  shows 
that  the  majority  of  syphilitic  sera  gave  nega- 
tive Kline  reactions  unless  heated.  In  general, 
the  weakly  positive  sera  required  a longer  period 
of  heating  for  the  agglutination  of  “antigen” 
than  did  strongly  positive  sera. 

Several  tests  have  been  proposed  for  the  use 
of  “active”  sera.  As  a general  rule,  the  process 
of  inactivation  is  (in  our  opinion)  replaced  by 
the  use  of  a higher  concentration  of  electrolytes 
(sodium  chloride)  in  the  antigen.  It  has  been 
our  experience  that  tests  applied  to  “active” 
sera  gave  results  which  were  not  as  dependable 
as  those  obtained  by  the  use  of  this  same  test 
applied  to  heated  sera.  The  tests,  when  applied 
to  inactivated  sera,  gave  a higher  percentage  of 
positive  reactions  than  did  the  same  tests  applied 
to  whole  blood  or  to  “active”  (unheated)  sera. 

The  results  show  that  the  heating  of  sera  alters 
them  so  that  syphilitic  sera  will  give  positive 
flocculation  reactions.  Since  only  sera  are  in- 
volved in  the  heating  process,  they  alone  are 
affected  by  the  process  of  inactivation.  Nega- 
tive sera  remain  negative,  therefore  the  heating 
alters  only  syphilitic  sera.  It  would  appear  that 
reagin  present  in  luetic  sera  is  the  constituent 
which  is  altered.  Eagle2  has  pointed  out  that 
there  is  much  evidence  to  show  that  reagin  is 


THE  EFFECT  OF  TIME  OF  HEATING  SERUM  AT  56°C.  UPON  THE  KLINE  TEST 

Figures  refer  to  relative  particle  counts 
(Figures  in  parentheses  are  ratings  in  terms  of  plus) 


Time  of  Heating,  0 5 10  15  20  25  30 

Minutes 

No.  KAHN 

( Inactivated 
Serum,  30  min. 
at  56°C.) 


1 

— 

2090  ( — ) 

1970  (— ) 

2050  (— ) 

1910  ( — ) 

1930  (— ) 

1870  ( — ) 

1830  (— ) 

2 

— 

1970  ( — ) 

2110  ( — ) 

1930  (—) 

2210  ( — ) 

2230  ( — ) 

1910  ( — ) 

1960  (— ) 

3 

— 

2120  ( — ) 

2100  (— ) 

2020  ( — ) 

1890  ( — ) 

2220  ( — ) 

2220  ( — ) 

1990  (— ) 

4 

— 

2090  ( — ) 

2250  (— ) 

1960  ( — ) 

1930  ( — ) 

2070  ( — ) 

2050  ( — ) 

2090  (— ) 

5 

1 + 

2180  ( — ) 

1540  ( + ) 

1110  (1+) 

1130  (1+) 

980  (1+) 

830  (1+) 

730  (1+) 

6 

3 + 

2330  ( — ) 

1870  ( — ) 

290  (3+) 

310  (3+) 

280  (3+) 

220  (3+) 

330  (3+) 

7 

3+ 

1860  (— ) 

1330  ( ± ) 

420  (2+) 

480  (2+) 

390  (3+) 

300  (3+) 

290  (3+) 

8 

3+ 

1910  ( — ) 

1480  (1+) 

120  (4+) 

120  (4+) 

100  (4+  1 

230  (3+) 

100  (4+) 

9 

4+ 

870  ( — ) 

130  (4+) 

100  (4+) 

160  (4+) 

160  (4+) 

100  (4+) 

130  (4+) 

10 

4+ 

810  (1+) 

360  (4+) 

75  (4+) 

70  (4+ ) 

110  (4+) 

230  (3+) 

120  (4+) 

11 

4+ 

1580  ( — ) 

530  (3+) 

120  (4+) 

135  (4+) 

75  (4+  ) 

105  (4+) 

120  (4+) 

12 

1 + 

1320  ( — ) 

540  (2+) 

1000  (1  + ) 

970  (1  + ) 

660  (3+) 

1280  (2+) 

1010  (1+) 

13 

1 + 

1110  (— ) 

820  ( — ) 

550  (1+) 

1050  (1+  ) 

1060  (1+) 

960  (1+) 

980  (1  + ) 

14 

2 + 

1800  ( — ) 

1930  ( — ) 

1940  ( — ) 

1610  (1+) 

860  (1+) 

1210  (1  + ) 

770  (1+) 

15 

4 + 

1970  ( — ) 

1590  ( ± ) 

1200  (±) 

870  (2+) 

560  (2+) 

580  (2+) 

420  (3+) 

16 

3+ 

2120  ( — ) 

1050  (2+) 

190  (3+) 

120  (4+  ) 

80  (4+) 

70  (4+) 

70  (4+) 

17 

1 + 

2010  ( — ) 

1280  (1+) 

880  (2+) 

850  (2+) 

60  (4+) 

130  (4+) 

190  (4+) 

18 

2 + 

2030  (— ) 

490  (2+) 

90  (4+) 

65  (4+) 

140  ( 4T ) 

65  (4+) 

145  (4+) 

19 

2 + 

1780  (— ) 

1460  (1+) 

790  (2+) 

530  (2+) 

980  (2+) 

430  (2+) 

810  (2+) 

20 

1 + 

1860  (— ) 

650  (1+) 

590  (1+) 

600  (1+) 

1310  (1+) 

1130  (1+) 

1270  (1+) 
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is  always  associated  with  the  globulin  fraction, 
continued  in  a protein,  and  if  not  a globulin,  it 

SUMMARY 

A large  percentage  of  syphilitic  sera  must  be 
inactivated  in  order  to  secure  a positive  floccu- 
lation test. 

In  general,  weakly  positive  sera  must  be  heat- 
ed longer  than  strongly  positive  sera. 

Only  the  sera  is  affected  by  the  heating.  Since 


non-luetie  sera  remain  negative,  only  luetic  sera 
is  affected. 

It  is  suggested  that  the  heating  affects  a partial 
denaturation  of  reagin,  thus  promoting  the  lyo- 
phil — lyophobe  transformation. 
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MISCELLANEOUS  SECTION 


Problems  of  Rural  Enrollment — Some  Suggested  Solutions 

MR.  L.  S.  KLElNSCHMIDT, 

Council  on  Medical  Service,  AM. A. 


As  Dr.  L.  H.  Scliriver  from  Cincinnati,  Ohio 
pointed  out  yesterday,  “The  job  of  voluntary 
prepayment  plans  is  to  reach  all  the  people." 
This  means  the  employed  groups  in  industrial 
centers,  the  self  employed  both  in  urban  and 
rural  areas  and  their  dependents. 

Through  the  Blue  Cross,  a great  deal  of  ex- 
perience has  been  gained  in  enrolling  employed 
groups.  The  increase  in  the  total  of  persons  cov- 
ered testifies  to  the  success  of  the  methods  used. 

, Some  experience  has  been  gained  in  community 
wide  enrollment  to  include  the  self  employed. 
Much  .of-  the  same  presentation  applies  in  rural 
enrollmeut ; however,  the  approach  is  different 
and.  requires  care  to  keep  the  costs  within  rea- 
sonable.; bounds.  Rural  enrollment  involves  all 
the  problems  of  the  self  employed  and,  in  addi- 
tion, the  problem  of  reaching  them  in  more  wide- 
ly scattered  groups.  At  the  same  time,  less  facil- 
ities for  delivering  the  service  covered  are  avail- 
able, generally  speaking. 

Let  me  say  at  this  point  that  I am  not  posing 
as  an  expert  on  this  subject  or  as  one  who  has 
all  of  the  answers  in  his  pocket. 

You  know  the  problems  intimately  in  your 
states  or  areas  and  have  worked  out  solutions  for 
many  of  them. 

My  purpose  today  is  two-fold:  to  stimulate 
discussion  of  results  from  methods  that  have 
been  tried ; and,  'by  appearing  before  you,  to 
become  acquainted  so  that  a continuous  process 
of  interchange  of  ideas  may  be  . carried  on. 

Presented  before  First  Annual  Meeting,  Associated  Medical 
Care  Plans,  Chicago,  Oct.  4 and  5.  1946. 


I would  welcome  a working  relationship  where 
we  jointly  carried  out  an  analysis  of  methods 
tried  in  the  past  and  a full  discussion  of  ways 
and  means  of  more  completely  reaching  rural 
families,  at  the  same  time  realizing  that  any 
change  in  the  approach  you  are  using  is  up  to 
you. 

Your  experiences,  both  favorable  and  unfavor- 
able, in  enrolling  rural  families  will  be  extreme- 
ly helpful  to  other  directors  for  comparison  with 
their  own  results  or  for  consideration  when  plan- 
ning revisions. 

It  will  be  my  purpose,  with  your  help,  to  learn 
of  these  experiences  intimately  and  translate 
your  results  to  others  with  full  credit  to  you. 

One-fourth  of  our  present  population  are  farm- 
ers. About  an  additional  one-fifth  live  in  rural 
territory,  a portion  of, whom  should  be  enrolled 
with  employed  groups  in  industry  and  with  self 
employed  groups  in  urban  area.  The  density  of 
the  strictly  rural  population  varies  from  three 
persons  to  the  square  mile  to  about  78  persons 
to  the  square  mile,  villages  excluded. 

National  average  figures  may  help  picture  the 
problem.  However,  to  be  safe,  plans  for  enroll- 
ing should  be  based  on  information  developed 
around  the  local  health  service  area.  Such  a 
health  service  area  would  be  contiguous,  would 
have  more  or  less  definitely  defined  boundaries 
indicated  by  the  movement  of  the  families  to- 
ward the  center  to  secure  various  types  of  health 
services  that  are  available.  The  area  should  not 
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be  too  large,  varying  with  the  density  of  popula- 
tion and  the  transportation  facilities. 

Such  an  area  was  located  comprising  12  coun- 
ties that  had  72  towns  in  which  lived  one-third  of 
the  population.  The  remaining  two-thirds  of  the 
people  lived  in  the  open  country.  Some  of  those 
living  in  town  worked  for  various  farmers.  Many 
variations  will  be  encountered  in  different  local 
areas. 

No  doubt  the  survey  preceding  the  location  of 
hospitals  under  the  Hill-Burton  bill  will  be  on  a 
local  area  basis.  If  so,  the  survey  facts  thus  ob- 
tained can  be  used. 

This  suggests  local  planning  through  local 
committees,  in  areas  other  than  industrial,  with 
all  groups  represented  including  farm  organiza- 
tions assisted  by  representatives  of  prepayment 
plans. 

Iowa  Blue  Cross,  in  cooperation  with  the  Farm 
Bureau  are  developing  such  a program  of  local 
planning.  Fifty-five  counties  now  have  a Health 
Improvement  Association. 

A-study  of  the  available  health  facilities,  ways 
of  extending  their  use,  the  costs  of  health  serv- 
ices, the  future  needs  and  methods  of  payment 
of  these  costs,  all  add  up  to  that  basic  factor — 
health  education.  The  ratio  of  use  of  different 
services  should  come  into  the  picture. 

Many  farmers  approached  recently  think  of 
full  health  service  coverage  because  that  is  what 
they  read  in  the  discussions  on  health  legisla- 
tion. They  did  not  analyze  the  problem  from  the 
viewpoint  of  what  portion  they  could  better  af- 
ford to  carry  themselves.  When  the  principle  of 
insuring  against  high  losses  or  high  costs  are  ex- 
plained and  that  premium  costs  go  band  in  hand 
with  incident  of  use  and  amount  of  claims,  that 
one  fire  occurs  in  about  1200  dwellings  insured, 
one  death  in  about  165  persons  insured  and  one 
hospital  ease  in  10  persons,  with  a medical  bill 
and  hospital  bill  following,  in  each  case  the  pre- 
mium varying  for  a definite  reason,  they  show 
a willingness  to  analyze  the  problem.  Why  in- 
sure against  the  day  to  day  medical  care  costs 
when  nearly  every  farm  family  (about  86%) 
uses  that  type  of  medical  service  one  or  more 
times  a year  1 

Community  committee  organizations,  stimu- 
lated by  medical  service  plans,  but  carried  on 
by  leaders  of  various  organizations,  tend  to  cre- 
ate effective  demand  and  spread  the  cost  of  edu- 
cation. 


Enrollment  can  proceed  at  once  where  facili- 
ties are  available  for  the  services  offered  in  the 
contract.  Most  of  you  are  enrolling  in  these 
areas  now. 

Where  facilities  are  not  available  to  meet  re- 
quirements,  enrollment  might  be  started  ahead 
of  the  completion  of  the  hospital  while  local  in- 
terest is  high,  provided  enrollment  is  not  too  far 
ahead  of  the  service  becoming  available.  Such 
advance  enrollment  may  actually  serve  as  a par- 
tial guarantee  of  income  for  the  hospital  and 
for  the  incoming  hospital  staff. 

It  is  generally  claimed  that  ability  to  purchase 
must  accompany  a desire  to  obtain  services  be- 
fore there  is  effective  demand.  Technically  that 
is  true.  But  I have  seen  a group  of  farmers  pro- 
gressively pay  more  for  medical  care  as  they 
learned  more  about  what  medical  science  could 
do  for  them  and  what  it  costs.  The  average  an- 
nual family  payments  were  $7.72  in  cash  before 
the  program  started ; $14.68  the  first  year, 
$26.35  the  second  and  $32.56  the  third.  It  is 
true  that  family  incomes  went  up  some  but  not 
approaching  doubling  the  first  two  years  as 
health  service  payments  did.  Most  of  the  differ- 
ence is  attributed  to  effective  demand  and  a will- 
ingness to  cut  other  expenditures  in  an  effort  to 
more  nearly  meet  the  medical  costs. 

The  local  leadership  is  important  in  obtaining 
farmer  acceptance.  The  organizations  used  may 
be  different  in  different  states  or  portions  of  the 
same  state. 

Some  of  the  farm  organizations  are  : Farm  Bu- 
reau, Grange,  the  Rural  Electrification  Associa- 
tions, Dairy  Associations,  Farmers  Elevators, 
Farmers  Mutual  Insurance  companies,  Farmers 
Mutual  telephone  lines  and  in  some  areas  such 
organizations  as  the  wool  growers,  live  stock 
shippers  and  consumers  cooperatives.  Buying 
and  selling  organizations  have  the  advantage  of 
deducting  from  proceeds  or  collecting  with  the 
billing  the  amount  of  the  premium. 

In  many  places  clubs  are  helpful,  at  least  on 
some  phases  of  the  educational  program  as  Agri- 
cultural Extention  groups,  4 H Clubs,  Parent 
Teachers  and  others.  Agencies  such  as  Farmers 
Home  Adm.,  Social  Security,  Veterans  Adm. 
and  others  should,  through  contract  arrange- 
ments, increase  the  persons  covered. 

So  far,  as  I see  it.  Blue  Cross  and  Medical 
Service  Plans  have  worked  through  the  Farm 
Bureau  more  than  any  other  farm  organization. 
Results  are  encouraging  and  point  the  way. 
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This  statement  comes  from  the  Missouri  Farm 
Bureau  Federation:  “With  the  medical  service 
plan  furnishing  a person  to  direct  the  campaign, 
with  the  medical  councilor  or  other  local  doctor 
to  assist  with  the  presentations,  and  with  Mr. 
Chester  Starr,  Director  of  Health  Services  of 
the  Farm  Bureau,  working  through  the  local 
county  Farm  Bureaus,  in  six  months’  time  from 
March  15  to  September  15,  1946,  1946  contracts 
were  negotiated  covering  3809  persons,  most  of 
which  were  in  Kansas  City  territory.  Mr.  Helsby 
and  his  staff  did  a fine  job.  In  a 10-day  cam- 
paign in  Clay  County,  the  results  were  131  medi- 
cal service  contracts,  71  new  Blue  Cross  contracts 
to  bring  the  total  to  244  and  16  new  Farm  Bu- 
reau members.” 

Results  of  this  kind  with  human  interest 
stories  passed  around  will  encourage  farm  groups 
elsewhere  to  “Go  thou  and  do  likewise.”  They 
need  to  know  that,  it  can  be  done. 

Doctors  and  hospitals  can  play  a big  part- 
in  maintaining  effective  demand  by  the  way  they 
handle  a patient  who  presents  an  identification 
card.  Right  then,  a pat  on  the  back  and  a state- 
ment to  the  effect  “It’s,  lucky  you  had  that 
card,”  or  “You  have  a real  service  there;  keep 
it  up,”  will  accomplish  wonders  in  establishing 
confidence  on  the  part  of  the  farm  family.  Then, 
too,  the  card  holder  can  be  encouraged  to  enroll 


others.  It  will  only  take  a few  minutes  to  place 
these  thoughts  at  the  opportune  time. 

This,  I think,  ties  in  pretty  close  to  the  work 
with  doctors  through  doctor  committees  that  Mr. 
Smith  from  California  presented  so  forcefully 
yesterday.  Several  local  doctors  with  full  in- 
formation to  support  enrollment  presentations, 
and  all  doctors,  or  nearly  all,  to  assist  in  main- 
taining effect  demand  should  be  an  objective. 

Here  are  other  phases  of  the  problem  that  need 
to  be  looked  into  for  long-time  planning  that  I 
will  not  take  the  time  to  touch  upon  today. 

There  has  been  nothing  new  in  this  brief  get- 
acquainted  presentation.  Granting  that  the  rural 
enrollment  problem  may  seem  to  be  a “harder 
job,”  it  must  be  remembered  that  anything  is 
easy  after  we  know  how,  and  certainly  there  is 
the  ability  in  this  group  to  develop  to  the  “ N ’ ’th 
degree  that  “Know  How.” 

Sure,  we  need  to  figure  the  enrollment  costs 
and  the  proper  distribution  of  the  risks.  We  need 
also  to  evaluate  the  importance  to  volantary 
plans  of  enrolling  the  rural  segment  of  the  pop- 
ulation. We  need  a plan  of  action  now,  or  the 
strengthening  of  the  rural  enrollment  plan  we 
do  have,  even  though  we  cannot  answer  all  the 
problems  involved. 

Successful  results  are  being  obtained  in  a num- 
ber of  states.  More  will  follow  as  we  go  ahead. 


Arizona  Medical  Problems 

CONSULTATION  AND  CASE  ANALYSIS 

articles  on  clinical  research ; Attending  Physi- 


ARIZONA  MEDICINE  again  presents  an 
unsolved  and  difficult  case  from  the  prac- 
tice of  Ai’izona  physicians,  with  the  Case- 
Analysis  and  comments  of  a specially-chosen 
and  nationally-knowii  Consultant. 

Any  physician  who  has  an  undiagnosed 
case  which  has  defied  other  methods  of  solu- 
tion may  send  it  for  consideration.  The  case 
should  be  completely  worked  up,  but  an  ed- 
itor will  help  compose  the  report.  When- 
ever the  need  for  an  answer  is  urgent,  the 
Consultant's  reply  will  be  sent  direct  to  the 
submitting  physician,  before  publication. 

Please  send  communications  and  data  to 
Dr.  W.  H.  Oatway,  Jr.,  123  S.  Stone  Avenue, 
Tucson,  Arizona,  or  care  of  The  Editor,  Ari- 
zona Medicine. 


(The  Consultant  in  this  case  is  Dr.  Newell 
Clark  Gilbert  of  Chicago,  Professor  of  Medicine 
and  chairman  of  the  department,  Northwestern 
University  Medical  School;  author  of  numerous 


cian  at  St.  Luke  s Hospital  since  1916 ; and 
chairman  of  the  editorial  board  of  the  Archives 
of  Internal  Medicine.  Dr.  Gilbert  has  had  a spe- 
cial interest  in  cardio-vascular  diseases.) 


CASE  NUMBER  IV 

The  patient  is  a white  female,  44  years  of  age. 
She  came  to  Arizona  in  December,  1943  to  avoid 
cold  weather,  which  “aggravated  the  pain  in  her 
legs.”  She  had  previously  lived  in  a small  mid- 
western  city  where  she  worked  as  an  insurance 
agent. 

Her  illness  began  in  the  late  summer  of  1942. 
though  it  is  possible,  in  retrospect,  that  she  was 
unwell  earlier  (unusual  fatigue  was  present  dur- 
ing the  previous  year,  and  during  the  winter  she 
had  had  “chill-blains”  when  “one  finger  turned 
white,”  and  sometimes  her  “hands  seemed  dirty 
when  she  took  off  her  mittens”). 

In  August,  1942  she  had  an  infection  of  the 
gums,  and  treated  it  with  a “sulfa  powder”  pre- 
scribed by  her  dentist.  She  suddenly  developed  a 
severe  pain  in  the  left  side  of  her  face;  the  dentist 
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found  none  of  the  teeth  to  be  abscessed,  and  sug- 
gested that  she  see  a doctor,  since  she  seemed  to 
have  a fever. 

Her  physician  was  out  of  town,  and  a malaise, 
asthenia,  fever,  and  symptoms  of  a “cold”,  con- 
tinued during  the  two  weeks  which  passed  be- 
fore she  sought  other  medical  advice.  She  was 
sent  to  the  hospital  with  a diagnosis  of  “flu”  for 
10  days.  Sulfathiazole  caused  nausea,  so  she  took 
sulfadiazine  for  five  days.  She  improved  some- 
what, and  was  allowed  to  go  home.  The  fever 
again  rose  one  degree  and  the  discomfort  in- 
creased: it  was  most  severe  in  the  hands,  and 
pain  became  so  great  that  she  could  not  close 
them.  The  doctor  suggested  that  the  trouble 
came  from  a chronic  cough,  which  he  said  was 
due  to  bronchiectasis. 

in  late  October  she  consulted  an  internist  on 
the  staff  of  a teaching  hospital,  and  he  has  kindly 
sent  the  following  data; 

"The  patient  was  a solidly-built,  slightly  obese 
woman  with  light  red  hair.  Her  appearance  was 
that  of  polycythemia,  with  a flushed  and  slight- 
ly cyanotic  skin,  most  notable  in  the  face,  lips, 
and  extremities.  There  was  conjunctival  injec 
tion,  the  gums  and  mucous  membranes  were  suf- 
fused and  bluish,  and  there  was  a marked  cyano- 
sis of  the  nailbeds.  The  fingers  were  spatulate, 
the  toes  were  of  a hammer  type,  but  there  was 
no  clubbing. 

“All  of  the  muscles  of  the  body,  including  the 
extremities,  torso,  and  face  were  quite  tender 
to  pressure.  Her  temperature  was  100  degrees, 
pulse  100,  and  B.P.  140/90.  There  were  no  abnor- 
mal heart  signs  except  an  accentuation  of  A^. 
There  were  a few  m.c.  rales  at  the  right  lung 
base.  Fluoroscopy  showed  a moderate  truncal 
accentuation  in  the  lungs. 

“She  gave  an  additional  history  of  a diarrhea 
(4  to  6 loose  stools  a day)  for  ‘at  least  30  years’, 
and  of  a chronic  cough  and  expectoration  which 
began  with  a bronchitis  which  lasted  four  years 
after  whooping-cough  at  the  age  of  four  ,and 
worsened  with  chronic  sinusitis  which  began  in 
adolescence.  She  raised  several  teaspoonfuls  of 
sputum  each  day.  She  has  been  subject  to  spring 
(tree)  pollenosis. 

“The  pain  in  the  hands  and  feet  was  not  cramp- 
like, but  aching.  The  arms  and,  especially,  the 
feet  had  tended  ‘to  go  to  sleep',  and  the  fingers 
to  become  cold  and  numb.  The  discomfort  and 
clumsiness  were  always  worse  in  the  morning  be- 
fore the  hands  were  exercised. 

“The  patient  was  hospitalized  at  once.  Further 
studies  showed  a normal  temperature  and  pulse: 
a B.P.  of  150/100:  a normal  HBC  and  Hb;  WBC— 
5,500,  PMN— 51%;  L— 38%,  M.— 9' , , E. — 2%; 
blood  sugar — 97  mgm;  NPN — 30  mgm;  blood  cal- 
cium— 8.7  and  8.6  mgm;  phosphorus — 3.5  and  3.3 
mgm;  total  protein  7.1  gm.falb.  3.8,  glob.  3.3);  sed. 
rate — 18  mm/hr.;  urinalysis — normal;  BMR. — 
( — )5%;  trichina  skin  test — negative;  ECG. — nor- 
mal; minor  hypertrophic  joint  changes  in  the 
hands  by  x-ray;  urine  creatinine— 1.3  grn.;  and 
urine  ereatin — 0.19  gm.  per  24  hr.  specimen.  (The 
creatin  figure  was  considered  to  be  ten  times  nor- 
mal for  an  adult.)  A neurologic  consultant  found 
no  nerve  lesions,  and  suggested  a diagnosis  of 
‘atypical  dermatomyositis.’  A muscle  biopsy 
showed  a hyaline  degeneration  of  many  fibres, 
but  no  signs  of  inflammation  or  arterial  change. 

“A  diagnosis  could  not  be  made  with  certainty. 
She  was  given  a series  of  fever  treatments,  using 
the  Kettering  chamber,  with  considerable  relief 
from  pain.  She  was  discharged  on  a regimen  of 
rest,  a grain  of  glycine  t.i.d.,  postural  drainage 


for  the  bronchial  secretions,  aspirin  for  pain,  and 
oral  doses  of  mecholyl.  Several  teeth  had  been 
removed  during  her  stay  in  the  hospital. 

“Two  months  later  she  developed  a severe 
‘cold’,  bhonchitis,  and  infection  of  the  sinuses. 
(She  had  been  considerably  improved  following 
the  last  hospital  treatment.)  After  three  days  of 
sulfadiazine  treatment  at  home,  she  was  admit- 
ted to  the  hospital.  Except  for  the  respiratory 
signs,  the  only  notable  findings  were  5%  eosino- 
philes  in  an  otherwise  normal  blood  count,  and 
a B.P.  of  122/88.  After  general  and  symptomatic 
treatment  she  was  discharged  in  two  days  as 
improved. 

“For  the  next  few  months  she  had  episodes 
when  the  pain  became  more  severe.  These  were 
relieved  by  fever  therapy  (though  injections  of 
killed  typhond  were  not  similarly  effective).  In 
March,  1943  the  episodes  often  made  work  im- 
possible, and  on  one  occasion  she  was  admitted 
to  the  hospital  with  an  increase  of  pain  in  the 
back  and  the  anterior  chest.  She  was  afebrile. 
Laboratory  work  was  non-contributory  except 
for  a sed.  rate  of  18  mm.,  and  stools  which  were 
negative  for  blood,  ova,  and  parasites.  A muscle 
biopsy  showed  edema,  fresh  hemorrhage,  in  the 
connective  tissue,  and  a perivascular  infiltration 
of  round  cells  (chiefly  lymphocytes)  without  ne- 
crosis or  fibrosis.  It  was*  considered  not  to  he 
characteristic  of  periarteritis  nodosa. 

“Another  admission  for  back  pain  in  June,  1943 
failed  to  produce  notable  findings.  Moderate  hy- 
pertrophic spurs  were  found  along  the  anterior 
vertebral  bodies  by  x-ray.  rPhe  impressions  were 
still  ‘myositis;  vaso-spastic  disease.’  ” 

She  was  then  sent  to  the  Mayo  Clinic  for  con- 
sultation, and  a complete  general  examination 
was  done.  Special  studies  of  the  eyes,  teeth,  skin, 
chest,  and  gastro-intestinal  tract  (including  stool 
examinations  and  an  x-ray  series)  were  negative. 
Two  muscle  biopsies  showed  no  diagnostic  chang- 
es. They  suspected  periarteritis,  but  without 
evidence. 

At  this  point  a possible  sensitivity  to  sulfona- 
mides (just  described  by  Rich)  was  considered. 
Her  first  facial  pain  had  followed  a “sulfa”  mouth- 
wash, and  she  had  been  given  “sulfa”  drugs  three 
times  during  the  next  few  months,  during  which 
time  she  had  developed  a more  serious  condition. 
All  further  use  of  such  drugs  was  banned. 

She  arrived  in  Tucson  in  December,  1943.  The 
vessel-spasms  had  become  more  marked  in  the 
lips,  nose,  hands,  and  feet;  they  followed  ex- 
posure to  cold  air;  pain  occurred  only  after  use 
of  the  hands  and  feet;  and  the  feet  were  numb 
when  pendant.  She  had  developed  a constant 
vise-like  substernal  pain;  had  frequent  headaches; 
had  developed  hemorrhoids;  and  had  noted  the 
rupture  of  small  vessels  in  the  leg.  Other  symp- 
toms were  the  same  as  previously  described.  The 
menses  were  normal.  She  had  ceased  to  take 
mecholyl.  The  general  examination  was  almost 
the  same.  The  B.P.  was  155/110,  a notable  in- 
crease. The  sed.  rate  was  50  mm.;  gastric  acidity 
was  normal;  and  a blood  count  showed  a leucocy- 
tosis,  with  a normal  number  of  eosinophiles. 

She  remained  in  Arizona  three  months,  the 
only  relief  being  due  to  the  relatively  milder 
weather.  She  often  had  a fever  of  99.6  to  100 
degrees.  The  left  ear,  lower  facial,  and  cervical 
areas  were  severely  painful.  Drugs  and  vita- 
mins failed  to  change  any  part  of  the  picture.  A 
histamine-wheal  test  was  positive  (1cm.)  in  15 
min.  on  the  arm;  2 cm.  in  15  min.  on  the  leg. 

She  was  referred  to  an  internist  in  Chicago, 
and  he  was  unable  to  reach  a diagnosis  of  the 
vascular  condition.  He  noted  a macular  flush,  or 
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rash,  in  a “butterfly”  area  on  the  neck  and  ad- 
vised avoidance  of  sun.  E.  histolytica  were  found 
in  stools  obtained  during  her  stay  in  his  hospital. 

During  the  summer  of  1944  in  Wisconsin  she 
had  a continuance  of  symptoms.  A proctoscopic 
examination  was  negative;  stools  were  repeatedly 
negative;  and  a trial  of  treatment  for  amebiasis 
failed. 

The  patient  returned  to  Tucson  to  live  in  No- 
vember, 1944.  The  chest  pain,  headaches,  cough 
and  sputum,  and  diarrhea  were  unchanged.  Her 
strength  was  better.  She  had  had  one  small  hem- 
optysis, rare  fever.  The  weight  was  up  to  188  lbs. 
(it  had  been  as  high  as  209  in  1941.)  The  vessel 
spasms  had  now  taken  on  a regular  secjuance, 
with  the  fingers  first  turning  white  and  cold, 
then  purple  and  cold,  and  then  red  and  warm. 
The  feet  reacted  similarly,  though  the  white 
stage  was  prolonged.  The  B.P.  was  up  to  165/110. 
The  aorta  was  mildly  prominent  by  fluoroscopy. 
A reducing  diet,  aminophyllin,  and  stilbes'Tol 
were  prescribed;  the  only  effect  was  a slight  loss 
of  weight.  The  drugs  were  discontinued. 

During  the  winter  of  1944-45  she  began  work, 
and  lost  15  lbs.  She  had  abdominal  pains  at  times; 
on  one  occasion  she  “blacked-out”  during  the 
pain,  following  which  her  left  arm  was  “dead” 
for  a day.  Her  B.P.  was  caught  at  180/110.  She 
developed  a wet  rash  under  her  breasts  ( psoria- 
tic intertrigo). 

Penicillin  became  available  in  June,  1945,  and 
she  was  hospitalized  for  a trial.  The  rest  helped 
her  general  condition;  there  was  no  change  in 
the  vessel  spasm;  but  a photophobia  cleared  for 
three  weeks,  and  her  intertrigo  cleared  perma- 
nently. 

During  the  year  between  June,  1945  and  July, 
1946,  her  symptoms  were  about  the  same.  She 
noted  puffy  eyelids  some  mornings;  had  a droop 
of  the  left  upper  lip  which  lasted  for  two  months; 
and  had  occasional  blood  vessel  ruptures.  In  mid- 
winter the  blood  pressure  rose  to  200/115,  but 
lowered  to  138  /90  with  rest  and  sedatives  for  a 
few  weeks. 

In  July,  1946  a skin  rash,  which  had  been  de- 
veloping for  18  months  became  florid.  It  was  a 
fused-papular,  dark-pink  lesion  which  itched.  It 
involved  certain  areas  exposed  to  the  sun,  includ- 
ing the  dorsal  forearms,  shins,  necklace  area,  and 
a small  area  on  the  nose.  It  caused  a depigmenta- 
tion wherever  it  occurred.  It  probably  was  sea- 
sonal, with  the  first  flareup  starting  in  June  in 
Wisconsin,  and  the  next  year  in  March  in  Ari- 
zona, the  difference  being  due  to  earlier  sun  in- 
tensity in  Arizona.  A trial  of  benadryl  relieved 
the  pruritis,  but  lesions  continued  to  develop  on 
the  shins.  The  impression  was  “photosensitive 
dermatitis.”  Lotions  and  ointments  were  of  no 
value.  She  requested  the  use  of  calcium  and 
vitamin  D.  (the  blood  Ca.  was  11.8  mgm.,  phos- 
phorus 3.75  mgm,  and  phosphotase  2.5U.%);  no 
effect  was  noted.  A blood  count  and  urinalysis 
were  normal  at  that  time. 

During  November,  1946,  sulfathalidine  was  pre- 
scribed for  the  diarrhea,  without  effect  on  that 
condition  or  the  vascular  spasms.  In  December, 
emetine  and  yatrin  were  used  without  effect. 
These  drugs  were  then  repeated,  and  for  the  next 
two  months  she  averaged  only  two  formed  stools 
a day.  Penicillin  has  been  used  again,  has  had 
no  effect  on  the  skin,  but  has  reduced  the  amount 
of  purulent  sputum  for  several  days  after  each 
usage.  Nitroglycerine  has  been  used  successfully 
for  relief  of  the  more  severe  substernal  pains.  It 
is  planned  to  again  use  penicillin  aerosol. 


In  general  she  now  feels  slightly  better,  per- 
haps due  to  less  work  and  more  rest.  The  B.P. 
has  been  lower,  especially  in  the  diastolic  phase, 
with  recent  readings  of  155/90  and  130/80.  The 
general  aches  and  pains  in  the  hands  and  feet 
are  unchanged  and  often  severe.  Her  toe-nails 
have  become  thick,  brittle,  and  “dead.”  Several 
skin  areas  have  become  eczematous,  but  the  arm 
lesions  were  “dormant”  during  the  winter.  The 
diarrhea  has  recurred,  after  several  weeks  with- 
out therapy. 

QUESTIONS— 

1.  What  is  the  diagnosis  of  the  vascular 
condition  ? 

2.  Is  the  use  of  sulfonamides  responsible? 

3.  What  is  the  significance  of  some  of  the 
early  findings  (biopsies,  creatin  excretion,  etc.)  ? 
How  can  the  rise  and  fall  of  blood  pressure  be 
explained  ? 

4.  Do  you  think  the  etiology  of  the  bronchitis 
and  colitis  is  the  same  (a  chronic,  low-grade,  late 
fibrous  pancreatitis),  or  unrelated? 

5.  Can  the  skin  lesions  he  correlated  with 
the  other  abnormalities? 

6.  What  methods  of  diagnosis  and  treatment 
do  you  suggest  in  this  case? 

ANSWER— 

As  far  as  possible  in  considering  this  case, 
we  must  adhere  to  what  should  always  be  a guid- 
ing principle — we  must  endeavor  to  make  a rath- 
er complex  array  of  symptoms  conform  to  one 
diagnosis,  and  to  avoid  multiple  diagnoses  as  far 
as  is  possible.  As  my  former  chief,  Dr.  Robert 
B.  Preble,  often  said:  “One  diagnosis  is  apt  to 
be  wrong,  and  the  more  we  multiply  our  diag- 
noses, the  more  opportunities  for  error."  In 
this  case,  a single  diagnosis  is  not  as  difficult  as 
it  appears  at  first  glance. 

It  would  not  be  an  infringement  of  this  rule 
if  we  eliminated  two  symptoms  which  appeared 
long  before  the  present  illness.  At  the  age  of 
four  the  patient  had  an  attack  of  whooping 
cough,  frequently  a factor  in  the  etiology  of 
bronchiectasis.  There  is  a history  of  chronic- 
upper  respiratory  infections,  a very  frequent 
precursor  of  bronchiectasis.  I think  also  that  we 
are  justified  in  ruling  out  the  diarrhea,  which 
also  long  antedated  the  present  infection.  Amoe- 
biasis  is  fairly  common,  and  failure  to  find  the 
amoeba  in  the  laboratory  does  not  always  mean 
very  much.  Here,  it  was  actually  found  at  one 
time.  She  was  never  very  adequately  treated, 
although  after  one  short  course  of  treatment 
she  was  temporarily  better.  Amoebiasis  is  more 
resistant  to  treatment  than  one  might  suppose 
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from  reading  the  literature  extolling  the  virtues 
of  certain  drugs. 

We  have  here  then,  a “solidly  built,  slightly 
obese  woman,”  with  a rather  bewildering  group 
of  symptoms  and  findings,  beginning  about  four 
years  previous  to  the  last  examination.  There  is 
a polyarthraigia,  tenderness  of  all  of  the  muscles 
on  pressure,  puffiness  of  the  eyes,  Raynaud-like 
symptoms,  and  skin  lesions  which  appear  espe- 
cially on  the  exposed  portions  of  the  body.  With 
this  is  a moderate,  irregular  fever.  It  is  a group 
of  symptoms  involving  so  generally  the  soft  tis- 
sues of  the  body  that  it  should  lead  us  to  think 
of  one  closely  relate®  and  interlacing  group  of 
diseases.  This  has  been  referred  to  as  the  col- 
lagen group,  because  of  the  similarity  of  their 
histological  findings,  or  the  rheumatoid  group, 
because  of  the  almost  constant  joint  symptoms. 
It  includes  pariarteritis  nodosa,  lupus  erythe- 
matosis  disseminata,  and  dermatomyositis.  Scler- 
oderma may  not  be  so  distantly  related.  They 
are  very  similar  indeed  pathologically,  and  the 
symptomatology  overlaps  in  so  many  ways  that 
it  is  not  always  easy  to  draw  a very  sharp  line 
between  them. 

In  this  case  I think  that  we  can  definitely 
settle  upon  a diagnosis  of  dermatomyositis.  This 
diagnosis  reconciles  all  of  the  symptoms  and 
findings.  The  lack  of  visceral  symptoms,  espe- 
cially in  so  long  a history,  helps  rule  out  peri- 
arteritis nodosa.  In  a disseminated  lupus,  we 
should  expect  more  evidence  of  involvement  of 
the  serous  membranes  and  of  the  blood  forming 
organs.  It  would  be  very  unusual  to  go  so  long 
without  evidence  of  kidney  involvement,  altlio 
it  is  possible.  The  polyarthritis,  the  skin  lesions, 
the  irregular  fever  go  with  all  three,  but  the 
prolonged  course  is  less  frequent  in  periarteritis 
nodosa  and  disseminated  lupus.  Each  of  these 
processes  was  apparently  thought  of  by  one  or 
another  of  the  consultants. 

Here  we  have  the  rather  typical,  gradual  on- 
set of  a dermatomyositis,  with  a low-grade  fever, 
and  malaise.  The  dermatitis  was  apparently  not 
conspicuous  at  first.  The  joints  were  painful 
and  have  continued  to  be  so,  with  remissions. 

The  most  important  sign  is  the  generalized 
muscle  tenderness.  This  assumes  even  greater 
significance  because  there  Avas  associated  Avith  it 
a great  increase  in  the  urinary  creatine  and  cre- 
atinine. This  occurs  in  diseases  in  Avhich  the 
muscles  are  immlved,  either  because  of  acute  in- 
flammatory changes,  or  chronic  changes.  In  the 


myopathies,  the  storage  and  utilization  of  either 
ingested  or  endogenous  creatine  is  interfered 
with.  This  results  in  a great  increase  in  the 
urinary  output  of  both  creatine  and  creatinine. 

The  muscle  biopsy  Avas  a little  disappointing, 
as  one  would  expect  if  looking  for  a periarteritis. 
But  they  did  find  the  perivascular  infiltration 
with  round  cells,  which  goes  with  a dermatomyo- 
sitis. 

The  puffy  eyes  are  also  consonant  with  our 
diagnosis,  and  are  not  infrequent.  They  fre- 
quently require  a differential  diagnosis  from  tri- 
chinosis, although  this  same  symptom  in  trichino- 
sis may  also  be  an  expression  of  hypersensitiza- 
tion. 

The  symptoms  of  Raynaud’s  Disease  also  are 
occasionally  part  of  the  picture  in  dermatomyo- 
sitis. 

The  dermatitis,  especially  as  regards  the  but- 
terfly pattern,  and  the  photo-sensitivity,  are  per- 
haps more  like  a lupus,  but  there  is  nothing  in 
the  skin  lesions  of  the  three  which  is  absolutely 
characteristic  of  any  of  them. 

The  variations  in  blood  pressure  are  not  too 
remarkable.  The  substernal  pain  may  have  been 
due  to  vascular  changes  involving  the  coronary 
arteries,  or  it  may  have  been  a root  pain,  or  one 
of  many  things,  any  one  of  which  could  readily 
fit  into  the  picture.  The  hypertension  has  sub- 
sided with  rest. 

The  laboratory  findings  do  not  add  much  one 
way  or  the  other.  The  change  in  the  A-G  ratio 
Avas  probably  due  to  the  diarrhea.  It  Avould  be 
nice  if  there  Avere  an  eosinophilia,  but  it  is  not 
at  all  necessary. 

After  the  work  of  Rich,  it  seems  very  reason- 
able to  regard  these  three  processes  as  expres- 
sions of  hypersensitization.  This  is  especially 
true  of  periarteritis  nodosa,  and  disseminated 
lupus,  Avhen  the  association  Avith  some  sensitiz- 
ing agent  is  often  very  clear  clinically.  This  is 
equally  true  of  dermatomyositis.  In  this  case, 
suspicion  is  directed  at  the  sulfonamides.  A 
small  dose,  such  as  the  dentist  used  in  this  case, 
is  quite  as  potent  as  a large  dose,  or  even  more 
so  in  producing  a sensitization.  Or  the  bronchi- 
ectasis may  haAre  been  a source  of  sensitization, 
or,  if  one  Avishes  to  stretch  the  imagination  a lit- 
tle, eA’en  the  amoebiasis. 

There  is  no  specific  treatment.  Exposure  to 
the  sun  should  be  avoided,  and  attention  paid  to 
general  care  and  symptoms. 

AVe  see  no  reason  for  suspecting  pancreatitis. 
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The  amylase  lias  been  reported  normal.  She 
should  have  further  courses  of  penicillin  aerosol 
for  the  bronchiectasis,  followed  by  a course  of 
streptomycin,  as  by  this  time  it  is  certainly  a 
mixed  infection.  This  should  be  repeated,  if 
necessary.  The  question  of  amoebiasis  should  be 
settled,  and  adequate  treatment  instituted  if  it 
is  present. 

Dermatomyositis  is  a generalized  disease  in- 
volving the  whole  body,  and  there  is  no  place  for 


surgery.  Some  of  the  new  antihistamine  drugs 
could  be  employed,  but  I would  doubt  their  value. 

Dermatomyositis  is  probably  not  altogether  an 
irreversible  disease.  Cases  of  periarteritis  nodosa 
have  been  known  to  recover,  and  it  is  fair  to  as- 
sume that  there  might  be  favorable  cases  of 
dermatomyositis.  Certainly  the  patient  should 
never  touch  any  sulfonamides. 

N.  C.  GILBERT,  M.  D. 

Chicago,  Illinois. 


Cancer  Current  Literature 


196.  Palumbo,  Louis  T. — (Yet.  Adm.,  Hines, 
Iowa) . 

HEMIPELVECTOMY  IN  THE  TREAT- 
MENT OF  OSTEOGENIC  SARCOMA  OF 
THE  ILIUM.  J.  Iowa  State  M.  Soc.  37  :190-196 
(May,  1947). 

132  cases  have  been  reported  in  literature.  A 
mortality  of  60  per  cent  was  reported  in  the  first 
79  cases.  In  the  past  eleven  years  the  operative 
mortality  has  dropped  to  14  per  cent.  The  over 
all  mortality  was  36  per  cent. 

This  drop  in  mortality  has  been  due  to  the  de- 
velopment of  methods  of  combating  shock  and 
hemorrhage. 

Details  of  the  operation  are  given. 

Of  45  patients  here  followed  for  five  or  more 
years,  21  remained  clinically  well  and  24  died. 

15  references. 

212.  Pendergrass,  Eugene  P.  and  Kirsh,  Da- 
vid— (Hosp.  U.  Pa.,  Phila.,  Pa.). 

ROENTGEN  MANIFESTATIONS  IN  THE 
SKULL  OF  METASTATIC  CAROTID  BODY 
TUMOR— OF  MENINGIOMA  AND  OF  MUCO- 
CELE. Am.  J.  Roentgenol.  57 :417-428  (April, 
1947). 

“The  clinical,  roentgenological,  and  pathologi- 
cal findings  in  three  patients  with  osteolytic  of 
the  skull  are  presented.  The  underlying  lesions 
were  a metastatic  carotid  body  tumor,  a meningi- 
oma and  a mucocele. 

All  of  these  patients  had  certain  similar  physi- 
cal findings,  such  as  exophthalmos.  The  various 
studies  are  discussed  in  detail,  in  an  effort  to  em- 
phasize differential  diagnostic  criteria.” 

— Author’s  summary. 

14  references,  19  plates. 


185.  Lofgren,  L. — (Helsingfors,  Finland). 

CONTRIBUTION  TO  THE  STUDY  OF  THE 
SO-CALLED  GLOMUS  TUMOURS.  Ann.  Chir. 
et  gynaec.  fennial.  361:  No.  1,  25-46  (1947). 

Diagnosis  of  these  tumors  is  often  difficult  but 
extremely  important  from  a practical  medical 
point  of  view,  and  the  tumor  is  not  generally 


known  among  physicians.  Here  is  short  histori- 
cal review,  a description  of  the  anatomy  and 
physiology  of  the  normal  glomus,  and  a descrip- 
tion of  the  clinical  and  histopathological  picture 
of  glomus  tumors  are  given. 

Three  cases  are  reported,  of  which  two  by  their 
localization  on  the  lip  differ  from  these  previous- 
ly known. 

56  references. 


186.  Reese,  Algernon  B. — ‘Inst.  Ophth.  Pres- 
byterian Hosp.,  N.  Y.). 

PIGMENTED  TUMORS.  Am.  J.  Ophth. 
30:537-565  (May  1947). 

“(The  author  discusses)  in  this  presentation 
tumors  which  seem  to  differ  genetically,  histo- 
logically, and  clinically  but  all  of  which  have  one 
factor  in  common,  that  is,  pigment.  However, 
this  one  factor  is  so  conspicuous  that  it  tends  to 
dominate  the  histologic,  as  well  as  the  clinical 
picture.  (He  believes)  that  were  it  not  for  this 
prominent  pigment  factor,  these  tumors  would 
be  recognized  as  differing  in  fundamental  re- 
spects, including  prognosis.  Is  it  not  time,  there- 
fore, that  we  cease  calling  all  tumors  which  har- 
bor pigment  ‘melanomas’  and  attempt  to  desig- 
nate them  by  various  terms  which  connote  their 
separate  entities?” 

A suggested  terminology  for  six  classifications 
follows. 

56  references,  30  plates. 


215.  Jones,  John  C. — (1136  W.  6th  St.,  Los 
Angeles,  Calif.). 

SURGICAL  ASPECTS  OF  BRONCHIO- 
GENIC  CARCINOMA.  J.A.M.A.  134:113-117 
(May  10,  1947). 

In  196  cases  of  carcinoma  of  the  lung  only  39 
per  cent  were  clinically  operable,  and  when  ex- 
ploration in  66  cases  of  this  group  was  done,  only 
39  (59  per  cent  of  66,  20  per  cent  of  196)  were  op- 
erable and  had  pneumonectomy.  Of  these  pa- 
tients 2 (5  per  cent  of  39)  died  in  the  hospital, 
and  11  (29.5  per  cent  of  37)  died  later.  26  patients 
(70.5  per  cent  of  37)  remain  alive,  and  a number 
of  these  will  probably  die  of  recurrence  or  metas- 
tases. 

“ . . . An  otherwise  fatal  disease,  curable  with 
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a 5 per  cent  mortality  rate,  is  a challenge  to  the 
profession  to  make  the  diagnosis  earlier.” 

— Author’s  summary. 

2 references. 


216.  Ochsner,  Alton,  DeBakey,  Michael  E., 
and  Dixon,  Leonard — (Tulane  U..  Sch.  Med.  1430 
Tulane  Ave.,  N.  Orleans  13). 

PRIMARY  PULMONARY  MALIGNANCY 


TREATED  BY  RESECTION:  AN  ANALY- 
SIS OF  129  CASES.  Ann.  Surg.  135.:  522-540 
(May  1947). 

“An  analysis  of  all  patients  in  the  series  oper- 
ated upon  six  months  ago,  or  more,  indicates 
that  a patient  who  lives  through  the  third  year 
after  operation  has  a good  chance  of  being  alive 
at  the  end  of  five  years.  The  survival  rate  is  sig- 
nificantly greater  in  patients  whose  growth  was 
localized.”  Table  of  operability  in  2,034  cases. 

21  references,  27  charts. 


Poliomyelitis  Current  Literature 


157.  Debre,  R.,  and  Thieffry,  S. 

LES  ACCIDENTS  RESPIRATOIRES  DE 
LA  PARALYSIE  INFANTILE  (CLINIQUE, 
PATHOGENIE,  TRA  ITEM  END),  (RESPIRA- 
TORY COMPLICATIONS  OF  INFANTILE 
PARALYSIS  — CLINICAL  DESCRIPTION, 
PATHOGENESIS,  TREATMENT).  Bull. 
Acad,  de  med.,  Paris,  130:658-662  (Nov.  26-Dec.' 
3,  1946). 

Most  frequent  cause  of  respiration  failure  is 
paralysis  of  inter-costal  muscles  and  diaphragm, 
rather  than  bulbar  involvement,  which  is  rare; 
another  cause  is  paralysis  of  pharyngeal  muscles, 
which  permits  accumulations  of  mucus  in  the 
trachea  and  bronchi.  In  any  case  of  the  disease, 
symptoms  of  respiratory  failure  should  be  watch- 
ed for  even  during  the  preparalytic  period,  since 
most  respiratory  cases  develop  after  a period  of 
two,  three,  five  or  even  eight  days.  If  there  has 
been  no  unusual  clinical  sign  in  a careful  examin- 
ation of  the  respiratory  function  four  days  after 
first  paralysis,  however,  the  danger  may  be  dis- 
regarded. Symptoms  are  avoidance  of,  or  jerky, 
interrupted,  speech,  face  pale  with  bluish  circle 
about  mouth,  cough  muffled,  or  impossible;  a 
little  later,  head  held  back,  nostrils  working, 
mouth  partly  open  with  a slight  dragging,  the 
muscles  of  the  neck  showing  under  the  skin  at 
inspiration.  Respirators  are  of  benefit  only  in 
cases  of  paralysis  of  respiratory  muscles  ( inter- 
costal and  diaphragm).  Many  cases  succumb, 
either  rapidly,  or  after  a long  stay  in  the  ap- 
paratus, or  even  several  weeks  or  months  after- 
being  taken  out  of  it,  with  pulmonary  complica- 
tions, often  incorrectly  interpreted  as  broncho- 
pneumonia. These  can  be  recognized  definitely  as 
pulmonary  atelectasis  involving  a bronchial  re- 
gion (Binet’s  pulmonary  hypoventilation)  and 
are  infectious  as  well  as  mechanical  in  acute  at- 
tacks, giving  evidence  for  the  “poliomyelitis  lung" 
which  has  not  yet  been  anatomically  studied. 

158.  Gear,  J.  II.  S.,  Mundel,  B.,  and  Wilson, 
D. — (South  African  Institute  for  Medical  Re- 
sea rcli,  Johannesburg-.) 

THE  DISTRIBUTION  OF  THE  VIRUS  OF 
POLIOMYELITIS  IN  A SEWAGE  PURIFI- 
CATION WORKS  IN  JOHANNESBURG. 
South  African  Med.  J.  336-338  (June  22,  1946). 

“In  an  investigation  to  determine  its  distribu- 
tion in  a sewage  purification  plant,  the  virus  of 
poliomyelitis  was  detected  in  the  raw  sludge,  the 


settled  sewage,  and  the  effluent  from  the  humus 
tanks.  It  was  not  detected  in  treated  sludge  that 
had  undergone  digestion  for  30  days,  nor  in  the 
final  effluent  after  sand  filtration.  It  was  not  de- 
tected in  psychodid  (sewage)  flies  from  the 
sprinkler  filter-beds,  nor  in  the  fecal  droppings 
of  European  swallows  hawking  insects  in  the 
neighborhood  of  the  sewage  works. 

“It  is  noted  that,  although  no  cases  of  frank 
paralysis  had  occurred  in  the  area  served  by  the 
sewage  works  for  nearly  two  months,  the  virus 
of  poliomyelitis  was  still  present  in  the  sewage. 
This  finding  indicates  either  that  silent  infections 
were  still  occurring,  or  that  there  is  a non-human 
source  of  the  virus.  The  available  evidence  fa- 
vours the  former  view. 

“It  is  recalled  that  in  many  sewage  works  the 
effluent  from  the  humus  tanks,  shown  to  be  in- 
fected in  this  investigation,  is  used  to  irrigate 
lands  on  which  vegetables  and  fruit  are  grown. 
The  potential  danger  of  eating  such  vegetables 
and  fruit  raw  is  noted  and  discussed.” 

Authors’  summary) 

2 references. 


159.  Gear,  I.  II.  8.,  Mundel,  B.,  and  Wilson, 
I). — (South  African  Institute  for  Medical  Re- 
search, Johannesburg). 

THE  ISOLATION  OF  THE  VIRUS  OF 
POLIOMYELITIS  FROM  SEWAGE  IN  JO- 
HANNESBURG. South  African  Med.  J.  139- 
140  (Mar.  23,  1946). 

“The  isolation  of  the  virus  of  poliomyelitis 
from  the  sewage  in  Johannesburg  is  described. 
The  virus  was  not  detected  in  the  final  effluent 
after  the  process  of  purification  in  the  sewage 
works.  The  possible  significance  of  the  finding  is 
discussed,  and  it  is  noted  that  the  role  of  infected 
feces  and  sewage  in  the  spread  of  poliomyelitis 
has  not  yet  been  clearly  determined.” 

Authors’  summary) 

4 references 

160.  Gear,  J.  II.  S.,  and  Mundel,  B. — (South 
African  Institute  for  Medical  Research,  Johan- 
nesburg). 

STUDY  OF  AN  OUTBREAK  OF  POLIO- 
MYELITIS OCCURRING  IN  A SUBURB  OF 
JOHANNESBURG.  South  African  Med.  J.  106- 
110  (Mar.  9,  1946). 

“An  outbreak  of  poliomyelitis  affecting  two 
families,  in  each  of  which  two  cases  of  paralysis 
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occurred,  is  described.  Clinical  evidence  suggest- 
ed that  the  disease  was  spread  by  direct  personal 
contact  during  the  incubation  period,  with  one 
case  of  the  first  family. 

“Laboratory  investigations  showed  that  this 
case,  a boy  aged  8,  was  excreting  the  virus  in  his 
feces  at  least  twelve  days  before  the  onset  of  his 
symptoms. 

“Of  fourteen  children  who  were  known  to  be 
in  contact  with  him  during  this  time,  two,  both 
members  of  the  second  family,  developed  paraly- 
tic poliomyelitis,  one  suffered  from  an  abortive 
attack  and  eleven  remained  in  good  health.  Fur- 
ther laboratory  tests  showed  that  five  of  these 


children  were  excreting  the  virus  of  poliomyeli- 
tis when  tested  twelve  days  later.  The  father  of 
the  two  paralytic  cases  was  also  shown  to  be  in- 
fected, but  remained  in  good  health. 

“These  findings  again  confirm  that,  of  those 
who  are  infected  with  the  virus  of  poliomyelitis, 
only  a minority  develop  symptoms  of  illness  and 
paralysis. 

“The  investigation  indicated  clearly  that  direct 
personal  contact  with  a carrier  of  the  virus  of 
poliomyelitis  is  an  important  method  of  spread  of 
the  disease  and  infection.” 

Authors’  summary) 

3 references 


Arizona  Blue  Shield  Plan 


Dear  Doctor: 

Enclosed  you  will  find  complete  information 
on  Arizona’s  Blue  Sliieid  Medical  Service  Plan. 
You  will  note  that  the  Plan  provides  only  for 
in-hospital  surgical  and  obstetrical  care  at  the 
out-set.  However,  it  is  the  intent  of  the  Service 
to  add  medical  care  as  soon  as  adequate  statis- 
tics on  this  phase  have  been  developd. 

The  Service  was  conceived  by  the  State  Medi- 
cal Association  and  developed  through  its  Com- 
mittee on  Medical  Economics.  After  two  years 
of  exploration  and  study,  Blue  Shield  was  incor- 
porated on  July  18,  1946  with  the  House  of  Dele- 
gates of  the  State  Association,  the  Blue  Shield 
Board  of  Directors  and  the  Blue  Shield  Profes- 
sional Committee  composing  the  corporate  body. 
A great  deal  of  time  and  considerable  money  has 
been  expended  by  the  various  committees  to  ob- 
tain and  prepare  this  material. 

We  sincerly  believe  the  Service  will  provide 
an  equitable  means  of  distributing  medical  care, 
thereby  fulfilling  a demand  and  a need  of  the 
people.  We  know  you  will  agree  that  the  insti- 
tution of  Arizona  Blue  Shield  represents  a POS- 
ITIVE attitude  on  the  part  of  our  Profession. 
With  the  active  participation  of  each  Doctor  of 
Medicine  and  the  collective  efforts  of  our  organ- 
izations, we  will  make  evident  to  the  people  of 
our  state  that  a voluntary  service  guided  by  the 
doctors  themselves,  is  preferable  to  other  health 
insurance  plans. 

We  urge  you  to  sign  the  Participating  Physi- 
cians Agreement  even  though  present  limitations 
of  the  Plan  do  not' encompass  your  own  field.  It 
is  our  hope  to  publish,  by  September  2,  1947,  a 
list  of  participating  physicians  that  will  include 
100%  of  the  eligible  Doctors  of  Medicine. 


Your  cooperation  in  signing  and  returning  the 
enclosed  Agreement  will  be  greatly  appreciated. 
Sincerely, 

E.  PAYNE  PALMER,  M.  D. 

President 

C.  C.  CRAIG,  M.  D. 

Secretary 


ARTICLES  OF  INCORPORATION 
of 

THE  ARIZONA  BLUE  SHIELD  MEDICAL 
SERVICE 

KNOW  ALL  MEN  BY  THESE  PRESENTS: 
That  we,  the  undersigned,  do  hereby  associate 
ourselves  together  for  the  purpose  of  forming  a 
non-profit  corporation  under  the  laws  of  the  State 
of  Arizona  and  to  that  end  we  do  hereby  adopt 
these  Articles  of  Incorporation: 

ARTICLE  I 

The  name  of  this  corporation  shall  be  THE 
ARIZONA  BLUE  SHIELD  MEDICAL  SERVICE. 

ARTICLE  II 

The  names,  residences  and  post-office  addresses 
of  the  incorporators  are  as  follows: 

George  0.  Bassett,  Ross-Favour  Building, 
Prescott,  Arizona 

Preston  T.  Brown,  15  E.  Monroe  Street 
Phoenix,  Arizona 

Robert  E.  Hastings,  1811  E.  Speedway 
Tucson,  Arizona 

Frank  J.  Milloy,  15  E.  Monroe  Street 
Phoenix,  Arizona 

C.  E.  Yount,  Masonic  Temple  Building 
Prescott,  Arizona 

Harold  W.  Kohl,  1811  E.  Speedway 
Tucson,  Arizona. 

ARTICLE  III 

The  corporation  shall  maintain  its  principal 
place  of  business  in  Phoenix,  Maricopa  County, 
Arizona. 

ARTICLE  IV 

The  general  nature  of  the  business  proposed  to 
be  transacted  by  this  corporation  shall  be: 
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To  maintain  and  operate  an  association  for  the 
purpose  of  providing  medical  care  to  the  corpora- 
tion's subscribers  and  to  this  end  to  enter  into 
contracts  with  Arizona  doctors  of  medicine  fully 
licensed  under  the  Medical  Practice  Act  of  Ari- 
zona and  with  those  members  of  the  general  pub- 
lic who  wish  to  subscribe  to  said  association,  up- 
on such  terms  and  conditions  as  the  corporation 
or  its  duly  constituted  officers,  shall  from  time 
to  time  establish; 

To  acquire,  own  and  hold  real  and  personal 
property  by  purchase,  endowment,  gifts,  dona- 
tion, bequests,  devise  or  lease,  for  the  purpose  of 
maintaining  and  operating  the  association  for 
the  purposes  hereinabove  described,  and  to  main- 
tain and  operate  the  said  association; 

To  employ  and  compensate  such  officers, 
agents,  clerks  and  other  personnel  as  may  be 
necessary  to  operate  and  maintain  the  said  as- 
sociation for  the  purposes  herein  enumerated; 

To  sell,  mortgage,  or  lease  any  and  all  real  or 
personal  property  acquired  or  held  by  the  associ- 
ation or  any  part  thereof  as  and  when  the  same 
becomes  necessary  or  advisable  in  furtherance  of 
the  corporate  purposes; 

To  exercise  all  and  singular  the  rights  and  pow- 
ers of  non-profit  corporations  generally  under  the 
laws  of  the  State  of  Arizona. 

ARTICLE  V 

The  time  of  the  commencement  of  this  corpora- 
tion shall  be  the  18th  day  of  July,  1946,  and  the 
termination  thereof  shall  be  the  18th  day  of  July, 
1971,  but  the  same  may  be  renewed  from  time 
to  time  in  conformity  with  the  laws  of  the  State 
of  Arizona. 

ARTICLE  VI 

The  affairs  of  this  corporation  shall  be  conduct- 
ed by  a Board  of  Directors  of  not  less  than  nine 
nor  more  than  twenty-five  members.  The  said 
Board  of  Directors  shall  serve  for  such  terms  of 
office  as  may  be  prescribed  in  the  By-Laws  and 
shall  be  elected  at  the  annual  meeting  of  the 
corporation  in  conformity  with  the  By-Laws. 
Until  the  first  annual  meeting  and  until  their 
successors  are  elected  and  qualified,  the  follow- 
ing named  persons,  who  were  elected  at  the  or- 
ganizational meeting  held  in  Phoenix,  Arizona  on 
the  22nd  day  of  June,  1946,  shall  compose’ the 
Board  of  Directoi 

Walter  Brazie 
Meade  Clyne 
Claire  Ellinwood 
Emile  C.  Houle 
Hal  W.  Rice 
Sister  Ann  Lucy 
Earnest  A.  Born 
Hugh  C.  Gruwell 

The  officers  of  this  corporation  shall  consist  of 
a President,  one  or  more  Vice-Presidents,  a Sec- 
retary and  a Treasurer,  and  such  subordinate 
officers  as  may  from  time  to  time  be  appointed 
or  elected.  The  President,  Vice-Presidents,  Secre- 


E. Payne  Palmer,  Sr. 
Steve  A.  Spear 
Carlos  C.  Craig 
John  J.  Durkin 
W.  Paul  Holbrook 
Abe  I.  Podolsky 
Otto  E.  Utzinger 


tary  and  Treasurer  shall  be  elected  by  the  mem- 
hrs  of  the  corporation  at  its  annual  meeting;  sub- 
ordinate officers  shall  be  elected  or  appointed  in 
such  manner  as  may  he  prescribed  in  the  By- 
Laws.  Vacancies  among  the  Board  of  Directors 
and  officers  shall  be  filled  in  such  manner  as 
may  be  prescribed  in  the  By-Laws. 

ARTICLE  VII 

The  Board  of  Directors  shall  have  the  right  and 
power  to  prescribe  rules  and  regulations  for  the 
government  of  this  corporation,  and  shall  have 
the  power  to  appoint  committees  and  agents  to 
carry  on  the  corporate  affairs.  The  Board  of  Di- 
rectors shall  have  the  power  to  choose  from 
among  its  members  an  Executive  Committee 
consisting  of  not  less  than  five  directors  and  to 
delegate  to  said  Executive  Committee  any  or  all 
of  the  powers  of  the  Board  of  Directors,  to  be  ex- 
ercised between  meetings  of  the  Board  of  Direct- 
ors. 

ARTICLE  VIII 

This  corporation  may  incur  debts  and  obliga- 
tions for  such  amounts  as  may  be  necessary  or 
advisable  for  its  purpose,  operation  and  main- 
tenance. 

ARTICLE  IX 

The  power  to  adopt,  amend  and  repeal  By-Laws 
is  reserved  to  the  members  of  the  Corporation. 
The  members  of  the  corporation  shall  have  the 
power  to  appoint  a professional  committee  to 
supervise  the  medical  aspects  of  the  corporation. 
Until  the  adoption  of  By-Laws  otherwise  provid- 
ing, the  incorporators  shall  comprise  the  mem- 
bership of  this  corporation. 

ARTICLE  X 

This  corporation  is  a non-profit  corporation  and 
it  is  not,  nor  shall  it  ever  be,  operated  for  a pe- 
cuniary profit.  This  corporation  has  no  capital 
stock,  but  all  the  private  property  of  the  officers 
and  members  of  the  corporation,  or  of  those  per- 
sons who  subscribe  to  the  benefits  of  the  corpora- 
tion, or  enter  into  contracts  of  participation  with 
the  corporation,  shall  be  forever  exempt  from 
corporate  debts. 

IN  WITNESS  WHEREOF,  we  have  hereunto 
set  our  hands  this  25th  day  of  June,  1946. 

GEORGE  O.  BASSETT 
C.  E.  YOUNT 
HAROLD  W.  KOHL 
ROBERT  E.  HASTINGS 
PRESTON  T.  BROWN 
FRANK  J.  MILLOY 

STATE  OF  ARIZONA 

County  of  Yavapai 

On  this,  the  25th  day  of  June,  1946,  before  me, 
Ruth  S.  Lundgren,  the  undersigned  officer,  per- 
sonally appeared  GEORGE  O.  BASSETT  and  C. 
E.  YOUNT,  known  to  me  to  be  the  persons  whose 
names  are  subscribed  to  the  within  instrument, 
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and  acknowledged  that  they  executed  the  same 
for  the  purpose  therein  contained. 

RUTH  C.  LUNDGREN 

(SEAL)  Notary  Public 

My  Commission  expires: 

November  9,  1949. 

STATE  OF  ARIZONA 
County  of  Maricopa 

On  this,  the  9th  day  of  July,  1946,  before  me, 
Ella  N.  Horan,  the  undersigned  officer,  person- 
ally appeared  ROBERT  E.  HASTINGS  and  HAR- 
OLD W.  KOHL,  known  to  me  to  be  the  persons 
whose  names  are  subscribed  to  the  within  instru- 
ment, and  acknowledged  that  they  executed  the 
same  for  the  purpose  therein  contained. 

IN  WITNESS  WHEREOF  I hereunto  set  my 
hand  and  official  seal. 

ELLA  N.  HORAN 

(SEAL)  Notary  Public 

My  Commission  expires: 

April  15,  1950 

STATE  OF  ARIZONA  1 

\ ss. 

County  of  Pima  J 

On  this,  the  16th  day  of  July,  1946,  before  me, 
Lillian  Alford,  the  undersigned  officer,  personal- 
ly appeared  PRESTON  T.  BROWN  and  FRANK 
J.  MILLOY,  known  to  me  to  be  the  persons  whose 
names  are  subscribed  to  the  within  instrument, 
and  acknowledged  that  they  executed  the  same 
for  the  purpose  therein  contained. 

IN  WITNESS  WHEREOF  I hereunto  set  my 
hand  and  official  seal. 

LILLIAN  ALFORD 

(SEAL)  Notary  Public 

My  Commission  expires: 

Sept.  28,  1948 


BY-LAWS 

of 

ARIZONA  BLUB  SHIELD  MEDICAL 
SERVICE 

Amended  from  Minutes  of  Meeting  of  Corporation 
at  Tucson,  Arizona,  on  May  10,  1947. 

ARTICLE  I— Name 

The  name  of  this  corporation  is  Arizona  Blue 
Shield  Medical  Service,  hereinafter  referred  to  as 
Corporation  or  Service. 

ARTICLE  II— Principal  Office 
The  principal  office  and  post-office  address  of 
the  corporation  shall  be  Phoenix,  Arizona. 

ARTICLE  III— The  Seal 
The  Corporate  Seal  of  the  corporation  shall 
have  inscribed  thereon  the  name  of  the  corpora- 
tion and  the  words  “Incorporated  (date),  Ari- 
zona.” 


ARTICLE  IV — Membership  of  Corporation 

Sec.  1.  The  members  of  this  Corporation  shall 
consist  of  those  persons  who  shall  from  time  to 
time  be  members  of  the  House  of  Delegates  of 
the  Arizona  State  Medical  Association,  the  found- 
er of  this  corporation.  Members  of  The  Profes- 
sional Committee  shall  by  virtue  of  their  election 
as  such,  be  members  of  the  Corporation  during 
their  tenure. 

Sec.  2.  Each  member  of  the  corporation  shall 
be  entitled  to  one  vote. 

Sec.  3.  There  shall  be  an  annual  meeting  of 
the  members  of  the  corporation.  The  annual 
meeting  shall  be  held  at  such  place  as  may  be 
stated  in  the  call  of  the  meeting,  on  a date  coin- 
ciding with  the  dates  of  the  annual  meeting  of 
the  Arizona  State  Medical  Association. 

Sec.  4.  Special  meetings  of  the  members  shall 
be  called  by  the  Secretary  whenever  the  Board  of 
Directors  or  the  President  shall  so  order,  or  up- 
on written  request  of  five  (5)  or  more  members, 
and  such  request  shall  state  the  purpose  of  the 
meeting. 

Sec.  5.  Notice  of  the  annual  meeting  and  of 
all  special  meetings  of  the  members  shall  be  giv- 
en by  the  Secretary  by  mailing  to  each  member 
at  least  ten  (10)  days  before  the  date  fixed  for 
the  meeting,  a notice  stating  the  place,  day,  and 
hour  and  purpose  of  the  meeting. 

Sec.  6.  A majority  of  the  membership,  wheth- 
er in  attendance  in  person,  or  represented  lay 
proxy,  shall  constitute  a quorum,  but  a smaller 
number  may  adjourn  from  time  to  time. 

ARTICLE  V — Board  of  Directors 

Sec.  1.  The  affairs,  properties  and  business  of 
the  corporation  shall  be  managed  by  a Board  of 
not  less  than  fifteen  (15)  Directors,  at  least  ten 
(10)  of  whom  shall  be  physicians  and  surgeons 
licensed  to,  and  actively  engaged  in  the  practice 
of  medicine  in  the  State  of  Arizona,  and  who  are 
members  of  the  Arizona  State  Medical  Associa- 
tion. Physician  members  of  the  Board  need  not 
be  members  of  the  corporation  when  elected  to 
office,  but  all  members  of  the  Board  shall  be 
members  of  the  corporation  for  their  respective 
terms  as  Directors.  The  Directors  shall  exercise 
all  such  powers  of  the  corporation  as  are  not  by 
law  or  by  these  By-Laws  required  to  be  other- 
wise exercised.  Non-physician  members  of  the 
Board  shall  include  at  least  one  representing  the 
hospitals  of  the  state;  and  the  remainder  shall 
be  selected  from  among  citizens  of  the  state 
known  for  their  interest  in  public  betterment. 

Sec.  2.  The  members  of  the  corporation  at 
their  organizational  meeting  shall  elect  one-third 
Directors  to  hold  office  until  the  first  annual 
meeting:  one-third  to  hold  office  until  the  second 
annual  meeting,  and  one-third  to  hold  office  until 
the  third  annual  meeting.  At  each  annual  meet- 
ing the  members  of  the  corporation  shall  elect 
five  Directors  to  hold  office  for  a term  of  three 
years.  A Director  shall  serve  for  not  more  than 
two  consecutive  full  three-year  terms. 
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Sec.  3.  Any  Director  may  be  removed  from  of- 
fice by  a majority  of  the  members  of  the  cor- 
poration by  a vote  passed  at  a meeting  of  said 
members.  Three  consecutive,  inexcused  absences 
from  session  of  the  Board  shall  automatically  va- 
cate the  seat  of  such  Director. 

Sec.  4.  Vacancies  in  the  Board  of  Directors  oc- 
curring during  the  year  shall  be  filled  by  a major- 
ity vote  of  the  Board  of  Directors.  The  Director 
so  appointed  shall  serve  until  the  next  regular 
or  special  meeting  of  the  corporation. 

Sec.  5.  A majority  of  the  Directors  in  office 
for  the  time  being  shall  constitute  a quorum  for 
the  transaction  of  business,  but  a smaller  num- 
ber may  adjourn  from  time  to  time. 

Sec.  6.  Regular  meetings  of  the  Directors  shall 
be  held  following  the  adjournment  of  the  annual 
meeting  of  the  corporation  at  such  times  and 
places  as  the  Board  of  Directors  may  determine. 
The  annual  meeting  of  the  Board  of  Directors 
shall  follow  within  a month  the  annual  meeting 
of  the  Corporation.  Special  meetings  may  be 
held  in  like  manner  and  shall  lie  called  by  the 
Secretary  whenever  the  President  or  any  five 
Directors  shall  so  request  in  writing,  and  three 
days’  notice  of  such  meeting  shall  be  given  to 
each  Director  not  joining  in  the  request  for  such 
meeting.  Directodrs  may  waive  notice  of  a meet- 
ing by  a writing  signed  before  or  after  such 
meeting,  and  if  present  at  any  meeting  shall  be 
conclusively  presumed  to  have  received  due  no- 
tice thereof. 

Sec.  7.  The  Board  of  Directors  shall  have  pow- 
er to  purchase  any  property  or  rights  and  enter 
into  any  contracts  which  they  deem  advan- 
tageous to  the  Corporation,  to  fix  the  price  to  be 
paid  by  the  Corporation  for  such  property,  rights, 
or  contracts,  to  borrow  money,  to  issue  bonds, 
debentures  or  other  securities  of  the  Corporation, 
and  pledge  to  sell  the  same  for  such  sums  and  at 
such  prices  as  they  may  deem  expedient;  to  adopt 
rules  and  regulations  subject  to  the  provisions 
of  these  By-Laws  and  in  general  to  exercise  such 
other  powers  and  do  all  such  other  things  as  are 
not  required  by  any  other  article  of  the  By-Laws 
to  be  exercised  or  done  by  any  committee  named 
therein. 

The  Board  of  Directors  shall  have  power  to 
prepare,  adopt,  prescribe,  approve  and  put  into 
use  contracts  with  subscribers,  applications  and 
contracts  with  participating  physicians  and  sur- 
geons, and  such  other  forms  of  contracts  and  ap- 
plication forms  as  the  Corporation  may  require 
to  transact  its  business;  and  such  Board  of  Di- 
rectors may  from  time  to  time  alter,  change,  and 
amend  such  forms  in  accordance  with  these  By- 
Laws.  The  aforesaid  powers  shall  be  exercised  by 
the  Board  of  Directors  subject  to  the  provisions 
of  the  laws  of  Arizona. 

Sec.  8.  Directors  shall  not  receive  any  salary 
or  emoluments  for  their  services  as  Directors,  but 
by  resolution  of  the  Board  of  Directors,  the  actual 
expenses  of  the  attendance,  if  any,  may  be  al- 
lowed for  attendance  at  such  meetings. 


Sec.  9.  The  Board  of  Directors  may  from  time 
to  time  delegate  any  of  its  powers  to  committees 
or  officers,  attorneys  or  agents  of  the  Corpora- 
tion, subject  to  such  regulations  as  may  be  adopt- 
ed by  the  Board,  provided,  however,  that  no  such 
delegation  of  its  powers  by  the  Board  of  Directors 
shall  relieve  the  Directors  of  the  duties  and  obli- 
gations imposed  upon  them  by  the  laws  of  the 
State  of  Arizona  or  by  these  By-Laws. 

ARTICLE  VI — Committees 

Sec.  1.  There  may  be  appointed  such  commit- 
tees as  the  Directors  deem  necessary  to  transact 
their  business. 

Sec.  2.  There  shall  be  a central  professional 
service  committee,  to  be  known  as  the  Profes- 
sional Committee,  consisting  of  not  less  than  five 
(5)  members,  to  be  elected  by  the  Corporation. 
Members  so  elected  to  the  Professional  Commit- 
tee shall  be  engaged  in  the  active  practice  of  med- 
icine and  surgery  in  the  State  of  Arizona,  and 
shall  be  members  of  the  Arizona  State  Medical 
Association. 

At  the  organizational  meeting  of  the  Corpora- 
tion one  member  of  the  Professional  Committee 
shall  be  elected  to  hold  office  until  the  first  an- 
nual meeting;  two  shall  be  elected  to  hold  office 
until  the  second  annual  meeting  of  the  Corpora- 
tion, and  two  to  hold  office  until  the  third  annual 
meeting  of  the  Corporation.  At  each  annual  meet- 
ing the  members  of  the  Corporation  shall  elect 
the  members  of  the  Professional  Committee  for 
a term  of  three  years  each  and  for  not  more  than 
two  consecutive  full  three-year  terms.  The  Pro- 
fessional Committee  shall  select  its  own  chair- 
man. 

Sec.  3.  Professional  Committee  shall  have  del- 
egated to  it  control  and  supervision  over  the  med- 
ical aspects  of  all  matters  relating  to  (a)  the 
standards  of  medical  care  to  be  furnished  sub- 
scribers; (b)  the  extent  and  classification  of  bene- 
fits to  be  furnished  subscribers;  (c)  the  determin- 
ation of  income  groups  eligible  to  become  sub- 
scribers, subject  to  approval  of  the  Corporation; 
(d)  the  compensation  fee  schedule  to  be  paid  par- 
ticipating physicians,  subject  to  the  approval  of 
the  Board  of  Directors;  (e)  the  admission  and 
control  of  participating  physicians  subject  to 
Article  XI  of  these  By-Laws.  All  rules  and  regu- 
lations of  the  Corporation  relating  to  the  forego- 
ing shall  be  initiated  by  the  Professional  Com- 
mittee, provided,  however,  that  any  rule  or  regu- 
lation relating  to  the  determination  of  income 
groups  eligible  to  become  subscribers  shall  first 
be  approved  by  the  Corporation.  Whenever  the 
committee  shall  initiate  any  change  in  a rule  or 
regulation,  it  shall  give  at  least  30  days’  notice 
thereof  in  writing  to  the  members  of  the  Cor- 
poration, and  to  participating  physicians. 

Sec.  4.  In  the  event  of  a complaint  relative  to 
the  conduct  of,  or  services  of  a participating 
physician  and  a subscriber,  or  whenever  the  com- 
mittee has  reason  to  believe  that  a participating 
physician  has  been  guilty  of  a violation  of  the 
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rules  and  regulations  of  the  Corporation,  or  of 
unethical  conduct  or  of  conduct  liable  to  endan- 
ger the  interests  of  the  Corporation  or  any  of  its 
subscribers,  the  committee  may  refer  the  matter 
for  investigation  to  the  county  medical  society 
within  whose  confines  the  physician  concerned 
has  his  principal  office,  which  shall  investigate 
the  matter,  and  shall  then  report  the  result  of 
its  investigation  to  the  Professional  Committee. 
If  it  appears  to  the  Professional  Committee  that 
there  is  a reasonable  cause  to  believe  that  the 
participating  physician  has  been  guilty  of  a vio- 
lation of  the  rules,  and  conduct  which  is  liable  to 
endanger  the  interests  of  the  Corporation,  or  of 
any  of  its  subscribers,  it  shall  assign  a date  for 
a hearing,  giving  the  participating  physician  con- 
cerned at  least  seven  days’  notice  thereof.  If, 
after  the  hearing  at  which  the  participating 
physician  shall  be  given  full  opportunity  to  be 
heard,  the  said  committee  shall  find  the  said 
physician  guilty,  it  shall  terminate  the  agreement 
between  said  physician  and  the  Corporation,  or 
it  may  take  such  other  disciplinary  action  which 
is  proper  and  appropriate  in  the  circumstances. 
It  shall  report  its  findings  to  the  Board  of  Di- 
rectors. 

Sec.  5.  The  Professional  Committee  shall  re- 
port its  acts  and  proceedings  to  the  Board  of  Di- 
rectors at  such  times  as  the  Board  shall  require. 

ARTICLE  VII— Officers 

Sec.  1.  The  Officers  of  the  Corporation  shall 
be  a President,  one  or  more  Vice-Presidents,  a 
Secretary,  a Treasurer,  and  such  subordinate  of- 
ficers with  such  powers  and  duties,  and  for  such 
terms  as  the  Corporation  may  designate.  Terms 
of  office  for  each  officer  shall  be  for  one  year, 
subject  to  re-election  as  the  Corporation  may 
wish.  The  officers  of  the  Corporation  shall  be 
elected  from  among  the  members  of  the  Board  of 
Directors  of  the  Corporation,  but  other  officers 
need  not  be.  The  President,  Vice-President,  Sec- 
retary and  Treasurer  shall  be  elected  by  the  mem- 
bers of  the  Corporation  at  their  annual  meeting, 
immediately  following  the  election  of  Directors. 

Sec.  2.  The  President  shall  be  the  chief  execu- 
tive officer  of  the  Corporation.  He  shall  preside  at 
all  meetings  of  the  Corporation  and  shall  see  that 
all  orders  and  resolutions  of  the  Board  of  Direct- 
ors are  complied  with. 

Sec.  3.  The  Vice-President  will  perform  the 
duties  customary  for  that  office. 

Sec.  4.  The  Treasurer  shall  have  charge  of 
the  Corporation’s  financial  affairs,  subject,  how- 
ever, to  the  supervision  and  control  of  the  Board 
of  Directors.  He  shall  have  the  custody  of  all 
money  and  securities  except  his  own  bond,  which 
shall  be  kept  by  the  President.  He  shall  deposit 
all  money  and  valuables  in  the  name  of,  and  to 
the  credit  of  the  Corporation,  in  such  depositories 
as  shall  be  determined  by  the  Board  of  Directors, 
subject  to  the  provisions  of  the  laws  of  Arizona. 
He  shall  disburse  the  funds  of  the  Corporation 
as  ordered  by  the  Board  of  Directors.  He  shall 
have,  keep,  or  cause  to  be  kept,  the  Corporation’s 


accounts  in  suitable  books,  wherein  every  trans- 
action shall  be  accurately  recorded,  and  shall 
render  to  the  President  and  Directors  at  regular 
meetings  of  the  Board,  or  whenever  they  require 
it,  an  account  of  his  transactions  as  the  Treas- 
urer and  of  the  financial  condition  of  the  Cor- 
poration, and  shall  discharge  all  other  duties 
properly  appertaining  to  his  office,  or  which  may 
be  attached  thereto  by  the  Board  of  Directors. 
He  shall  give  bond  for  the  faithful  discharge  of 
his  duties  in  such  form  and  in  such  sum  as  the 
Board  of  Directors  may  require. 

Sec.  5.  In  the  event  of  a vacancy  in  any  office, 
such  vacancy  shall  be  filled  by  a majority  vote 
of  the  Board  of  Directors,  and  the  officer  so  ap- 
pointed shall  serve  until  the  next  regular  or  spe- 
cial meeting  of  the  Corporation. 

Sec.  1.  Each  county  medical  society  in  the 
State  of  Arizona  may  appoint  a local  Professional 
Committee  of  suitable  membership,  all  of  whom 
shall  be  engaged  in  the  active  practice  of  medi- 
cine and  surgery  in  that  area. 

ARTICLE  VIII — County  Committees 

Sec.  2.  Each  county  Professional  Committee 
shall  act  in  cooperation  with,  and  under  the  su- 
pervision of  the  central  Professional  Service  Com- 
mittee. It  shall  make  recommendations  to  the 
Professional  Committee  on  all  matters  within  its 
jurisdiction. 

Sec.  3.  Each  such  county  Professional  Com- 
mittee shall,  whenever  any  matter  relating  to 
the  services  or  conduct  of  a participating  physi- 
cian, or  relating  to  a controversy  between  a par- 
ticipating physician,  and  a subscriber  is  called 
to  its  attention  by  complaint  or  otherwise,  fully 
investigate  the  matter,  and  report  to  the  central 
Professional  Committee. 

ARTICLE  IX— Subscribers 

Sec  1.  A resident  of  the  State  of  Arizona  may 
become  an  unlimited  subscriber  to  the  Arizona 
Physician’s  Blue  Shield  Service,  provided  that 
his  annual  income  does  not  exceed  such  amount 
as  shall  be  fixed  by  the  Professional  Committee 
with  the  approval  of  the  Corporation,  and  pro- 
vided further  that  he  make  application  to  become 
a subscriber  as  one  of  such  group  as  the  Board 
of  Directors  may  specify. 

Sec.  2.  A resident  of  the  State  of  Arizona  may 
become  a limited  subscriber  if  his  annual  income 
exceeds  the  income  brackets  established  by  the 
Professional  Committee  with  the  approval  of  the 
Corporation.  A participating  physician  may  set 
his  own  fee  for  services  rendered  to  a limited 
subscriber  and  the  subscriber  shall  reimburse 
the  participating  physician  directly  for  any  bal- 
ance of  such  fee  in  excess  of  the  amount  payable 
to  the  physician  by  the  Corporation  under  the 
fee  schedule  then  in  effect. 

Sec.  3.  A subscriber  shall  be  entitled  to  receive 
from  a participating  physician  such  medical  serv- 
ices as  are  included  in  the  subscriber’s  contract 
with  the  Corporation,  subject  to  whatever  rules 
and  regulations  may  be  adopted  by  the  Board  of 
Directors  relative  thereto. 
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Sec.  4.  Subscribers  shall  have  free  choice 
among  the  participating  physicians,  subject  to 
the  provisions  of  Article  XI,  Sec.  3,  hereof,  and 
to  the  rules  and  regulations  adopted  by  the  Board 
of  Directors. 

Sec.  5.  The  Board  of  Directors  shall  have  pow- 
er to  enter  into  arrangements  and  agreements 
with  employers,  societies,  charitable  or  other  or- 
ganizations and  governmental  agencies  and  auth- 
orities for  the  payment  of  part  or  all  of  the  cost 
of  medical  care  furnished  to  any  persons  who 
may  be  entitled  to  such  under  the  rules  and  reg- 
ulations adopted  by  the  Board  of  Directors. 

ARTICLE  X — Payment  to  Physicians 

Sec.  1.  The  plan  of  payment  initiated  by  the 
Professional  Committee,  approved  by  the  Board 
of  Directors,  and  by  the  Corporation  by  form  of 
vote  to  be  determined  by  that  body,  shall  be  de- 
termined after  consideration  of  the  net  earned 
subscription  income  that  may  be  estimated  to  be- 
come available  to  the  Corporation  during  any  giv- 
en period  for  the  payment  of  participating  physi- 
cians’ fees,  after  setting  up  legal  reserves,  and 
reserves  for  expenses,  contingencies,  seasonal 
fluctuations  in  hospitalization  of  medical  cases, 
and  the  like. 

Sec.  2.  In  the  event  in  any  given  month  the 
funds  available  shall  be  insufficient  to  meet  the 
obligations  of  the  Corporation  to  its  participat- 
ing physicians,  the  Professional  Committee  and 
the  Board  of  Directors  may  prorate  payments 
and  may  promulgate  regulations  with  respect  to 
the  later  restoration  of  fees  so  prorated. 

ARTICLE  XI — Partieiating  Physicians 

Sec.  1.  Any  Physician,  fully  licensed  to  ractice 
medicine  and  surgery  under  the  laws  of  Arizona, 
may  become  a partieiating  physician,  on  comply- 
ing with  the  provisions  of  these  By-Laws  and  the 
Rules  and  Regulations  of  the  Corporation. 

Sec.  2.  A physician  desiring  to  become  a par- 
ticipating physician  shall  make  written  applica- 
tion in  the  form  prescribed  by  the  Rules  and  Reg- 
ulations and  shall,  before  becoming  entitled  to 
act  as  a participating  physician,  enter  into  a writ- 
ten agreement  with  the  Corporation  in  the  form 
prescribed  in  the  Rules  and  Regulations. 

Sec.  3.  Subject  to  the  code  of  ethics  of  the 
American  Medical  Association,  a participating 
physician  shall  have  the  right  to  accept  or  reject 
patients  so  far  as  subscribers  are  concerned,  and 
the  light  to  discontinue  treatment  of  any  sub- 
scriber according  to  the  code  of  ethics  of  the 
American  Medical  Association,  provided,  how- 
ever, he  shall  not  have  the  right  to  refuse  to  ac- 
cept a subscriber  as  a patient  or  to  discontinue 
treatment  for  a subscriber  for  the  reason  that  he 
is  a subscriber,  and  such  refusal  shall  constitute 
grounds  for  the  termination  by  the  Corporation 
of  its  agreement  with  the  participating  physician. 
A subscriber,  in  turn,  is  privileged  to  discharge  a 
physician  in  the  same  manner  as  is  done  in  pri- 
vate practice. 


Sec.  4.  Participating  physicians  shall  be  sub- 
ject to  the  same  professional  and  ethical  require- 
ments as  are  set  forth  in  the  Constitution  and  By- 
Laws  of  the  Arizona  State  Medical  Association, 
and  the  Principles  of  Ethics  of  the  American  Med- 
ical Association. 

Sec.  5.  Non-participating  physicians,  fully  li- 
censed to  practice  medicine  and  surgery  in  Ari- 
zona, will  be  paid  a fee  for  service  as  determined 
by  the  Professional  Committee,  only  in  case  of 
proven  emergency. 

Sec.  6.  A participating  physician  shall  not  re- 
quest or  accept  from  anyone  he  knows  to  be  an 
unlimited  subscriber,  any  compensation  for  such 
services  as  such  subscriber  is  entitled  to  under 
his  contract,  except  such  charges,  if  any,  as  may 
be  provided  in  the  Rules  and  Regulations  adopt- 
er by  the  Board  of  Directors  and  set  forth  in  the 
subscriber’s  subscription  agreement 
ARTICLE  XII — Non-Participating  Physicians 
Sec.  1.  Any  physician,  meeting  the  require- 
ments set  forth  in  these  By-Laws,  who  is  not  a 
participating  physician  of  the  Arizona  Physi- 
cians’ Blue  Shield  Service,  is  considered  a non- 
participating physician. 

ARTICLE  XIII — Rules  and  Regulations 
Sec.  1.  These  By-Laws  may  be  amended  or 
repealed  by  vote  of  two-thirds  (%)  of  the  mem- 
bers of  the  Corporation  present,  or  by  proxy  at 
any  regular  meeting  or  at  a special  meeting  called 
for  that  purpose,  of  which  due  notice  has  been 
given  each  member.  The  notice  of  any  special 
meeting  shall  include  a copy  of  proposed  amend- 
ments. Copies  of  all  amendments  shall  be  filed 
with  the  Corporation  Commission  of  the  State  of 
Arizona  within  thirty  (30)  days  after  adoption. 


RULES  AND  REGULATIONS 

of 

ARIZONA  BLUE  SHIELD 
MEDICAL  SERVICE 


PLAN  FOR  SURGICAL  AND 
OBSTETRICAL  CARE 


I.  General  Outline  of  Service 

Arizona  Blue  Shield  Medical  Service  is  a cor- 
poration not  for  profit,  organized  under  the  laws 
of  the  State  of  Arizona.  Its  general  purpose  is  to 
establish  and  operate  Medical  and  Surgical  plans 
whereby  residents  of  the  area  regularly  served 
by  participating  physicians  of  this  Service  may 
obtain  certain  medical  and  surgical  services  on  a 
voluntary  pre-payment  basis,  to  arrange  with 
duly  licensed  Doctors  of  Medicine  for  the  render- 
ing of  such  services  to  subscribers  to  the  plans, 
and  to  promote  the  general  and  social  welfare 
of  the  subscriber  to  the  Service. 

The  members  of  the  corporation  shall  consist 
of  those  persons  who  shall  from  time  to  time  be 
members  of  the  House  of  Delegates  of  the  Ari- 
zona State  Medical  Association  and  those  persons 
who  shall  be  members  of  the  Board  of  Directors 
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and  of  the  Professional  Committee  while  they 
serve  as  such. 

It  has  been  decided  by  the  Service  that  only 
benefits  for  surgery,  including  fractures  and 
obstetrics  should  be  inaugurated  at  first,  with 
medical  care  to  be  inaugurated  as  soon  as  finan 
cially  sound  and  expedient. 

II.  Management 

The  Service  shall  be  operated  and  maintained 
through  its  Board  of  Directors  and  Professional 
Committee. 

The  Board  of  Directors  shall: 

(a)  Determine  all  business  policies,  rules  and 
regulations  covering  the  operation  and  manage- 
ment of  the  Service; 

(b)  Control  all  allocations  and  disbursements 
of  monies  received; 

The  Professional  Committee  shall: 

(a)  Have  control  and  supervision  over  all  med- 
ical aspects  of  the  Service; 

(b)  Set  up  the  standards  of  medical  care  to  be 
furnished  subscribers; 

(c)  Establish  a schedule  of  fees  to  be  paid  par- 
ticipating physicians; 

(d)  .Draft  rules  and  regulations  regarding  the 
admission  and  control  of  participating  physicians; 

(e)  Handle  all  disputes  arising  between  sub- 
scribers and  participating  physicians. 

III.  Participating  Physicians 

Any  Doctor  of  Medicine  engaged  in  the  active 
practice  of  medicine  and  surgery  in  the  State  of 
Arizona,  and  who  is  a resident  of  Arizona,  shall 
be  eligible  to  make  application  to  become  a par- 
ticipating physician  under  the  Service.  Any  such 
eligible  doctor  desiring  to  become  a participat- 
ing physician  shall  make  application  therefor  on 
a form  furnished  by  the  Service.  Acceptance  by 
the  Service  of  any  such  application  shall  be  evi- 
dence that  the  applicant  is  subject  to  the  agree- 
ments and  understandings  stated  in  the  applica- 
tion and  to  the  provisions  and  conditions  con- 
tained in  the  By-Laws  and  in  these  Rules  and 
Regulations. 

IV.  Subscribers 

Subscribers  under  the  Plan  would  be  accepted 
on  the  following  basis: 

1.  All  Subscribers  must  be  residents  of  an  area 
regularly  served  by  participating  physicians  of 
the  SERVICE. 

2.  Enrollment  in  the  Plan  shall  be  open  to 
members  of  employed  groups  and  their  de- 
pendents subject  to  current  enrollment  regula- 
tions established  by  the  Service. 

3.  A subscriber  shall  be  entitled  to  all  the 
services  provided  in  the  subscription  agreement 
without  charge  to  him  by  the  participating  physi- 
cian if  the  subscriber’s  annual  income  does  not 
exceed  twenty-five  hundred  ($2500.00)  dollars  for 
the  single  subscriber  or  thirty-six  hundred 
($3600.00)  dollars  for  the  Applicant  and  family 
members. 

4.  In  the  event  of  any  dispute  arising  between 
a participating  physician  and  any  subscriber  with 


respect  to  the  income  limitation,  such  dispute 
shall  be  submitted  to  the  Professional  Committee 
for  decision  and  their  decision  shall  be  final. 

5.  Subscribers’  dues  shall  from  time  to  time 
be  established  by  the  Board  of  Directors. 

V.  Services  To  Which  Subscriber  Is  Entitled 

Subject  to  the  provisions  of  the  subscription 
agreement,  the  subscriber  if  and  while  a bed  pa- 
tient in  a private  (voluntary)  general  hospital, 
approved  on  standards  of  the  American  Hospital 
Association,  or  if  treated  as  an  emergency  acci- 
dent out-patient  in  such  hospital  for  surgical  con- 
ditions not  requiring  hospitalization,  and  as  out- 
lined in  the  subscription  agreement,  shall  be  enti- 
tled to  receive  the  following  services: 

1.  Necessary  operative  (cutting)  procedures 
performed  by  a participating  physician  for  the 
treatment  of  diseases  and  injuries  and  for  the 
treatment  of  fractures  and  dislocations,  but  not 
including  sprains  and  bruises. 

. Necessary  anesthesia  by  a participating 
physician  in  connection  with  surgical  services 
rendered  under  the  agreement,  but  not  to  exceed 
twenty-five  ($25.00)  dollars  in  amount  for  any 
one  disease  or  injury  or  fifty  ($50.00)  dollars  in 
amount  for  any  one  subscriber  in  any  one  con- 
tract year. 

3.  Obstetrical  care  by  a participating  physi- 
cian to  the  wife,  provided  both  husband  and 
wife  have  been  subscribers  under  a Family  Agree- 
ment for  nine  (9)  full  consecutive  months  im- 
mediately prior  to  the  rendering  of  such  ob- 
stetrical care.  Children  in  the  family  and  Spon- 
sored Dependents  are  not  eligible  for  obstetri- 
cal care.  The  term  “obstetrical  care”  shall  in- 
clude necessary  services  of  a participating  physi- 
cian for  any  condition  of  pregnancy,  including 
Ceasarean  section,  miscarriage  and  ectopic  preg- 
nancy. 

SERVICES  NOT  AVAILABLE: 

1.  Home  calls  by  any  physician  or  surgeon. 

2.  Plastic  operations  for  cosmetic  or  beautify- 
ing purposes. 

3.  Dental  surgery. 

4.  Services  provided  for  under  the  Workmen’s 
Compensation  Laws  of  any  State  or  municipality 
or  the  Employer’s  Compensation  or  Liability  Acts 
under  Federal  Statutes  whether  or  not  the  em- 
ployee or  employer  has  rejected  such  acts. 

5.  Any  surgical  services  rendered  for  the  re- 
moval of  tonsils  or  adnoids,  or  the  treatment  of 
hernias  and  hemorrhoids  during  the  first  six  full 
consecutive  months  of  this  Agreement. 

6.  Surgical  services  rendered  in  the  treatment 
of  any  congenital  defects. 

7.  Any  surgical  services  rendered  for  the  treat- 
ment of  cancer,  diabetes,  osteomyelitis,  tubercu- 
losis, poliomyelitis,  sinus  conditions  or  deafness, 
to  individuals  who  have  had  such  conditions 
prior  to,  or  at  the  time  of,  their  application  for 
membership. 

8.  Surgical  services  rendered  for  any  ailment 
or  physical  conditions  known  by  the  subscriber 
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to  exist  prior  to  the  date  of  application  for  this 
subscription  agreement. 

9.  Services  rendered  by  any  other  than  a duly 
recognized  Doctor  of  Medicine  and  so  licensed 
to  practice  medicine  and  surgery  in  the  State  of 
Arizona. 

The  SERVICE  shall  not  be  liable  in  any  event 
for  services  furnished  by  the  Veterans’  Adminis- 
tration or  the  United  States  Government,  except 
to  the  extent  that  the  service  assumes  such  a lia- 
bility by  contract  with  the  Veterans’  Adminis- 
tration. 

This  agreement  shall  not  in  any  event  include 
or  provide  hospital  services,  nursing  fees,  medi- 
cines, drugs,  materials,  appliances  or  supplies 
other  than  those  usually  furnished  by  the  physi- 
cian, diagnostic  procedures,  eye  glasses,  or  pay- 
ments to  donors  of  blood. 

Surgical  services  will  not  be  available  here- 
under to  any  subscriber  who  is  in  a hospital  on 
the  effective  date  of  coverage  hereunder  for  the 
particular  disease  or  injury  causing  such  hospital- 
ization or  confinement. 

Surgical  Services  will  be  provided  on  an  out- 
patient basis  for  the  initial  treatment  of  emerg- 
ency accident  cases  within  24  hours  of  accident. 
OUT-PATIENT  SERVICE  WILL  NOT  BE  PRO- 
VIDED EXCEPT  AS  STATED  IN  THIS  PARA- 
GRAPH. 

VI.  Relation  Between  Subscriber  and 
Participating  Physician 

No  rule  or  regulation  of  the  Corporation  shall 
effect  the  relationship  between  the  subscriber 
and  the  participating  physician,  the  subscriber’s 
freedom  of  choice  of  participating  physicians,  and 
the  right  of  the  participating  physician  to  decline 
to  render  services  as  set  forth  in  the  Subscription 
Agreement.  No  attempt  shall  be  made  by  the 
SERVICE  or  any  of  its  officers,  directors  or 
agents  to  influence  the  choice  of  participating 
physician  by  any  subscriber. 

VII.  Compensation  of  Participating  Physician 

1.  No  payment  to  any  participating  physician 
shall  be  authorized  by  the  Board  of  Directors  ex- 
cept in  accordance  with  a schedule  of  fees  adopt- 
ed by  the  Professional  Committee  and  approved 
by  the  Board  of  Directors.  Compensation  to  par- 
ticipating physicians  for  services  other  than  those 
listed  in  the  Schedule  of  Fees  shall  be  determined 
by  the  Professional  Committee  and  approved  by 
the  Board  of  Directors. 

2.  The  compensation  to  participating  physi- 
cians shall  be  determined  by  the  amount  of  such 
funds  as  may  be  allocated,  In  the  sole  discretion 
of  the  Board  of  Directors.  Such  allocation  shall 
be  based  on  the  fee  schedule  adopted  by  the 
SERVICE. 

3.  Statements  for  physicians’  services  shall  be 
rendered  to  the  SERVICE  by  the  tenth  day  of 
each  month  and  shall  be  upon  blanks  provided 
for  that  purpose.  The  Service  is  relieved  of  all 
responsibility  if  the  statement  is  not  correct. 
Bills  shall  be  paid  30  days  following  the  last  day 


of  the  month  in  yhich  the  statements  were  re- 
ceived, except  where  the  account  is  retained  for 
further  review  by  the  SERVICE. 

VIII.  Reports 

Immediately  upon  commencement  of  services 
to  a subscriber,  a notice  thereof  should  be  given 
to  the  SERVICE  by  the  participating  physician 
on  a form  furnished  by  the  SERVICE. 

IX.  Liability 

The  SERVICE  does  not  assume  any  liability  of 
a participating  physician  arising  from  or  growing 
out  of  the  patient-physician  relationship,  and 
neither  the  SERVICE  nor  any  of  its  officers,  di- 
rectors or  agents  shall  be  liable  for  any  act,  omis- 
sion or  neglect  of  any  participating  physician. 

X.  Procedure 

1.  A SERVICE  Identification  Card  will  be  fur- 
nished to  each  applicant  to  whom  a subscription 
agreement  is  issued.  A subscriber  should  show 
his  card  to  the  participating  physician,  but  fail- 
ure to  present  such  card  does  not  affect  any  of 
the  rights  or  obligations  under  the  SERVICE. 

2.  The  SERVICE  shall  not  be  responsible  for 
the  cost  of  service  rendered  to  a person  who  is 
not  a subscriber  in  good  standing  and  the  sub- 
scriber must,  therefore,  satisfy  the  participating 
prysician  that  he  is  entitled  to  services  to  be 
rendered. 

3.  To  determine  the  eligibility  of  a subscriber 
who  has  presented  a proper  Identification  Card, 
participating  physicians  are  requested  to  check 
with  the  administrative  office  of  the  SERVICE 
on  forms  provided  for  that  purpose.  This  proce- 
dure is  advisable  in  every  case  at  the  time  of 
first  treatment. 

4.  Emergency  and  special  cases  may  arise 
when  the  regular  procedure  can  not  be  followed 
prior  to  the  first  rendering  of  treatment  or  serv- 
ices. In  any  such  case  the  initial  and  other  re- 
ports required  in  ARTICLE  VIII  hereof  should 
be  made  as  soon  as  the  participating  physician 
ascertains  that  the  patient  is  a subscriber  in  good 
standing  of  the  SERVICE. 

XI.  Termination 

The  agreement  between  the  SERVICE  and  the 
participating  physician  may  be  terminated  by 
either  party  thereto  by  a written  notice  to  the 
other  at  least  30  days  prior  to  the  effective 
date  of  such  termination;  provided,  however, 
that  such  right  of  termination  by  the  SERVICE 
shall  be  exercised  only  by  action  of  the  Profes- 
sional Committee.  No  such  termination  shall 
effect  any  cases  then  under  care  or  treatment  by 
the  participating  physician. 

XII.  Amendments 

1.  These  Rules  and  Regulations  may  be  amend- 
ed or  changed  by  the  Board  of  Directors  with 
the  approval  of  the  Professional  Committee  of 
the  Service. 

2.  Notices  of  all  changes  and  amendments 
will  be  mailed  each  participating  physician  not 
less  than  30  days  prior  to  the  date  on  which  such 
changes  or  amendments  are  effective. 

(Continued  in  next  issue) 
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Cditoriai & 

The  Health  Activities  Board 

In  an  attempt  to  coordinate  and  streamline 
the  functions  of  the  various  committees  of  the 
Arizona  State  Medical  Association,  the  council 
last  year  condensed  the  then  existing  twenty-six 
committees  into  six  standing  committees  and  two 
hoards.  These  two  latter  groups  are  known  as 
the  Professional  and  the  Health  Activities 
boards. 

The  Professional  Board’s  functions,  briefly, 
are  to  promote  and  develop  professional  rela- 
tionships, and  to  stimulate  scientific  and  educa- 
tional advancement  within  the  ranks  of  organ- 
ized medicine. 

The  Health  Activities  Board,  on  the  other 
hand,  is  the  medium  through  which  all  relation- 
ships between  the  public  and  the  medical  pro- 
fession are  to  be  coordinated.  This  seven-man 
board  has  held  its  initial  meeting  and  its  imme- 
diate and  long  range  objectives  have  been  out- 
lined and  are  in  the  process  of  being  organized 
and  carried  out. 

It  is  the  aim  of  the  board  to  broaden  and  in- 
crease the  scope  of  the  present  radio  program 
and  to  further  develop  relationships  with  the 
press.  Another  phase  of  the  program  will  be 
the  establishment  of  an  active  speakers  bureau 
on  a state-wide  basis.  This  bureau  will  furnish 
speakers  for  schools,  service  clubs,  churches,  and 
various  civic  groups  for  discussion  of  non-eon- 
troversial  subjects  on  matters  of  health  and  re- 
lated medical  subjects.  Closer  cooperation  with 


the  Arizona  State  Department  of  Public  Health 
in  its  educational  program  is  planned. 

Probably  the  biggest  project  being  undertaken 
by  the  board  is  the  proposed  establishment 
throughout  all  the  communities  of  Arizona  of  lo- 
cal health  councils.  The  various  county  medical 
societies  will  be  asked  to  spear-head  this  pro- 
gram. These  health  councils  will  be  composed  of 
representatives  of  professional  and  civic  organi- 
zations and  will  be  concerned  with  all  problems 
affecting  medical  care  and  health  in  the  various 
communities.  This  will  be  a definite  and  planned 
effort  and  harmonize  and  develop  relationships 
between  the  lay  public  and  the  profession, 
and  to  better  health  conditions  and  improve 
medical  care  throughout  the  state.  The  board 
hopes  for  the  whole-hearted  support  of  the  doc- 
tors of  Arizona  through  their  local  medical  soci- 
eties in  establishing  and  making  these  health 
councils  a successful  and  mutually  beneficial 
undertaking. 


NEWS  NOTES 


REPORT  OF  THE  DENVER  SYMPOSIUM 
ON  CHEST  DISEASE 

The  second  of  a series  of  American  Trudeau 
Society  Sectional  Postgraduate  Courses  on  Dis- 
ease of  the  Chest  was  held  in  cooperation  with 
the  University  of  Colorado  at  Denver  over  a 
two-week  period  extending  from  July  26  to  Aug- 
ust 9,  1947.  It  was  designed  primarily  for  physi- 
cians from  the  states  of  Colorado,  Montana, 
North  i *akota,  South  Dakota,  Nebraska,  Kansas, 
New  Mexico,  Utah,  Wyoming  and  Arizona.  It 
was  attended  by  36  physicians,  mostly  civilians, 
but  there  were  also  physicians  from  the  Veterans’ 
Administration  and  the  United  States  Army  hos- 
pitals. The  state  of  Arizona  was  represented  by 
Dr.  Harold  Kosanke  and  Dr.  Jackman  Pyre, 
both  of  Tucson.  Their  tuition  expenses  were  de- 
frayed by  the  Arizona  Anti-Tuberculosis  As- 
sociation. 

The  Symposium  was  presented  by  a group  of 
guest-speakers  of  national  prominence,  by  spe- 
cialists in  diseases  of  the  chest  from  the  Denver 
area,  and  by  the  staffs  of  the  University  of  Col- 
orado Medical  School,  the  National  Jewish  Hos- 
pital of  Denver,  and  Fitzsimmons  General  Hos- 
pital. It  was  organized  and  directed  by  Dr.  Du- 
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mont  Clark  of  the  University  of  Colorado  School 
of  Medicine  and  l)r.  James  •).  Waring,  Chief  of 
Medicine  of  the  same  institution,  assisted  by 
other  members  of  the  subcommittee.  The  Ameri- 
can Trudeau  Society  Committee  on  Postgradu- 
ate Education  is  headed  by  Drs.  Howard  Bos- 
worth,  Herman  Hilleboe  and  John  Steele. 

The  post-graduate  students  were  unanimous 
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in  their  enthusiasm  for  the  lectures.  There  were 
no  weak  spots  and  few  dull  ones  in  the  entire 
schedule.  The  lectures  were  given  daily  in  morn- 
ing and  afternoon  sessions,  and  evening  discus- 
sions were  frequently  held.  Dr.  Waring  was 
usually  leader  of  these  sessions,  with  guest 
speakers  contributing  informally  in  answer  to 
questions.  The  speakers  from  Colorado  combined 
with  those  from  other  states  to  produce  a very 
well-balanced  program. 

Among  the  thirty-five  participating  faculty 
members  from  the  University  of  Colorado  were 
Drs.  Ivan  Wallin,  Professor  of  Surgery  ■ James 
McNaught,  Professor  of  Pathology;  Goerge  Pack- 
ard, Professor  of  Surgery;  Bruce  McMahon, 
noted  Laryngologist;  Harry  Corper,  noted  for 
research  on  tuberculosis;  Ward  Darley,  Profes- 
sor of  Medicine;  Fred  Harper,  chest  surgeon; 
and  John  Grow,  formerly  chest  surgeon  at  Fitz- 
simmons General  Hospital. 

The  Visiting  Faculty  was  packed  solid  with 
famous  names  and  talent-  Dr.  J.  Burns  Amber- 
son,  famous  teacher  and  author  from  P.  & S.  and 
Bellevue  Hospital  in  New  York,  lectured  on  di- 
agnosis and  treatment  of  tuberculosis.  Dr.  Floyd 
Craver,  clinical  director  of  the  Memorial  Cancer 
Hospital  and  Cornell  Medical  School,  gave  the 
lectures  on  neoplasms.  Col.  Charles  Kendall  and 
Col.  William  Pollack  of  Fitzsimmons  General 
Hospital,  gave  a symposium  on  streptomycin,  as 
well  as  other  talks.  Dr.  W.  R.  Lovelace,  former- 
ly of  the  Mayo  Clinic  and  Chief  of  the  Aero- 
Medical  Laboratory,  A.U.S.,  and  now  from  Al- 
( Continued  on  Page  72) 
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LOIS  6RUNOW  MEMORIAL  CLINIC 

McDowell  at  tenth  street  ....  phoenix,  Arizona 


GENERAL  SURGERY 

H.  G.  Williams,  M.D.,  F.A.C.S 
James  M.  Ovens,  M.  D.,  F.A.C.S. 
Wm.  F.  Schroeder,  III,  M.  D. 

ORTHOPEDIC  SURGERY 

James  Lytton-Smith,  M.  D.,  F.A.C.S. 
Ronald  S.  Haines,  M.  D.,  F.A.C.S. 
John  D.  Ricker,  M.  D. 

S.  F.  Hartman,  M.  D. 

UROLOGY 

M.  L Day,  M.  D,  F.A.C.S. 

L.  L.  Stalfo,  M.  D. 

OPHTHALMOLOGY, 

OTOLARYNGOLOGY 

D.  E.  Brinkerhoff,  M.  D.,  F.A.C.S. 

O.  W.  Thoeny,  M.  D.,  F.A.C.S. 

DERMATOLOGY 


INTERNAL  MEDICINE 

Hilton,  J.  McKeown,  M.  D.,  F.A.C.P 
Leslie  B.  Smith,  M.  D. 

C.  Selby  Mills,  M.  D. 

S.  K.  Conner,  M.  D. 

DISEASES  OF  CHILDREN 

William  F.  Schoffman,  M.  D. 

S.  H.  Shembab,  M.  D. 

OBSTETRICS  AND  GYNECOLOGY 

C.  B.  Warrenburg,  M.  D. 

Arthur  C.  Stevenson,  M.  D. 

DENTISTRY  AND  ORTHODONTIA 

Norton  J.  Wood,  D.D.S. 

Wm.  J.  Johnson,  D.D.S. 

ANESTHESIOLOGY 

Paul  S.  Causey,  M.  D. 

NEUROSURGERY 

John  A.  Eisenbeiss,  M.  D. 


George  K.  Rogers,  M.  D. 

LABORATORIES 

Director,  Thomas  A.  Hartgraves,  M.  D.,  F.A.C.R. 

RADIOLOGY  CLINICAL  PATHOLOGY 

Audrey  Wilson,  M.  D.  Hugh  Wilson,  M.  D. 


DEPARTMENT  OF  MEDICAL  RESEARCH 

Carlos  A.  Tanturi,  M.  D. 
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(Continued  from  Page  70) 
buquerque,  gave  the  lecture  on  anoxia,  respira- 
tors, altitude,  etc.  Col.  Hugh  Mahan,  Chief  of 
the  Fitzsimmons  Laboratory  Service,  gave  some 
of  the  sessions  on  pathology.  Dr.  Florence  Sabin, 
famed  cytologist,  author  and  retired  member  of 
the  Rockefeller  Institute  for  Medical  Research, 
spoke  on  immunology  and  tuberculin.  Dr.  David 
T.  Smith,  professor  of  bacteriology  and  medicine, 
Duke  University,  gave  several  lectures  on  various 
fungus  diseases  and  suppurative  lesions  of  the 
lungs.  Dr.  George  Wright,  director  of  the  Physi- 
ological Laboratory  at  Trudeau,  Saranac  Lake, 
lectured  on  respiratory  function  in  health  and 
disease.  Dr.  Feldman  of  the  Mayo  Clinic,  noted 
for  research  in  experimental  tuberculosis  and 
chemotherapy,  was  an  addition  to  the  regularly 
scheduled  faculty,  as  was  Dr.  Donald  King  of 
Boston  who  was  present  as  an  observer  before  a 
forthcoming  symposium  in  the  New  England 
area. 

The  schedule  of  lectures  and  demonstrations 
began  with  several  sessions  on  the  basic-science 
background  for  diseases  of  the  chest.  The  gross 
and  microscopic  anatomy  of  the  lung  was  de- 
scribed, cadavers  and  plastic  models  were 


studied,  x-rays  of  lungs  containing  contrast 
media  were  shown,  and  freshly  removed  human 
lungs  were  used  for  bronchoscopy. 

The  normal  and  pathological  physiology  of  the 
lung  and  chest  was  reviewed;  respiratory  func- 
tion tests  were  described  and  demonstrated  on 
cases  with  diseased  lungs  and  after  collapse 
therapy;  respirators  were  discussed  and  shown; 
and  the  effects  of  altitude  and  oxygen  depriva- 
tion and  use  were  described.  Lectures  and  “live" 
clinics  on  the  use  of  intra-bronehial  procedures 
were  given,  and  “medical"  collapse  therapy 
methods  were  discussed  and  demonstrated. 

There  were  lectures  on  anesthesia  for  chest 
surgery  and  in  diseases  of  the  lung.  Oxygen  and 
aerosol  usage  was  discussed. 

Industrial  diseases  of  the  lungs,  including  sili- 
cosis, were  considered,  and  the  use  of  aluminum 
dust  was  demonstrated. 

The  etiology,  pathogenesis,  immunology,  clin- 
ical diagnosis,  case-studies,  medical  and  surgical 
therapy,  and  complications  of  pulmonary  tuber- 
culosis were  discussed  by  various  members  of 
the  faculty.  The  public  health  aspects,  includ- 
ing the  use  of  BCG  and  the  problem  of  transient 
patients,  were  discussed.  A special  session  on 
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the  use  of  streptomycin  was  given  from  the  large 
experience  of  the  Fitzsimmons  General  Hospital. 

Separate  lectures  and  exhibits  on  effusions, 
empyemas,  fungus  diseases,  suppurative  diseases 
of  the  lungs,  chronic  pneumonitis,  and  chest  in- 
juries in  war  and  peace-time  were  given.  Other 
subjects  included  pulmonary  neoplasms,  cysts, 
infarctions,  hernias,  atelectases,  and  various  rare 
infections;  asthma  and  emphysema;  mediastinal 
lymphadenopathy  and  cardio-pulmonary  rela- 
tionships. The  new  nitrogen  mustard  therapy 
for  certain  neoplastic  conditions  was  described 
and  the  effect  of  poliomyelitis  on  the  chest  was 
graphically  shown  by  a clinic  from  the  wards  of 
the  University  General  Hospital  on  the  “re- 
spiratory cripples”  from  last  year  s epidemic. 

Outlines  of  many  of  the  lectures  were  provid- 
ed for  the  students.  It  was  a source  of  amaze- 
ment that  so  many  subjects  could  be  so  well  cov- 
ered in  such  a short  time.  Living  arrangements 
were  congenial,  and  there  were  several  recep- 
tions and  banquets  for  the  visiting  students  and 
faculty. 

Drs.  Pyre  and  Kosanke  are  grateful  to  the 
groups  which  made  the  symposium  possible,  and 
to  the  Arizona  Anti-Tuberculosis  Association  for 
providing  the  scholarship. 

JACKMAN  PYRE,  M.  D. 

Tucson,  Arizona 


NOTICE 

The  American  Academy  of  Allergy  will  hold 
its  annual  convention  at  Hotel  Jefferson,  St. 


Louis,  Missouri,  December  15-17  inclusive.  All 
physicians  • interested  in  allergic  problems  are 
cordially  invited  to  attend  the  sessions  as  guests 
of  the  Academy  by  registering  without  payment 
of  fee.  The  program,  the  scientific,  and  techni- 
cal exhibits  have  been  arranged  to  cover  a wide 
variety  of  conditions  where  allergic  factors  may 
be  important.  Papers  will  be  presented  dealing 
with  the  latest  methods  of  diagnosis  and  treat- 
ment as  well  as  the  results  of  investigation  and 
research.  Round  table  conferences  will  be  held 
on  Monday  afternoon,  December  15,  1947.  Ad- 
vance copies  of  the  program  may  be  obtained  by 
writing  to  the  Chairman  on  Arrangements, 
Charles  H.  Eyermann,  M.  1).,  634  North  Grand 
Boulevard,  St.  Louis,  Missouri. 


SICKNESS  STATEMENTS  FOR 
RAIL  WORKERS 

Physicians  throughout  the  Nation  are  being- 
asked  to  furnish  medical  evidence  to  substantiate 
the  claims  of  railroad  workers  who  may  now 
draw  cash  sickness  benefits  under  the  Railroad 
Unemployment  Insurance  Act.  The  Railroad  Re- 
tirement Board  pointed  out  that  unless  an  appli- 
cation is  mailed  not  later  than  the  seventh  day 
after  the  first  day  of  sickness  claimed,  it  may 
not  be  received  within  the  legal  time  limit  for 
filing  applications.  As  a result,  the  employee 
may  lose  one  or  more  days  benefits.  Doctors 
are  asked  either  to  return  each  completed  State- 
ment of  Sickness  to  the  patient,  or  mail  it 
promptly  to  the  office  of  the  Board  to  u nich  it 
is  addressed. 
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Clinical  /Pathological 
Conference* 


STAFF  MEETING  ST.  JOSEPH’S 
HOSPITAL 

This  was  the  first  admission  of  a 76-year-old 
white  male  with  the  chief  complaint  of  jaundice, 
dark  urine  and  clay-colored  stools.  His  present 
illness  began  insidiously  about  five  months  pre- 
vious to  admission  with  anorexia,  weight  loss, 
nausea  and  vomiting.  This  was  coincidental  with 
an  attack  of  the  “flu,”  Following  this,  he  de- 
veloped a gradually  progressive  weakness.  His 
weakness  persisted  but  the  other  symptoms  clear- 
ed somewhat  and  then  he  began  to  notice  a slow- 
ly progressive  yellowish  tinge  to  his  skin.  Ilis 
urine  became  dark  and  stools  became  day-col- 
ored. He  bail  no  pain  and  no  pruritis.  The  jaun- 
dice became  progressively  worse  and  he  was 
finally  admitted  to  the  hospital,  about  five 
months  following  the  initial  symptoms,  for  ob- 
servation and  diagnosis. 

His  systemic  review  and  past  history  were  es- 
sentially negative  except  for  enlarged  prostate 
which  gave  rise  to  obstructive  urinary  symptoms. 
His  family  history  was  non-contributory.  Physi- 
cal examination  at  the  time  of  admission  re- 
vealed a well-developed,  well-nourished  white 
male  appearing  younger  than  stated  age.  Blood 
pressure  was  134/82;  TPR  normal.  The  rest  of 
the  physical  examination  was  essentially  normal 
including  the  abdomen  which  revealed  no  masses 
and  no  tenderness.  The  only  positive  findings 
were  a marked  jaundice  and  a grade  3 enlarged 
with  no  nodules  and  non-tender.  A G.I.  series 
was  done  and  was  normal.  A gall-bladder  series 
prostate.  The  prostate  was  diffusely  enlarged 
was  performed  and  reported  findings  were  a 
poorly  functioning  gall-bladder  without  evidence 
of  opaque  stones.  Chest  X-ray  revealed  arterio- 
sclerotic heart  disease.  Urinalysis  on  two  occa- 
sions was  normal.  There  was  no  urinalysis  per- 
formed for  urobilinogen.  Blood  count  showed 
81  'Z  polys  and  18%  hemoglobin  with  a 4.01  rbc 
and  3,500  white  cells  with  81%  polys  and  18% 
lymphocytes.  Serology  was  negative.  Icteric  in- 
dex on  six  occasions  varies  between  100  and  160. 
His  N.P.N.  was  reported  as  48  mgs  per  cent. 

(Continued  on  Page  79) 
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About  a Federal  Savings  and  Loan  Association 
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Federal  Savings  and  Loan  Associations  are  chartered  and  supervised  by  the  United  States 
Government.  Each  Association  is  a separate  locally-owned,  locally-managed  institution,  and 
its  accounts,  are  insured  by  the  Federal  Savings  and  Loan  Insurance  Corporation  of  Washing- 
ton, D.  C.,  an  instrumentality  of  the  United  States  Government. 

Two  types  of  accounts  are  offered — savings  accounts  on  which  dividends  are  credited  twice 
yearly  on  June  30  and  December  31,  and  investment  accounts  on  which  dividends  are  paid 
by  check  at  the  same  dividend  dates.  Dividend  rates  are  identical  on  the  two  types. 
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Funds  placed  here  on  or  before  the  tenth  of  any  month  earn  dividends  as  of  the  first  of 
that  month,  a factor  which  makes  it  profitable  for  you  to  add  to  your  account  constantly. 

The  Association  may  make  loans  only  on  the  security  of  first  mortgages  on  improved  real 
estate,  mostly  homes,  which  represents  the  highest  type  of  security — and  on  United  States 
Government  bonds. 

You  are  cordially  invited  to  come  in  and  see  us,  telephone  us  or  drop  us  a line,  in  the 
e^ent  that  you  have  any  further  questions.  Accounts  may  be  opened  by  mail. 
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ARIZONA  STATE 
MEDICAL  ASSOCIATION 


Annual  Meeting 


MAY  19-21  (inclusive)  1948 
PHOENIX,  ARIZONA 

SHRINE  AUDITORIUM  . . . 

Registration 

Scientific  and  Business  Sessions 
Hall  of  Exhibits 

HOTEL  WESTWARD  IIO  . . . 

Headquarters.  Entertainment  Features. 
“Presidents’  Dinner-Dance,”  honoring  presi- 
dents of  the  Association  and  the  Auxiliary. 
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An  outstanding  scientific  program  will  be 
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Hall  of  Exhibits  .... 

A par-excellent  educational  feature  with  a di- 
versification of  exhibits  to  appeal  to  every  physi- 
cian and  surgeon. 

There  are  52  Booths  with  43  spaces  now  sold 
to  the  following  firms:  (others  pending) 

AMERICAN  CANCER  SOCIETY 
Arizona  Division 
Phoenix 

AMES  COMPANY,  Inc. 

Elkhart,  Indiana 

ARIZONA  BLUE  SHIELD 
Phoenix 

AUNGER’S  ARIZONA  BRACE  SHOP 
Phoenix 

DON  BAXTER,  Inc. 

Glendale,  California 

BECTON-DICKINSON  & CO. 

Rutherford,  New  Jersey 

BLAIR  SURGICAL  SUPPLY  CO. 

Phoenix  - Tucson  - Denver 

BORDEN  PRESCRIPTION  PRODUCTS 
New  York,  N.  Y. 

BOWER  COMPANY  . . . Office  Supplies 
Phoenix 

BURROUGHS-WELLCOME  & COMPANY 
New  York,  New  York 

CAMERON  SURGICAL  SPECIALTY  CO. 
Chicago,  111. 

CIBA  PHARMACEUTICAL  PRODUCTS 
Summit,  New  Jersey 

COCA  COLA  COMPANY 
Atlanta,  Georgia 

CUTTER  LABORATORIES 
Berkeley,  California 

C.  B.  FLEET  CO.,  Inc. 

Lynchburg,  Virginia 

THE  DOHO  CHEMICAL  CORPORATION 
New  York 

GENERAL  ELECTRIC  X-RAY  CORPORATION 
Phoenix 

GERBER  PRODUCTS  CO. 

Fremont,  Michigan 

INFANTILE  PARALYSIS  FOUNDATION, 
MARICOPA  CHAPTER 
Phoenix 


LANTEEN  MEDICAL  LABORATORIES,  Inc. 
Chicago,  111. 

LEDERLE  LABORATORIES,  Inc. 

New  York,  N.  Y. 

BENTON  M.  LEE  & COMPANY 
Phoenix,  Arizona 

ELI  LILLY  & COMPANY 
Indianapolis,  Ind. 

M & R DIETETIC  LABORATORIES,  Inc. 
Columbus,  Ohio 

MAICO  SOUTHWEST 
Phoenix,  Arizona 

MEAD  JOHNSON  & COMPANY 
Evansville,  Indiana 

THE  WILLIAM  S.  MERRELL  COMPANY, 
Cincinnati,  Ohio 

ORTHO  PHARMACEUTICAL  CORPORATION 
Raritan,  New  Jersey 

PARKE,  DAVIS  & COMPANY 
Detroit,  Michigan 

PBSW  (Peterson,  Brook,  Steiner  & Wist) 
Phoenix 

PET  MILK  COMPANY 
Saint  Louis,  Missouri 

PHILIP  MORRIS  & Co.,  Ltd.,  Inc. 

New  York,  N.  Y. 

SANDOZ  CHEMICAL  WORKS,  Inc. 

San  Francisco,  Calif. 

G.  D.  SEARLE  & CO. 

Chicago,  111. 

SMITH-DORSEY  COMPANY 
Lincoln,  Nebraska 

SONOTONE 
Phoenix  Branch 

SOUTHWESTERN  SURGICAL  SUPPLY  CO. 
Phoenix 

STANDARD  INSURANCE  AGENCY,  Inc. 
Phoenix 

STANDARD  SURGICAL  & HOSPITAL 
SUPPLY  CO. 

Phoenix 

WESTINGHOUSE  ELECTRIC 
San  Francisco,  Calif. 
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MEETING  OF  STATE  BOARD 

Mrs.  Harry  T.  Southworth,  President,  called 
a meeting  of  the  Board  at  Prescott  on  October 
10.  In  addition  to  the  Board  members,  Mrs. 
Joseph  Bank,  President  of  the  Maricopa  Auxili- 
ary, Mrs.  C.  E.  Starns,  President  of  the  Pima 
Auxiliary  arid  Mrs.  E.  B.  -Jolley  of  the  Yavapai 
Auxiliary  were  present  by  invitation.  Mrs.  Clar- 
ence Gunter,  president  of  the  Gila  Auxiliary, 
was  unable  to  attend. 

Business  matters  voted  on  by  the  Board  were : 
1.  To  support  the  Nurses’  Recruitment  Pro- 
gram; 2.  To  meet  with  the  Council  of  the  Ari- 
zona State  Medical  Association  at  their  Decem- 
ber meeting — that  Council  now  being  the  Ad- 
visory Committee  to  the  Auxiliary,  and  3.  To 
hold  the  business  sessions  of  the  Auxiliary  at 
Hotel  Westward  Ho,  Phoenix,  at  the  time  of  the 
Annual  Meting  next  May  19-21.  The  Auxiliary 
also  favored  the  selection  of  sage  green  and  des- 
ert gold  as  official  colors,  the  Arizona  State 
Medical  Association  having  suggested  these  col- 
ors for  approval  of  both  organizations.  Mrs.  Jos- 
eph Bank  explained  details  of  the  coming  meet- 
ing of  the  Southwestern  Medical  Association  at 
Phoenix  early  in  November. 


COUNTY  AUXILIARY  NEWS 
MARICOPA  AUXILIARY 

County  Medical  Auxiliary  Hears 
Conclave  Plans 

The  social  program  planned  for  the  Women’s 
Division  of  the  Southwestern  Medical  Convention 
in  Phoenix.  November  6,  7 and  8 was  outlined  by 
Mrs.  Preston  Brown,  general  chairman,  yesterday 
at  a meeting  of  the  Women’s  Auxiliary  of  the 
Maricopa  County  Medical  Society. 

Held  in  Hotel  Westward  Ho,  yesterday’s  meet- 
ing was  the  society’s  annual  membership  lunch- 
eon. 

Convention  events  planned  for  November  6 will 
include  a Chinese  luncheon  in  Cathay  Garden  and 
a chuck  wagon  barbecue  and  western  dance  at 
Bud  Brown’s  barn. 

The  Maricopa  County  Medical  Society  will  fete 
women  visitors  at  a brunch  November  7 at  Cam- 
elbaek  Inn.  A fashion  show  will  be  presented  by 
Goldwaters.  A cocktail  party  in  Hotel  Westward 
Ho  will  precede  the  formal  dinner  dance.  Closing 
activities  on  November  8 will  feature  golf  and 
luncheon  at  the  Phoenix  Country  Club. 
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Treatment  in  the  hospital  consisted  of  a hepa- 
titis diet  supplemented  with  numerous  glucose 
infusions. 

His  course  was  uneventful  except  for  a pros- 
tatic obstruction  which  Avas  treated  with  a re- 
tention catheter.  He  went  progressively  doAvn- 
hill.  After  approximately  three  Aveeks  in  the 
hospital  he  suddenly  developed  a chill  and  tem- 
perature of  103°,  rectal.  Conusultation  was  had 
and  the  consultant  found  some  rales  in  the  chest 
and  a distended  abdomen  with  marked  tender- 
ness over  the  bladder  area.  Neither  the  liver  nor 
any  tumor  masses  Avere  palpated.  Blood  clots 
were  extruded  from  the  penis  and  it  Avas  the 
opinion  that  the  Foley  catheter  had  caused  this 
because  the  patient  had  tried  to  extract  it  forc- 
ibly. The  consultant  felt  that  the  patient  had  an 
obstructive  type  of  jaundice  and  possibly,  also, 
an  infectious  factor  caused  either  from  the  gen- 
ito-urinary  tract  or  a possible  developing  pneu- 
monia. He  Avas  put  on  penicillin  and  I.  V.  fluids, 
hut  in  spite  of  this,  died  a fenv  hours  after  the 
medication  Avas  started. 

PAUL  B.  JARRETT,  M.  D. : 

From  the  amount  of  information  given  in 
the  protocol,  the  only  thing  I’m  sure  that  this 
patient  did  not  have  is  icterus  neonatorum.  I 
think  it  would  he  possible  to  cite  reasons  why  he 
did  not  have  a condition  that  produced  jaundice 
at  all,  but  the  fact  remains  that  he  Avas  jaun- 
diced ; all  of  which  goes  to  prove  that  you  can ’t 
believe  Avhat  you  read  in  hooks.  For  example : if 
this  jaundice  were  due  to  extra-common  duct 
pressure  as  in  carcinoma  of  the  head  of  the  pan- 
creas or  enlarged  peri-portal  lymph  nodes,  Cour- 
voisier ’s  laAv  says  that  the  gall  bladder  should  he 
greatly  enlarged.  A gall  bladder  series  reports 
a poorly  functioning  gall  bladder,  but  make  no 
mention  of  any  enlargement.  If  he  had  a stone 
in  the  common  duct,  he  should  have  had  pain 
and  probably  some  history  of  gall  bladder  dis- 
turbance. It  is  possible,  hoAvever,  that  if  the  pa- 
tient had  a chronic  cholecystitis  Avitli  thicken- 
ing of  the  gall  bladder  Avail,  no  distention  of  the 
gall  bladder  would  exist  from  pressure  outside 
the  common  duct,  but  here  again  there  is  no 
history  of  gall  bladder  disease  in  the  past.  Jaun- 
dice is  a constant,  finding  in  carcinoma  of  the 
gall  bladder  which  usually  occupies  the  fundus 
or  the  neck  and  invades  the  liver  at  an  early 
period.  In  this  condition  the  liver  should  be 
(Continued  on  Page  81) 
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The  Allergy  Research  Laboratory 
Scratch  Skin  Testing  Set 

The  technique  of  scratch  skin  testing  for  pollen  sensitivity  has  been 
well  standardized  and  need  not  be  complicated. 

A history  of  the  patient's  symptoms  measured  against  the  pollinating 
season  of  suspected  offenders  will  usually  narrow  the  field  of  possibilities. 

The  Allergy  Research  Laboratory's  scratch  skin  testing  set  contains 
diagnostic  materials  for  the  major  pollen  factor  in  the  specific  area  of  the 
doctor's  practice.  Diagnostic  sheets  containing  information  on  the  pollinat- 
ing seasons  are  offered  for  the  doctor's  convenience. 

Definite  information  and  the  exact  time  of  appearance,  season  to  season, 
in  specific  areas  is  furnished  through  periodical  bulletins. 

* Diagnostic  materials  and  a convenient  step  cut  wood  index  block  together  with  history 
sheets  will  be  supplied  free  of  charge  to  the  physician  upon  request. 


An  Allergy  Service  based  on  close  acquaintance  and  experience  with  the  botany  of  the  area  of  your  practice. 

cAlleryy,  (Research  j(abora  torieA,  3nc. 

Phoenix,  Arizona  U.  S.  Biological  License  No.  151 
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(Continued  from  Page  79) 
palpable  and  the  gall  bladder  completely  func- 
tionless. Carcinoma  of  the  bile  ducts  is  extreme- 
ly rare  and  usually  involves  the  lower  end  of 
the  common  duct  where  it  forms  a hard  white 
mass  easily  mistaken  for  an  impacted  stone.  In 
this  condition  the  liver  is  generally  moderately 
enlarged  and  tender  due  to  back  pressure  with- 
in the  biliary  tree,  (because  of  the  prolonged  ob- 
struction, obstructive  cirrhosis  is  a complica- 
tion). This  man's  liver  was  not  only  non-tender 
but  not  enlarged.  No  Yandenburgh  test  is  re- 
ported and  no  test  for  urobilinogen  was  made 
and  apparently  no  blood  cholesterol  determina- 
tion was  done.  One  might  wish  that  liver  func- 
tion tests  such  as  cholesterol  ester  or  hippuric 
acid  excretion  had  been  done.  The  absence  of 
anemia  speaks  against  a hemolytic  jaundice,  the 
normal  sized  liver,  absence  of  ascites  and  nor- 
mal spleen  apparently  rules  out  hypertrophic 
biliary  cirrhosis ; absence  of  nervous  symptoms, 
intractable  vomiting,  petechiae  and  hemorrhages 
are  against  an  acute  yellow  atrophy  as  well  as 
the  prolonged  course;  there  is  no  history  of  in- 
gestion of  drugs  which  produce  a hepatitis;  the 
(Continued  on  Page  83) 
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It  is  our  earnest  desire  to  serve  to 
the  best  of  our  ability,  accurately  and 
promptly  to  the  needs  of  the  medical 
profession  and  the  patient. 


DRUG 


Distributors  for  practically  all  the  ethical  drug  firms 


10th  St.  Cr  McDowell 
1536  West  Van  Buren 

Casa  Grande  - Florence 


IN  PHOENIX 
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(Continued  from  Page  81) 
man’s  serology  was  negative  which  excuses 
syphilis ; primary  carcinoma  of  the  liver  seems 
unlikely  in  the  presence  of  81%  hemoglobin  and 
over  4 million  red  cells,  and  it  rarely  produces 
jaundice  unless  superimposed  on  cirrhosis,  which 
it  frequently  is ; it  does  not  seem  possible  that  he 
could  have  an  idiopathic  hepatitis  without  a 
leukocytosis.  A catarrhal  or  so-called  “catarrhal 
jaundice,”  which  is  of  virus  etiology,  has  a leuko- 
penia which  this  man  has,  hut  there  is  a relative 
lymphocytosis.  This  patient  had  only  18% 
lymphocytes.  We  can  rule  out  yellow  fever  and 
acute  infectious  jaundice  of  spirochetal  etiology 
in  the  absence  of  fever,  as  well  as  an  acute  sup- 
purative cholangitis.  There  is  nothing  to  lead  us 
to  suspect  an  amebic  abscess  or  hydatid  cyst  of 
the  liver.  There  is  no  history  of  snake  bite,  and 
eclampsia  can  be  ruled  out  because  of  the  pa- 
tient’s age  (sic).  We  have,  therefore,  proven 
more  or  less  conclusively  that  it  was  impossible 
for  this  patient  to  be  jaundiced,  the  fact  that  he 
was  jaundiced  to  the  contrary  notwithstanding. 

I have  been  trying  to  discover  some  relat  ion- 
ship between  the  prostatic  hypertrophy  and 
jaundice.  Carcinoma  of  the  prostate  sometimes 


metastasizes  to  the  liver  through  blood  stream 
spread  and  might  conceivably  cause  obstruction 
of  the  bile  passages.  This  is  not  common,  how- 
ever, since  spread  in  70%  is  to  hone  and  pelvic 
and  lumbar  nodes.  The  prostate  in  this  case  was 
diffusely  enlarged  with  no  nodules  and  appar- 
ently did  not  have  the  rocky  hardness  associated 
with  carcinoma  of  the  prostate  in  85  to  90  per 
cent  of  the  cases.  The  urinary  obstruction  was 
well  overcome  with  an  N.  P.  N.  of  only  48%, 
which  speaks  also  against  a hepato-renal  syn- 
drome. 

The  protocol  states  that  his  course  was  un- 
evntful;  he  went  progressively  down-hill.  The 
consultant  found  tenderness  over  the  bladder  fol- 
lowing an  attempt  on  the  part  of  the  patient  to 
forcibly  extract  the  foley  catheter  with  bleeding 
from  the  penis.  This  could  he  explained  on  the 
basis  of  trauma*  It  is  not  inconceivable  that  this 
trauma  could  have  produced  a pulmonary  embol- 
ism which  led  to  his  rapid  demise. 

From  the  information  available,  it  seems  like- 
ly that  this  patient  had  a hepatitis  of  virus  etiol- 
ogy which  was  formerly  thought  to  lie  a benign 
disease  and  diagnosed  as  catarrhal  jaundice. 

(Continued  on  Page  85) 
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AMBULANCE 

MOTOR  OR  THE  ABOVE  TWIN  ENGINE  BEECHCRAFT  PLANE 
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Artificial  Eyes 
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We  have  a complete  stock  and  make  delivery  at  time  of  fitting. 
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PHOENIX  OPTICAL  DISPENSERS 
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4-7806  3-0897 
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(Continued  from  Page  83) 

The  onset  of  this  disease  frequently  is  ushered  in 
by  an  attack  of  upper  respiratory  infection  of 
‘ ‘ flu  ; ” it  has  invariably  anorexia,  nausea,  vom- 
iting and  weight  loss,  progressive  weakness  and 
jaundice  of  deep  intensity.  Usually,  however, 
there  is  itching  of  the  skin,  an  enlarged  tender 
liver  and  fever.  This  patient  had  the  leukopenia 
that  is  associated  with  the  disease,  but  did  not 
have  the  relative  lymphocytosis  due  to  reduction 
in  the  poly’s.  The  disease  as  a rule  clears  in 
about  three  weeks  with  a prolonged  convales- 
cence and  weakness,  but  may  progress  to  toxic 
degeneration  and  necrosis  of  the  liver,  in  which 
case  the  liver  may  be  small  in  the  latter  stages, 
and  sudden  liver-death  ensue.  The  deaths  in  the 
army  following  yellow  fever  vaccine  were  due 
to  the  virus  of  epidemic  hepatitis  which  was 
present  in  the  human  serum  in  the  vaccine, 
placed  there  to  keep  the  virus  viable,  since  it 
was  a living  organism  from  an  avirulant  strain. 

Second  choice  is  carcinoma  of  the  head  of  the 
pancreas  which  has  a rapid  down-hill  course 
with  painless,  progressive  jaundice.  However, 
there  was  no  gall  bladder  enlargement  nor  any 
(Continued  on  Page  87) 
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PERSONAL! 


THAT  A S S U R E D FEELING.  "THAT 
MADE-FOR-ME"  LOOK.  THAT  TOUCH 
OF  REAL  SMARTNESS  IN  YOUR  AT- 
TIRE IS  POSSIBLE  ONLY  IN  CLOTHES, 
TAILORED  EXPRESSLY  FOR  YOU 
THE  ACKNOWLEDGED  BEST,  IN  TAIL- 
ORED CLOTHES  ARE  PRODUCED  BY— 

CHAS.  H.  THEW 

Let  us  take  your  order  for  a suit  that 
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widening-  of  the  duodenal  loop.  Third  is  jaun- 
dice due  to  pressure  from  portal  lymphatics  due 
to  carcinoma  metastatic.  Fourth — large  silent 
stone  in  the  common  duct. 

DR.  WM.  H.  CLEVELAND: 

Intense  progressive  jaundice  and  acholic 
stools  of  five  months  duration  can  not  he  caused 
by  an  hemolytic  process,  and  an  hepatocellular 
type  of  jaundice  so  prolonged  and  complete 
would  he  virtually  an  impossibility.  Thus  the 
differential  diagnosis  can  almost  with  certainty 
be  limited  to  the  causes  of  obstructive  jaundice. 
Lord  Moynilian  once  stated  “No  one  living  is  in- 
fallible in  the  differential  diagnosis  of  obstruc- 
tive jaundice.”  There  is  much  truth  in  this 
statement  as  indicated  in  the  all  too  frequent  un- 
expected findings  in  autopsy  studies  and  surgi- 
cal explorations  in  patients  with  obstructive 
jaundice.  The  following  remarks  then  are  in- 
tensely speculative  and  maybe  far  from  the 
truth. 

Essentially  in  an  old  man,  there  is  progres- 
sive, painless,  it-ehless  jaundice  with  loss  of 
weight,  acholic  stools,  without  previous  record  of 
(Continued  on  Page  89) 
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gastro-intestinal  disturbance  or  chills  or  fever. 
No  abdominal  mass  is  felt.  It  is  known  also  that 
the  gastro-intestinal  roentgen  studies  reveal  no 
abnormality,  that  there  is  a slight  anemia  and 
an  elevation  of  N.P.N.  Further  it  is  known  that 
the  liver  will  excrete  the  dye  used  in  roentgen 
study  of  the  gall  bladder  and  that  some  of  it  is 
reported  to  have  reached  the  gall  bladder. 

It  is  strange  the  frequency  with  which  X-ray 
studies  of  the  gall  bladder  are  ordered  in  the 
presence  of  intense  icterus,  when  it  is  known 
that  the  tests  are  valueless  in  over  seventy-five 
(75)  per  cent  of  cases.  A poorly  functioning  or 
non-functioning  gall  bladder  with  intense  jaun- 
dice does  not  exclude  stones  or  tumors  of  the 
gall  bladder  and  ducts.  Here  the  poorly  func- 
tioning gall  bladder  report  serves  to  show  two 
things,  neither  of  which  may  do  more  than  con- 
fuse us.  First  by  it,  it  is  known  that  the  liver 
cells  can  excrete  the  dye,  and  in  the  absence  of 
any  clinical  tests  of  liver  function  in  this  patient 
(no  galactose  tolerance,  no  cephalin  floccula- 
tion, no  serum  protein,  no  prothrombin  tests, 
etc),  it  offers  information  that  all  liver  cells  are 
(Continued  on  Page  91) 
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not  destroyed.  Secondly  by  it,  it  is  assumed  that 
the  dye  has  unobstructed  access  to  the  gall  blad- 
der, if  some  can  actually  be  seen  in  it.  These 
facts,  in  the  absence  of  almost  any  other  known 
laboratory  facts,  tend  to  readjust  our  order  of 
probabilities  rather  than  change  it  and  push  pri- 
mary and  secondary  carcinoma  of  the  liver  and 
gall  bladder  lower  on  our  list  of  probabilities — 
for  by  this  test  it  is  presumed  that  obstruction 
exists  below  the  level  of  the  jaundice  of  the  cys- 
tic and  common  ducts. 

Carcinoma  of  the  pancreas , ampulla  of  Voter 
or  common  duct  might  be  the  cause  of  the  ob- 
structive jaundice.  Against  this  is  the  lack  of 
distension  in  the  gall  bladder.  As  noted  by  Cour- 
voisier  obstruction  by  tumor  in  the  pancreatic 
area  is  usually  accompanied  by  distension,  where- 
as blockage  by  stone  is  usually  associated  with  a 
non-distended  gall  bladder.  One  series  of  jaun- 
diced patients  with  a distended  gall  bladder  was 
found  to  be  caused  by  tumor  in  89%  and  stones 
in  11%.  So  the  law  is  not  infallible.  Likewise 


a series  of  carcinomas  of  the  pancreas  was  found 
to  have  distension  of  the  gall  bladder  in  only 
35%  of  instances.  So  that  lack  of  distension  in 
the  gall  bladder  cannot  exclude  tumor.  In  only 
about  30%  of  carcinomas  of  the  pancreas  do 
gastro-intestinal  X-ray  series  suggest  tumor  in 
the  area,  so  that  negative  roentgen  gastro-in- 
testinal series  does  not  exclude  it.  In  passing  it 
should  be  noted  that  over  10%  of  carcinomas  of 
the  pancreas  are  painless. 

(Continued  on  Page  93) 
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Secondly  common  duct  stone  could  be  the 
cause  of  the  obstructive  jaundice.  In  this  regard 
we  note  in  its  favor  a collapsed  or  non-palpable 
gall  bladder.  It  is  true,  however,  that  in  some 
60%  of  instances  a history  of  previous  colic  or 
pain  is  elicited  with  common  duct  stones.  When 
40%  of  patients  with  common  duct  stones  have 
not  had  colic  or  pain,  it  can  be  seen  that  this 
cause  of  jaundice  is  not  excluded  here. 

Benign  fibrotic  'pancreatitis  or  common  duct 
stricture  are  rare  causes  of  obstructive  jaundice 
and  might  be  at  the  basis  of  this  jaundice. 
Against  this,  however,  Ave  have  no  previous  bili- 
ary surgery  to  contribute  to  stricture  and  no  his- 


tory of  previous  gastro-intestinal  disturbance  to 
fit  in  with  pancreatitis. 

Primary  or  secondary  carcinoma  of  the  liver 
might  cause  this  jaundice,  yet  Ave  are  told  the 
gall  bladder  dye  can  get  into  the  gall  bladder, 
and  an  obstructive  jaundice  as  complete  as  this 
from  this  cause  presumably  could  not  be  caused 
by  a blockage  above  the  junction  of  the  cystic 
and  common  ducts. 

Carcinoma  primary  in  the  gall  bladder  might 
cause  this  jaundice  were  it  not  for  the  fact,  that 
again  dye  is  said  to  have  entered  the  gall  bladder 
on  X-ray.  Usually  the  cystic  and  common  ducts 
are  completely  obstructed  in  cancer  of  the  gall 
(Continued  on  Page  96) 
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bladder  producing  total  obstructive  jaundice. 

Causes  of  this  jaundice  which  are  most  unlike- 
ly are : 

(1)  Extrabiliary  tract  tumors  such  as:  Cancer 
of  the  stomach,  retroperitoneal  sarcomas,  or  pan- 
creatic cysts;  all  of  which  are  ruled  out  by  a 


Dentist  or  Doctor  to  share  a modern 
medical  suite.  Tucson,  Arizona. 

INQUIRE 

ARIZONA  MEDICINE  JOURNAL 

427  HEARD  BUILDING 
PHOENIX,  ARIZONA 


normal  gastro-intestinal  series. 

(2)  Liver  notch  nodules  from  tubercular 
glands,  or  primary  malignant  lesions  of  lymph 
nodes  are  excluded  by  lack  of  pulmonary  tuber- 
culosis and  normal  lymphatic  system  elsewhere. 

(3)  Stone  in  the  gall  bladder  impacted  in  the 
cystic  duct  causing  edema  and  pressure  on  the 
common  duct  and  total  obstructive  jaundice  is 
eliminated  by  absence  of  an  enlarged  gall  blad- 
der and  access  of  gall  bladder  dye  in  the  gall 
bladder. 

There  may  be  secondary  biliary  cirrhosis  from 
long  standing  totally  obstructive  jaundice,  but 
we  know  it  is  not  primary,  due  to  the  lack  of 
esophageal  varices  lack  of  collateral  circulation, 
absence  of  ascites  and  edema. 

(Continued  on  Page  98) 
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(Continued  from  Page  96) 

Other  than  obstructive  jaundice  we  know  the 
patient  has  prostatic  hypertrophy,  presumably 
benign  in  nature. 

The  course  of  the  patient  leads  to  the  assump- 
tion that  not  being  administered  Vitamin  K lie 
developed  hypoprothrombinemia  and  developed 
hemorrhage  in  the  bladder  from  his  indwelling 
catheter.  Blockage  of  urinary  drainage  by  clots 
resulted  in  an  ascending  urinary  tract  infection 
with  which  he  succumbed  probably  in  association 
with  terminal  bronchopneumonia. 

In  recapitulation  this  man  is  presumed  to 
have:  A — Obstructive  jaundice  due  to  either: 

(1)  Carcinoma  of  the  pancreas,  common  duct 
or  ampulla  of  Vater. 

(2)  Common  duct  stone. 

(3)  Benign  fibrotic  pancreatitis  or  benign 
common  duct  structure. 

(4)  Primary  or  secondary  carcinoma  of  the 
liver. 

(5)  Primary  carcinoma  of  the  gall  bladder. 

(6)  Extrabiliary  tumor-carcinoma  of  the 
stomach,  pancreatic  cyst,  or  retroperitoneal  sar- 
coma. 

(7)  Liver  notch  nodule — tubercular  or  mal- 
ignant lymph  gland. 

(8)  Stone  in  the  gall  bladder. 

B.  He  may  have  had  secondary  biliary  cir- 
rhosis. 

C.  Prostatic  hypertrophy — probably  benign. 

4.  Hemorrhage  into  the  bladder  from  hypo- 
prothrombinemia and  pyelonephritis. 

E.  Terminal  bronchopneumonia. 

ANATOMICAL  DIAGNOSIS 
DR.  R.  FULLER  : 

Carcinoma  of  the  gall  bladder  or  extrinsic  bile 
ducts  with  extension  to  the  liver  (hilar  region), 
wall  of  duodenum  and  head  of  pancreas  and 
with  metastasis  to  regional  lymph  nodes  and  to 
the  lungs ; cholecystolithiasis ; chronic  cholecys- 
titis ; marked  icterus  with  considerable  terminal 
extravasation  of  blood  into  the  stomach  (prob- 
able miliary  mucosal  erosions)  ; nodular  hyper- 
plasia of  the  prostate  gland  (polypoid,  “ball- 
valve”  type  of  enlargement  of  median  lobe) 
with  evidence  of  urinary  obstruction  and  with 
early  pyelonephritis;  diverticulosis  of  the  sig- 
moid colon ; moderate  generalized  athero-arterio- 
sclerosis ; localized  regions  of  adhesive  pleural 
and  peritoneal  fibrosis. 
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the  physiologic  approach 


to  the  correction  of  simple  constipation 
involves  the  reeducation  of  the 
normal  bowel  reflexes. 

Metamucil  embraces  the  "smoothage 
principle  in  constipation  management. 

METAMUCIL 

is  the  highly  refined  mucilloid  of  Plantago 
ovata  (50%),  a seed  of  the  psyllium  group, 
combined  with  dextrose  (50%)  os 
a dispersing  agent. 

Metamucil  is  the  registered  trademark  of 
G.  D.  Searle  & Co.,  Chicago  80,  Illinois. 
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THE  BENSEMA-  SHOUN  CLINIC 

INTERNAL  MEDICINE 

1 800  East  Speedway 
Tucson,  Arizona 
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Diplomate  of  the  American  Board 
of  Internal  Medicine 

EVELYN  G.  WATKINS.  M.  D. 
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Telephone  5178 

INTERNAL  MEDICINE 
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If  no  answer,  28  1 8 
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Phoenix,  Arizona 

Tucson,  Arizona 
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)SE 
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DERMATOLOGY 

Telephone  3671  721  N.  Fourth  Ave. 

Tucson,  Arizona 
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2448  East  Sixth  Street 
Tucson,  Arizona 

Certified  by  American  Board 
of  Urology,  1937 

Phone  4864 

PAUL  L.  SINGER,  M.  D.,  F.A.C.S. 
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LINCOLN  MEMORIAL  HOSPITAL 

Specializing  in  the  Treatment  of  Alcoholism 
Medical  Staff  Referred  cases  only 

NILE  M.  ROBSON,  Supt.  Casa  Grande,  Arizona 


